Beacon Family Dental 617-738-6188

Patient Information Form

WABILR
Last Name (%f): First Name (44): ML (F1E4)  Sex(tEH): M(J)  F(&) _
Date of Birth ({42 H/H/4E) / / SSN (L% 4 5): / /
Home Address (FEE(EHE)
City/Town CIT7) State ()  Zip Code HEZi)
Home Phone # (5 Z H1.1) Cell# (FHL
Email (HFHEF) : Occupation (F\h)
Emergency Contact (5 2R A 4 F): Phone# (FL i)

Primary Dental Insurance (EEFBHRE: , BHENEE)

Subscriber Last Name (%£): First Name (%4): M.L

Subscriber DOB(H 4 A/H/4E) Subscriber SSN (L2 %42 5)

Insurance Name (££[; 4% ) ID#(K%5)

Patient Relation to Subscriber (5% R AKX R): Self (H))  Spouse (Fif#)  Child (#%T)
Subscriber’s Home Address (if different than the above) (#1# A Z% & 3 ik 4 R A5 AAS[F])

Street (1) City (i) State (M) Zip Code (ME%w)

Secondary Dental Insurance (leave blank if none) (38— FFHEK:, BEFHE)

Subscriber Last Name (%): First Name (£4): M.1
Subscriber DOB(H A= H/H/4E) Subscriber SSN (1t &% 45 )
Insurance Name (£R[5; 44 ) ID#(F%5)

Patient Relation to Subscriber (5#fR AKFR): Self (HZ)  Spouse (AtfH)  Child (#%¥F)
Subscriber’s Home Address (if different than the above) (F& PR N Z i A3 1k 2 AR A AR
Street (1) City (ki) State (J1]) Zip Code (M%)




I hereby authorize payment of dental benefits billed to my insurance to Beacon Family Dental. I agree to pay all
copayments, coinsurance, and deductibles at the time the service is rendered. I accept responsibility for payment
for any service(s) provided to me that is not covered by my insurance. I also accept responsibility for fees that

exceed the payment made by my insurance, if the Practice does not participate with my insurance.

CHR Rl = PRI 2 J) 45 3% 45 Beacon Family Dental. %[5 & 7E VR TT 240 SOATBR 2 AR K 20 3 75 EE A1) 2%
o FRIFE ARG T B f (B IR A ORI o i RZ P IR ORI 2 m 4%, 3[R R AR H e H
REZHIZE M D

A $50 missed appointment / late cancellation fee will be charged to me if I fail to reschedule 24 hours prior to a
confirmed appointment or cancel last minutes. After 3 missed appointments or cancelled appointments we will
place you on a short call list, which means we will phone you when an appointment time becomes available on

short notice.
(FINTRZ G 220, BT 24 /NN BGETRZT, fEAT 988500 R HE R AT =k, TATHAF ALK
TZy. HEEE 2SO, FRATAT DA I B E e R I D

Signature of patient or guardian (55 A 53 A% 4) -
Date (H3#H) :

Disclosure:
We offer help with explanation of insurance benefit based on your insurance policy that we are able to check.
But we can not guarantee insurance payment. If you need guaranteed insurance payment, please ask us to
submit pre-estimate for you.

CGRAMRIE R AR RIS, O ARR B PRIAE R, (HRBATABECRIE TR I 2 7 B Je A e O
IR T ERA VIR AT R AE R, T SRR R D .



Dental information (FAEHMEE)
Reason for today's visit (£ K12 Ji )
Date of last dental visit (_E /X iz H #H): Treatment (FTHIGIT)
Date of last dental X-ray (_FIX#H X 6 HIH):

Please answer if you have the following problem. Please circle "Yes' or '""No" for each.

CEEEREGAUTHE, FERLNKT LEED

Gums bleed when you brush or floss Y /& | Teeth sensitive to cold, hot, sweets or pressure Y &
il 28 B 2 £ I 8 L I N | Um0, #, e Uk N &
Food or floss catch between your teeth Y #& | Clicking, popping or discomfort in the jaw Y 2
CY/EVRCE i N 7 | MR A A S EHAE N 1%
Grind your teeth Y /& | Sores or ulcers in your mouth Y &
P i P A N 7 | P N 1%
Dental pain or discomfort Y /& | Serious injury to your head or mouth Y 2
T N 75 | SKERE ™ 54 N 5

Medical information (EFEE)

Are you now under the care of a physician? (VRELEA 5K 5E [ A2 ). _ Yes (J2) __ No (%)
Physician Name (5 fE& 4 42) Phone (Hi%):

Address (3th):

Are you now taking any medication, drugs, or pills? (/RIEMRFHZIYME? ) Yes (/&) __ No (%)

If yes, please list medications (1A, 1GFIH 2454 7):

Are you allergic to or have you reacted badly to antibiotics, narcotics, local anesthetics, any other medications

or substance (PRXPLAEZR, 1LJEZG, WRIRZG, HAMTMAVBYIFULIEE)?  Yes (;8)  No (&)
If yes, please list (W RA, 1H5IH):

Did you take or are you taking or scheduled to begin taking the medications for osteoporosis or Paget’s disease?
PR, BOIEFEARA, Bt RIDT 6 IR AG T R B i B Paget’s 0 U255 2 )
_ Yes(&&) _ No(#) Date(H#):




Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement?
PR ST BT AR ? WG, BT, IR, #7RT)
_ Yes(&)  No(#) Date(H#): Any complications?(5 F A JiE"):

Do you have artificial (prosthetic) heart valve or damaged heart valves?(/RG A T I 5 S R M 20 15 2 )
_ Yes(&&) __ No(#) Date(HH):

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?

(PR R B2 e AR B /T B 2 e VSO ARE A BHEIT < BUIRAHPTAE RS2 ) Yes(J2) _ No ()
Do you use tobacco products? (FRFHMAML? ) Yes(&&)  No(H)

Do you use controlled substances (drugs)? (FR{EHZEAELEME? ) Yes(J2) _ No (%)

Do you drink alcoholic beverages? (/R M5 ?)  Yes(7&) _ No ()

How much alcohol did you drink in the last 24 hours? (i £ ) 24 /MR T 2702 )

For Women Only (X fR T8 %):
Are you pregnant?(RPA%2 75?2 ) Yess& _ No Estimate Delivery Date (77 1)

Are you nursing?(REMRFLIE? ) Yes/&  No
Are you taking birth control pills? (/R{EARFHEEA2Z5152 ) Yes &  No iy

Indicate which of the following your have had, or have at present. Please circle ""Yes' or '""No' for each.

CRREIZERER U TN, WERNE LHEE)

Cardiovascular disease Y /& | Aspirin/Anticoagulant therapy | Y & | G.E. Reflux / heartburn Y 2
RN ] N 75 | Bl a] ULAk / Histsia sy N7 | BRI/ FD N &
Heart attack Y 7& | Hemophilia Y /& | Gastrointestinal disease Y &2
O U ZE N7 | A N7 | B WiEsm N %
Pacemaker Y /& | Abnormal bleeding Y /& | AIDS or HIV positive Y &
T A% N 75 | 7 N 7% | SR e HIV [HE N &
Heart murmur Y /& | Systemic lupus erythematosus | Y »& | Epilepsy Y 72
O ERE N7 | RGMELATRIE N7 | Wi N %
Congenital heart defects | Y /& | Rheumatic fever Y /& | Neurological disorders Y &
Fe RO IR N7 | KIE N7 | HERGHEW N &




High blood pressure Y 72 | Autoimmune disease Y /& | Mental disorders ¥5#1%0H | Y A&
e L e N7 | B S Rk N7 | Type (A): N 5
Low blood pressure Y & | Stroke Y & | Hepatitis A % Y &
I I N7 | X N 7 | Type (GE&): N &
Anemia Y j& | Diabetes # KI5 Y /& | Liver disease Y /&
ik N 7 | Type G5%) 1 11 N7 | HIEE N 7
Tuberculosis (TB) Y 7 | Cancer / Tumor Y & | Kidney disease Y &
i &5 #% N 75 | REAE / e N 75 | F s N 15
Asthma Y /& | Chemotherapy/Radiation Y & | Osteoporosis Y &
2 i N 7 | therapy b7 / BUT N7 | Bs N &
Sinus trouble Y #& | Thyroid disease Y &2 | Arthritis Y 2
SR N & | FUAREREA N& | KR N %
Bronchitis / Emphysema | Y #& | Severe headaches/migraines Y & | Glaucoma Y 2
SCRE R N7 | E LI / =k N1 | BOLHR N 7
Lung disease Y #& | Sleep disorder Y /& | Other Disease / Illness Y &
i 0 9 N 75 | HEHRRREAS N 75 | HAd N 5

I understand the above information is necessary to provide me with dental care and I have answered all

questions truthfully. (GRIEME _FRE BXT T FRRMEMGT VDA, RUnSLHEE T _ER FH)

Signature of Patient/ Guardian CE AN/ ANEL) :
Date (H#):

FOR COMPLETION BY DENTIST

Comments:




