Drs. Van Wart

2505 Sunset Blvd. ¢ 713-523-1287 Office

Houston, TX 77005 713-523-8424 Fax
vanwartdental@comcast.net

PATIENT INFORMATION DATE:

Name Birthdate_ /__/__ Social Security # - -

Address City State Zip

Home # ( ) - Cell#(__) =

Email

Pick Appropriate Choice: _ Minor __Single _ Married __Divorced _ Widowed __Separated

Patient’s or Parents Employer: Work #(__) -

Business Address: City State Zip

Spouse Or Parents Name

Employer: Work #(__ ) -

If a Student: Name of School Attending City State

Whom May We Thank For Referring you?

Person To Contact in Case of Emergency:

Phone #(__ ) - Alternate # ( ) -

RESPONSIBLE PARTY

Person Responsible for Account Relation to Patient
Birthdate_ / /  Social Security# - - Phone #(__ ) -

Insurance Information- Dental Only

Subscriber’s Name Relationship to Patient
Birthdate_ / /  Social Security # - - Date Employed / /
Employers Name: Work #(__) -

Insurance Name: Phone #(__ ) -

Address: City: State: Zip Code:

Member # Group #




",

MEDICAL HISTORY

Physidian’s Name Date of last visic

Have you had any serious illnesses or sperations? 0 Yes O No !ers,dasaibe‘
Haveyon ever had a blood transfusion? O Yes 0 No I yes, give approximate dates, :
Nursing? O Yes ONo  Takingbirth control piils?: 0 Yes 3 No

(Women) Areyou pregnznt? O Yes O No Duedate:

: Yes No Yes Wo Yes No Yes No
Allergies ey feversimusie O O Chemothesepy O O Highblood pressure 0 0O sideclanemiz oo
Anemia O O Croobtorypeblems O 0O AwbmumeDeficeny O O Shinnsh o o
Arthritis, Rbevmatism. O O Covisonememmts O O Jundiee O O Sowhedinpwounds (= I
Anificial hearevalves 0O O Cowhpeasisentosbloody O O Kidoeydisease 8 O sodde a a
Antificial joints O O Dibes 0O O Uverdisease O O swellingoffectagankles o o
Asthuz Q O Emphysera O O Lowbisodpeessime 8 U Thywidproblewms o Qa
Requited Hospitaliznion? O D Epilepsy O O Missivaiveprolapse O O Tonsligs o Q
Hoeyouusedmeraid? O 0O Exnting 0O O Pacemsker O O Tubercdoss - o Q
Date of last episode. Ghwcoma 0 O Radixionmesuem g O Tumororgrowthonbedormeck O O
Bleeding abunormally with O O Hedaches O O Respitstorydisease O O Uleer a o
exiractions of SUgEy Hearr muvmms O O Rheumaticfevar 8 O Veeraldisese g Q
Blood disease, dovingdisorders 0 ° 3 Heareproblems O O Scoletfever 3O O Weghtloss, anexplsined o o
Cancer 0 O HepatitsType 0O 0O Shormessoftwexth o a o a
Chemical dependency O O Heps 0O O Sioswoshle o' -0 - Pompecitifme
List medications you are cuxzently taking:
Allergy to Penicillin, Aspirin or Other Drugs: Yes O NolJ Specify:.
Reason for today’s visit s Date of last dental visit
Former dentist 3 Date of Iast dental x-rays
Yes No Yes No ’ Yes Ne
Badbreath o o Clench orgrind teeth 03 O Osthodontictreatinent g O
Blisters on lips or inouth o O Growthsorsoresposinyourmopthd O Nitrous Oxide (laughing gas) o o
Burning sensation on tongue a Q Gums swollen, tenderorbleeding 3 O  Periodontal westmemt o o
Chew on one side of month g a Jaw pain or tiredness O3 O Sensitivity 2o pressure or irritants
Cigarette, pipe or ciger smoking g o Lip or cheek biting 0 0O {cold, heatorsweats) - o a-
Drymouth Q. a Looseteeth or broken fillings 8.ea
t'fgué:o}lectionhetwmnthem a o Mouth breathing g Q
Hnwofcegdoyonﬂm? How often do you brosh?

Have you ever had an allergic rezction or allergic symptoms to Novocaine, Iocal or general anesthetics? T Yes O No
Hmymha&nmﬁeﬁommﬁmsdmmlme? 01 Yes O No

AUTHORIZATION AND RELEASE

I have read and answered the above questions to the best of my knowledge. I authorize and request mIy insurance company to pay directly
m&e@&a@dmh&m%c&@mﬂemm!m&mmmmhmﬁm necessaTy to
m@mMﬁlW@lmwmthWmMﬂmwwWWI .
authorize the use of this signature on all insurance submissions.

W

N Signature of patient or parent i minor Date

Signature of doctor Dare



