Jim Coleman DDS

() Married () Single (') Minor () Male () Female

NAME Middle Initial Preferred Name
ADDRESS

street address, city, state, zZip
BIRTH DATE SS#

CONTACT NUMBERS (Check where you would prefer we call or contact you)

() Home Phone E MAIL ADDRESS
() Work Phone () Work
() Cell Phone () Home
() Fax Phone
PLACE OF EMPLOYMENT OR SCHOOL POSITION
IN CASE OF EMERGENCY | Outside of immediate family or household
Name Phone number
Address City, State,ZIP
Relation
FAMILY INFORMATION |
Adult-Spouse Minor- Parents/Guardian
Last First M Last First M
Street City, State Zip Street City, State Zip
Home # Work # Home # Work #
Birthdate SS# Birthdate SS#
Employer
Employer

AUTHORIZATION REFERRAL SOURCE
I herby authorize Dr. Coleman’s office to administer such Whom may we thank for referring you
medications and perform such diagnostic and therapeutic to our office?

procedures as may be necessary for proper dental care. I grant
the right to Dr. Coleman to release my dental/medical histories

and other information about my dental treatment to third party Radio
payors and/or health professionals. I hearby authorize my Mailer

() Friend or Family
)
)
insurance benefits to be paid to Dr. Coleman and I am financially () LUMINEERS
)
()
@)

responsible for any balance due. Internet search
Phone Book
Other

Signature Date




Dental Bibtang

Do you have a specific dental problem? Describe Yes
Do you have regular dental care? Last visit? Yes
Do you think you have decay? Yes No Gum disease Yes No or jaw problems? Yes
Do you floss? How often? Yes
Do your gums ever bleed? Yes
Are you interested in improving your smile? Yes
Would you like to have whiter teeth? Yes
Does food catch between your teeth? Yes  No Do you have any loose teeth? Yes
Do you ever have clicking, popping or discomfort in your jaw joint? Yes No Do you clench or grind? Yes
Have you ever had a bad experience with a dentist? Yes

Do you smoke or chew tobacco? Yes No History of smoking or tobacco Yes No When

No
No
No
No
No
No
No
No
No
No

Name of previous dentist and location (optional)

Last date of X Rays: Bite wings Panorex Full series

SYM PTOMS Check all that apply

( ) Headaches () Dizziness () Facial Pain () Tingling in fingers

() TMJ Pain () Ringing in the ears () Tender sensitive teeth () Hot and Cold sensitivity

() TMJ Noise () Difficulty Swallowing () Difficulty Chewing (') Nervousness

() Limited Opening () Loose teeth () Neck pain () Insomnia

() Ear Congestion () Clenching/Bruxing () Postural Problems () Trigeminal Neuralgia
() Bell’s Palsy () Back Pain

WEDONRESNE circie al that apply

Heart Murmur Lung Disease Artificial Heart Valve Diabetes
Angina/Chest pain Allergies Artificial Joint Kidney Disease
Heart Attack/failure Sinus problems Heart Pace maker Thyroid disease
Congenital Heart Disorder Asthma Blood Disease Cold sores
Mitral Valve Prolapse Snoring Blood pressure problem Fever blisters
Rheumatic Fever Liver Disease Bleed easily Cancer
Psychosis H.I.V Hepatitis A ,B,or C Panic Attacks
Herpes Alcohol/Drugs please circle Depression

Use or Abuse NONE

Pre Medication? Does your physician recommend you take antibiotics prior to dental treatment?
For what condition and when,

Are you under a physician’s care? Yes No Why?

I see my medical doctor: annual physical Yes No

Physician’s Name Phone, Fax

Are you allergic to any medications? What?

Penicillin Codeine  Sulpha Latex  Metals  Acrylic Iodine or shellfish

Are you pregnant or trying? Nursing, Contraceptives?
Have you had a serious accident or hospitalization?

Normal blood pressure if known?

Patient Name printed Signature Date



Patient Name

MEDICATIONS

Are you taking: ( )Fosamax, () Actinel

Please list medications you are currently taking:
Name of Medication Dose

1

( )Asprin daily
() See attached

Frequency

()Tagament () Antacids

() None Initials

Condition/Reason

[EXPANDED SERVICES

I would like to know more about:

() Sedation Dentistry
() Cosmetic Dentistry

(') Whitening () Toothpaste
() Mercury Removal () Teeth Grinding
() Jaw Pain () Treating Sensitive Teeth

() Periodontal Disease

() DNA/Geno type periodontal testing
() Implants

() Dental Lasers

() I am anxious about injections

() I panic in the dental chair

() I gag easily

() I hate the noise of dental instruments

() T hate the sight or smell of a dental office

() I need explanations of what you are doing and why
() I need to know you will stop when I need you to
() I want complete dental care

() I want to keep my teeth
() I want reminder calls to schedule routine visits
() I want to be numb

(') Would you like music

() Cavity Prevention
() Brushing Techniques

() Bad Breath Correction
() Treating Canker/Cold Sores
() Dental Microscope

WHAT DO WE NEED TO KNOW ABOUT YOU TO BEST SERVE YOU

MOAT Ealy HE B U ) SRR COVEOR R

() Straightening Teeth

() Preventing Bleeding Gums

() Natural Looking Crowns

() Relaxing Dental Appointments

() Digital Video Pictures of your Teeth
() Office Sterilization Procedures

O
0

() I need to know all treatment options
() I dont want to be lectured about my mouth
() I have medical problems that we need to discuss
() My teeth are very sensitive

() I'm under a lot of stress

() I have back and neck problems
() Itake daily to manage

() I only receive emergency dental care

() Don't call me to schedule any appointments
)

Would you like a blanket

()
() Will you need neck or knee pillows (') Would you like a snack after long appointments
)

() Would you like coffee, tea, or juice




Jim Coleman DDS

Payment is expected at the time of service.

Cosmetic, sedation, and appointments three hours or longer are subject to prepayment.
We accept cash, checks, AMEX, Discover, debit, visa/ master cards, and money orders

Payment plans through out side financing. Arrangements must be made in advance of appointment.
Please ask for options.

Insurance: We gladly submit your insurance claims. It is impossible to predict what the insurance company
will pay. It is the patient’s responsibility to know their particular plan. Your insurance policy is a contract
between you and your insurance company. Therefore, you are responsible for all balances.

Regence Blue Cross/Blue Sheild Your insurance company pays you. Payment in full is due at the time of
service.

DENTAL INSURANCE

Policy Holder Primary Policy Holder Secondary

Policy Holder Name
Y Policy Holder Name

Insurance Company Phone Number

Insurance Company Phone Number
Employee ID Number Employer Employee ID Number Employer
Birth Date SS# Birth Date SS#
Group Number Policy Number Group Number Policy Number

Person responsible for account () Patient () Spouse () Father () Mother ( ) Guardian
Preferred Method of Payment ( ) Cash or Check () Credit Card/Debit Card () Care Credit () Citi ( ) Springstone
Ask about secure automatic debit or credit card payments.

I acknowledge the above, I agree to the terms, and I understand I am responsible to pay for all treatment fees
for services performed on myself and my family.

Print Signature Date
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