Carmi.and Knoll D.D.S.

il LGEONET

We are pleased 1o welcome you to our practice. Please take a few minutes to fill out
this form as complately as you can. If you have questions we'll be glad 1o help you.
We look forward 1o working with you in maimntaining your dental health.

TATIENT INFORMATION

Soc. Sec. b____

First Name Ivinal

Siate______ _Jp. Home Phons _ 3 =

Call Phona E— Email ——— — m——
Sex UM OF Age Birthdalo ___JSinge O Married O Widowed U Separaled 0 Divorced
Patient Empioyed by Occupation
Businoss Addross ___ Bupkness Phono _
Business Email __ R
¥Yihom may wa fhank for referring you? e~ — B .BRW .,
HomoFhone _
Businoss Phona

TTIMARY INSURANCE

Laat Nate Fral Harhe
Relation o Patien_____ ___ Birthdate_ Soc Sec. #
Address (if ciffarent from patient) Home Phene
Oy : : Zip
Cell Phone Email _
Parson Respongible Employed by Crecupation
Businpss Addrass 4 . Business Phone
Businass Email . . ——
Insurance Comparny _ Phona
Insurance Email
Contracl # = __Groupe____ Subscribor £

Nama of other dapendants under this plan

Porson Raspongiblo for Actounl

ADDITIONAL INSURANCE

Is patient covered by addiional insurance? OYes DT MNo

Subscriber Nama_ _Ralation 1o Patant

Address (if diffarent from pationt) . = Soc. Soc. &

Clty __ ___ Sale Zip _Home Phone

Cell Fhone_____ Emall

Subscriber Employed by _ Business Phone
Businoss Emall _ - —
Insurance Comparny ! _ Phone
Insumnce Email ___

Conlraci # . _ Subscribar #
Nama of ciher depondents under this plan

Plsane compieln both sides

Carmi and Knoll P.C., 18 15th St, Washingtan DC Washington DC 2006 - Voice: (202) 659-8020 - Smile@CarmiAndKnoll som - www CarmidndKnoll com



DENTAL HISTORY

What would you like us to do foday? Are you in dental discomiort loday?
Former Dentist Address,

Denlist's Emall : Phone B

Date of last dental care Date of last x-rays
Check { v ) yes or no If you have had problams with any of the following:

aY N Bad breath Y I N Food cofiaction betesen ieeth 1Y U N Pericdontal treatment 1Y 0 N Sansilhity to swedls
QY O N Bleading gums QY N Grinding or clonching feeth Y O N Sensitivity to oold Y 0O N Sensitivity when biting
QY O N Cucking or popping jaw 1Y 01 N Loose feelh of béokon flings Y O N Sensilivity 1o hol OY O N Sores or growths in mouth
How often do you brush? Floss?

How do you leel about the appearance of your teeth?
Havi you ever experianced an adverse reaction during or In conjunction with a medical or dental procedura? 0OY N

Other information about your dental health or previous treatment ———

MIDICAL HISTORY

Physician's name Phona
Dawoflastvist ____ Haveyou had any sarious ilinesses or operations? QY ON
It yes. describe =
Are you currently under physician care? Y ON  If yes. describe
Have you ever had & blood transfusion? OY ON I yes, give approximate dates
Have you ever taken Fen-Phen/Redux? Oy QN
Women: Are you pregnant? Y ON  Nursing? OY ON  Taking birth control pills? OY ON
Check { + ) yas or no whether you have had any of the lollowing:;
OY ON AIDSHIV Positive QY ON Cough, parsistent OY QAN Jaw pain aY QN Shingles
OY UN Anaphylaxis % ON Cough up blood QY ON Kidney disease of 0% O N Shortness of broath
oY ON Anomia QY ON Diabetes malfunction 0¥ ON Skin msh
Y QN Artfiritis, Ahoumatism  OY ON Epllepsy QY QN Liver disease aY U N Spina Bifida
OY OM Arlficial heart valves 0¥ ON Fainting JdY ON h}:imlﬁwgu?mmw OY ON Siroke
QY ON Arificial joints OY ON Food allargies éhm;ﬂﬂ < T aY ON Surgcal implant
Y ON Asthma QY ..:H Glaucoma Y ON Mimivalve prolapse =T 2N Smumn&nilam
aY ON Awopic (allergy prone)  JY UN Headaches Y ON Nervous problems ikl
OY QN Back problems QY QAN Heart murmur Y OON Pucemsker JY ON Thyroid disease or
ayY ON Blood diseass OY ON Heart problems Hearl surgery :
QY ON Cancer m’iﬂ: T JY ON Psythialric care j: j: ::::mmu
Y i emophil . ) .
oy ..IN Chemical dependency bleeding JY:IN Fapid woight gain or loas aY ON Tut losis
aY O N Chemotharapy Oy ON H J¥ O N Radiation treaimont Ay ON UlcerColis
2Y QN Circulatory problems WESS Y UN Respatory disease sy

; AY J N Venersal dissass

s OY UN Hepatitis e :
OY% ON Cortisone treatmeants QY ON High Dbk J¥ O N AheumatcScarlel fover

Is palient currantly taking any medications? If yes, list all: Does patient have drug allergins? If yes, list all:

AUTTIORIZATION

| have reviewed tha information on this questionnaira, and ! is sccurate lo the best of my knowledge, | understand that this information
will b used by tha dantist o halp delarmine appropriate and healthlul dental treatmend. | there ks any change in my medical sialus, | will inform
the denist

| autharize the Insurmnce company indicated on this form 1o pay to the dentist all insurance benafits otherwise Dajrah-le to me for sarvices
rendored. | authorizo tho use of this signature on all Isumnca submissions,

| ‘autharize the dentisi o relaase all informalion necessary lo secure the payment ol benefits. | understand thal | am linancially
responsible for all charges whaother or nol paid by insurance.

Signalure Date._

— o Paymenl i due In full 21 lime of ireatmenl, unless prior arrangements have begn approved. R




