8158 East 5th Ave, Suite 150
Denver, CO 80230

About You

Today’s Date: / /
Patients Name:

LOWRY

Last First
Preferred Name:

Circle One: Male Female

Birth Date: Age: SSN:

Address:

City State
Home Phone:

Zip

Work Phone: Ext:

Other Phone:

Account Information

Person ultimately responsible for the account:

Name:

Relation:

Billing Address:

+ FAMILY -

303.366.3000 phone
BERTISTRY 303.366.2315 fax
Email Address:
Referred by:
Employer:
Employer Address:
City State Zip

Occupation:

Status: Minor Single Married Divorced Separated Widowed
Spouse’s Name:
Do you have children?

How Many?

Circle Payment Method: Cash  Check  Credit Card
CC Number: Exp:

I hereby authorize assignment of my insurance rights and benefits
directly to the provider for services rendered. | fully understand |

City State Zip am solely responsible for any balance not paid by my insurance
SSN: company.
Drivers License:
Other Phone: Signature:
Insurance Information
Primary Dental Insurance Secondary Dental Insurance
Insurance Co. Name: Insurance Co. Name:
Address: Address:
City State Zip City State Zip
Phone Number: Phone Number:
Group or Policy number: Group or Policy number:
Insured’s Name: Insured’s Name:
Insured’s SSN: Insured’s SSN:
Relation: Birth Date: Relation: Birth Date:
Insured’s Employer: Insured’s Employer:
In the Event of an Emergency
Who should we contact? SERVICE CHARGE
Relation: If | do not pay the entire balance within 25 days of the monthly billing date, a
elation. service charge will be added to the account for the current monthly billing period.
Home Phone: The service charge will be a periodic rate of 1.5% per month (or a minimum
. ] charge of $3.00 for a balance under $200.00) which is an annual percentage rate
Work Phone : Ext: of 18% applied to the last month’s balance. In the case of default of payment, |
Who is your medical doctor? promise to pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this account or
M.D.’s Phone:

M.D.’s Address:

future outstanding accounts.
Signature:




Medical Health, Adolescents Age 6-17

Patient’s Name: Patient’s Age :
General Health: Excellent [ Good [ Fair [ Poor []
Date of Last Complete Physical Exam:

Are you taking any prescription or over-the-counter drugs? Yes (1 No [J
If Yes, please list each one:

Have you ever been treated, are currently being treated, or have been advised to seek treatment for:

Heart Surgery ......cccoocevvenenne. yes [1 no [ Kidney Disease...........c.c.c...... yes [1 no [
Heart Murmur .........c.cccoovenee. yes [1 no [ Thyroid Disease...........cc.co..... yes 1 no [
Congenital Heart Lesions...... yes [1 no [ Liver Disease.........ccccvvvennenn yes [l no [
Mitral Valve Prolapse. ........... yes [1 no [ UICErS ..o yes [1 no [
Rheumatic Fever ................... yes [l no [ Hepatitis A...ooovvieeieee yes [l no [
Plate or Pins .........c.cccevvvenene. yes [1 no [ HepatitisB.......ccceveveieene, yes [1 no [
Artificial Joints or Implants.. yes [ no [ HepatitisC.......ccooevvvivrinnnnn, yes [1 no []
ANEMIA......ccoeviiiiiiee e yes [1 no [ Alcohol Addiction ................. yes [1 no [
Hemophilia..........cccccoeevnenee. yes [1 no [ Drug Addiction...........c.ce....... yes [1 no [
Diabetes.......cccoovvviieiiiiene yes [l no [ Cancer / TUMOIS ........cceeuennee. yes [l no [
Epilepsy....ccccoevvieiieieiee, yes [1 no [ Chemotherapy......c.ccccevereenne. yes [1 no [
Tuberculosis or Lung Diseaseyes [1 no [ HIV e, yes [] no []
Sinus Trouble...........cccve..e. yes [1 no [ AIDS ..., yes [1 no [
Asthma or Hay Fever............ yes [1 no [ Psychiatric Condition ........... yes [1 no [

Females

Taking Birth Control?............ yes [1 no [

Are you pregnant? ................. yes ] no[]

Are you allergic to or have you reacted adversely to any of the following drugs?

] Penicillin 7 Aspirin [ Erythromycin [] Latex [] Codeine [ Tetracycline [1 Sulfa
] Dental Anesthetics  [] Nitrous Oxide [ Ibuprophen

Please list any other drugs that you are allergic to:
Other physical conditions we should be aware of:

I understand that the information I have given today regarding my medical health history is correct to the best of my
knowledge. 1 also understand that this information will be held in the strictest of confidence and that it is my
responsibility to inform this office of any changes to my medical status. Signature: Date:

Thank you for taking the time to fill this form out completely. It will enable us to help you more effectively.
If you have any questions, please be sure to ask. We are always happy to help!



Dental Health

Have you recently experienced:

Odors or bad taste iN YOUr MOULN? ..ottt b et sb e ebenreneas yes (] no []
BIEEAING GUIMIS? ...ttt et bbbt b e bbbt e bt b e bbb e bt bt e b etk b e st et b e bt st n e yes ] no [
Are any of your teeth sensitive to:
o [ T PP PP URTURUPRUPTO yes [l no [J
(0] [0 OO SU SRR yes (] no [
VBT ..ttt ettt ettt ekttt etttk ket E Rt he e Ee b £ oAb e R b e R £ e AR £ e Re 4Rt AR e AR E e eRe e R e oA R e eR R e eR e e eE e e eEeeeReenRe e e e e ReenReebeenne yes [l no [J
BItING OF CREBWING ...ttt bbbt e e e bbbt b e Rt e Rt e ne et e sb e sbeeb e bt eb e eneeneeneeeaennas yes (] no [
Do you:
Clench or grind your teeth while awake 0r @SIEEP? .........ciiiiiiiieee e e yes [J no [J
Bite your lips or YOur ChEeKS FEQUIAITY?..........cviiiie et sre e yes [J no [J
Hold objects with your teeth? (pencils, pen, NailS, B1C.) ......cuiiiieiiiiii e e yes [J no [J
Mouth breathe While aWaKe OF @SIEEP?......c.vciviiiiiiie e st r e e et srenas yes [J no [J
Do you frequently get cold sores, blisters, or any other [8SIONS? .........ccocovviveiiiiiic i yes [J no [J
Have you ever experienced:
Clicking or popping OF the JAW? ......cciie et sb e ne e re e eneeee e e e e yes ] no [J
Difficulty in opening or CloSING MOULN?..........cviiiie e ns yes ] no [J
Have you ever had:
Orthodontic treatment? INCluding Draces, rEtaiNErS. ........cociiiiiiiiicre e yes 1 no [
Are you currently undergoing orthodontic treatment? Orthodontist:
(0] ¢ LRSI (0 <] Y2 SO RS STRTP yes (] no [
Sports:
D To oIVl o] Y] o Lo 2SRRI yes [J no (]
Do you wear a custom fitted SPOIS QUAIT ? .......coveiiiiieiicieece ettt sttt sre e yes [J no [J
Have you ever had a serious injury to the mouth or head?............ccccvvi i yes [J no [J
If so, please describe, including the cause:
Home Care
Do you brush your teeth INthe AM? ... e s e e e e neens yes ] no [J
Do you brush your teeth INThE PIM 2. et nne e yes ] no [J
Lo Y0 TU I (011 yes ] no [J
DO YOU USE @ FIUOTIAE FINSE?.....viieieiie ettt ettt e s s et e e se e besbestesteaneeneeneeneeeenaeen yes ] no [J
Nutrition
Do you eat Well Balanced MEAIS? .........coiiiic bbb yes ] no [J
DO YOU EAL CANAY OF SWEEES? ... ..ttt b et b etk h etk b et b bbb et et b et bbbt b yes [l no (]
DO YOU AFINK SOUAS? ...ttt ettt b etk b etk s b etk b etk bbb e bt et e et b e yes (] no[]

I understand that the information | have given today regarding my dental health history is correct to the best of my
knowledge. 1 also understand that this information will be held in the strictest of confidence and that it is my
responsibility to inform this office of any changes to my dental status. Signature:

Thank you for taking the time to fill this form out completely. It will enable us to help you more effectively.
If you have any questions, please be sure to ask. We are always happy to help!




