Unthony C. Deviick DDS
2633 W. State Read 434

D
kf% Dewiich Dental Cane  ewgud, 55277

407-785-8400

Name: Home Phone Cell Pl’wonc
| ast First
Spouse: Business Fhone
| ast First
Address: City: State: Zip:

Strcct

Date of Birtl—n Age Sex: M I Married I:l Single I:l Widowed I:l DivorcchI:l
Social 56curi1:3 No. E~Mai] Aclc]rc
Occupatior E_mploaer

E)nerg)ena’ contact:
Name Re]ationshiF Phone Number

W}wom may we thank for rc{crring you?

Who'is rcsPonsiblc for account Kc]ationsl’vip to Paticnt

|nsurance co.

GrouP # F]an # Fl’]onc Numbcr
Jnsurance Co. Address

Subscribcrs Name

Subscribers Date of Birth Social security number re!ationship to Patient
ASSIGNMENT AND RELFASE

|, the undersxgr\cc{ certiF3 that | have insurance coverage and assign directlato Dr. Derrick all insurance benefits, if any, otherwise Paaab]e to me for services

rendered. | understand that | am financiall rcsponsiHc forall c]ﬁargcs whether or not Paid by insurance. | l’lCer(j authorize the doctor to release all information

necessary to secure the payment of benefits. | authorize the use of this signature on all submissions.

Responsible partu signature Date

Reason for todag’s visit (Chewonside of mouth  Yes No | oose teeth or broken

Cigarcttc, PiPc, or Fi”ings Yes No
Former Dentist cigar smoking Yes No Mouth breathing Yes No
Citg/fjtate Clicking or Poppingjaw Yes No Mou’cl‘l Pain, brusl’n’ng Yes No
Date of last dental visit Drg mouth Yes No Orthodontic treatment Yes No
Date of last dental xrays___ Fingemail biting Yes No Fain around ear Yes No
Place circlc“ycs” or “no” to indicate hcgou Food collection between Periodontal treatment  Yes No
have had any of the Fo”owing. the teeth Yes No Sensitivitg to cold Yes No

Bad breath Yes No ]’:oreign objects Yes No Scnsitivit\g to heat Yes No
Bleeding gums Yes No Grincling teeth Yes No Sensitivitg to sweets Yes No

Blisters on liPs or mouth Yes No Gums swollen or tender Yes No Scnsitivitg to }Diting Yes No

Burning sensation Jaw Pain or tiredness Yes No Sores orgrowths in
on tongue Yes No LIP or check biting Yes No your mouth Yes No
How often do you floss

How often do you brush




A]DS/H]\/ Yes No E_mpl‘lgsema Yes No Radiation T reatment Yes No
Anemia Yes No E_Pilepsg Yes No Respiratory disease Yes No
Ar’clﬁritis, Rheumatism Yes No I:ainting or dizziness Yes No Rheumatic Fever Yes No
Atrificial [Heart Valves  Yes No Glaucoma Yes No Scarlct Fever Yes No
Ar’chcicial Joints Yes No [Headaches Yes No Slﬁor‘tness of Breath Yes No
Astlﬂma Yes No Hear‘t Murmur Yes No Sinus TrouHe Yes No
Back Problems Yes No [Heart ProHems Yes No Skin Rash Yes No
Bleeding abnorma”g] Hepatitis type______ Yes No Spccia| Diet Yes No
with surgery Yes No Hcrpcs Yes No Strol«: Yes No
Blood Disecase Yes No High Blood Pressure  Yes No Swollen feet orankles  Yes No
Cancer Yes No Jaundicc Yes No Thyroicl Problems Yes No
Chemical Dependencg Yes No Jaw Fafn Yes No Tonsi”itis Yes No
Chcmotlﬂerapg Yes No Ki&ncg Disease Yes No Tuberculosis Yes No
Circulatorg Froblems Yes No | iver Disease Yes No T umor or growth on
Congcnital Hcar‘t Low Blooc{ Fressure ch No Hcacl orneck Yes No
| _esions Yes No Mitral Valve Frolapsc Yes No (/Hcer Yes No
Cortisone treatments Yes No Nervous Froblems Yes No \/enerea| Dfsease Yes No
Cough, Pcrsistcnt or Faccmakcr ch No V\/cight Loss
blooclg Yes No Fsgcl’liatric Care Yes No Unexplained Yes No
Diabetes Yes No Women:
Do you wear contacts Yes No Are you Fregnant Yes No Due date
Taking birth control Pi”s Yes No Avre you nursing Yes No

| st any medications you are currc:ntlg taking and the correlating cliagnosis.

Medications Keason

Flease mark any medications that you are a”ergic to.

0 Aspirin 0 | ocal Anesthetics 0 Other

0 Barbiturates (sleeping Pf”s) [ Penicillin
0 Codeine 0 Sulmta
[ Jodine 0| atex

I?ﬂou could ci’wange one thing aboutgour?ront ’tec’th, what would it be?

How do you feel about the color oFﬂour teeth?
I? there was anytiﬁing you could change about your back teeth what would it be?

Do you like the way thcg are sl’iapcc}? Yes O No Do you have sensitivity to hot, cold or sweets? [ Yes [ No
Are 3ourFront teeth as straigl-lt as you would like them? 0 VYes 0O No Are you satisfied with their overall appearance? OYes [ONo
Do you have c[igicu]tg chcwing’? U VYes [ No Avre you missing any teeth? 0 Yes [ No

Do you get food traPPed between your teeth? 0 Yes O No Do your gums ever bleed? 0 Yes O No




