Dr. Tony D. Wu, D.D.S.

Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -

W

we will be happy to help.
4 L SSH/SIN
Patient Information (coNFIDENTIAL) Date
Name Birthdate ?% Phone 3
; 7
Address City Prov. P}I%
Email Cell Phone
Check Appropriate Box: [ Minor [] Single [IMarried []Divorced [JWidowed [ Sepaga!eti/ . o 5
; tat 1t
If Student, Name of School/College City Prov. [ T?me ] T?me
Patient or Parent/Guardian's Employer QOccupation_ Work Phone
) b State/ Zi;CJ/
Business Address City Prov. B
Spouse or Parent/Guardian's Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party ey
Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate ] Financial Institution
Employer Work Phone SS#H/SIN
Is this Person Currently a Patientin our Office? [ ves [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer.
[ cash Credit Card [1visa [MasterCard [ I'm interested in dental financing.
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
; State/ Zip/
Address of Employer City Prov. PC.
Insurance Company Group # Policy/ID #
S Zip/
Ins. Co. Address City Prov. PC.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [] Yes [ No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal# ____ Work Phone
State/ Zi;g
Address of Employer City Prov PG,
Insurance Company Group # Policy/ID #
. State/ Zip/
Ins. Co. Address City Prov. PpC
How Much is your Deductible? How MuchHave YouUsed?______ Max. Annual Benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
1. Are you under medical treatment NOW?...........cccocccovvicunrininnicinne. Yel:ls Nl:(i I Qe D e e K G s ﬂlefo%{;;vin%
2. Have you ever been hospitalized for an Yogal dncsthetics (e, N"‘f"?‘“,” ) =
sur‘gic)(;I operation or ses?ilousfﬁdn{ss wit};lin the last 5 years?...... S0 Penicillin or any other Antibiotics st L]
Ifyes, please explain Sulfa Drugs || C]
¢ S 1 S e et e e e e || [_]
3, Ave you taking arty medication(s) Sed.anves > S s A SRS S £ o M
including non-prescription MEdiciN?...............ooeeeeveeeesveesee 155 ) BOGNE o =
Trs P mbenamp g = e e
g BT ] e e e I o
4. Have you ever taken Fen-Phen/Redus?.. Sl i gtoher (ﬂvease list) : D : e
) ou have a t cough or throat clearing not
5, Do N USEHDDACE0? o i R it i et b A R I assgaated m[hm iﬂngss (lasting more Ihagn 3weeks) [] [
6. Do you use controlled substances?..... . O O 11. Women Only:
7. Are you wearing contact lenses?..............coiiciiiiniioninniinns RS g) Areyonp g think yoiemay be preguaiie L] [
) Are you nursing?................... e e 2 5 |
. il
8.3 ki st eyl ko he g c) Are you taking oral contraceptives?.......................... [ 1 |
Yes No Yes No Yes No
High Blood Pressure ...............ou... BB vt Disemte i icvoisionsisiiinis 1 L) ChestPainscasiis Bl
Heart Attack.............cc. | [ Cardiac Pacemaker..................... O O Easily Winded-............cccoooumiins Ll [
I i (ST S T E (B  ET eeeioi LA
1)t £ Angina e e e 13 Hay Fever / Allergies ... ot
L1 O Frequently Tired.................... O O Tuberculosis........ 2 0|
1 Rl P N SN S [1 El  Radiation Therapy =]
Rl ] Emphyseina ... RS 1 o i (Y <t N R |
1 e e S et A & 1 103 15 [N - Weight Loss ...... o
IRV e i e e 0 O LiverDisease ... g
I O Joint Replacement or Tmplant ...... [ [J  Heart Trouble ............. =
Kidney DiSedses ...............couweerieees L1 O  Hepatitis/Jaundice................ O O Respiratory Problems... | e |
AIDS or HIV Infection ................... L] [ Sexually Transmitted Disease ...... L1 [  Mitral Valve Prolapse.................. W
Thyroid Problem ... L0 [  Sstomach Troubles/Ulcers.......... [ [0 Other 375195 |
Patlent Dental H]StO‘ry Reason for today’s visit:
Name of Previous Dentist and Location Reasonforleaving  Date of Last Exam
What did you like about your last dentist? Yes No : Yes No
1. Do your gums bleed while brushing or flossing? ..............ccocvnnees ik 1 8. Do you have frequent headaches? ............cc..oeueriiniens W
2. Are your teeth sensitive to hot or cold liquids/foods? .................. & 9. Do you clench or grind your teeth? ...............coocenverunns B
3. Are your teeth sensitive to sweet or sour liquids/foods? .............. L1 [0 10 Doyoubite your lips or cheeks frequently? .................. il gl E
4. Do you feel pain to any of your teeth?..........ccc.oveimmcnncisionenns L] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .......... SN 2 A Yo e e R e e Rk 0 O
6. Have you had any head, neck or jaw injuries? .................. | [ 12 Haveyou ever had any prolonged bleeding
7. Have you ever experienced any of the following following extractions? ...........ccccueineiinsssivinsessiinninn CJ
problems in your jaw? 13. Have you had any orthodontic treatment?....... [
RO e e AR S e, EO S L L[ 14 Doyou wear dentures or partials?........ooweoevee. 11 [J
Pain (joint, ear, side of face) ...................... 5 e T If yes, date of placement
Difficulty in opening or closing C] [ 15. Have you ever received oral hygiene instructions
DIttty i chewii g s e e e A Tl i W regarding the care of your teeth and gumso................ [
16. Do you like your smile?. ; 7

A U thoriza tion and Consen t 17. What would you change if any:

I certify that I have read and understand the above information to the best (’J{' g}y knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
cmjgr health practitioners. I authorize and request my insurance company to pay directly to the mm or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

for payment of all services rendered on my behalf or my dependents.I also understand vather than payin%orm services at this time and havin

Y insurance conir:ny to submit payment at a later date, I will be opening an account with the dental office. dental ?ﬁ”ice iy choose todo @
credit check in order fo establish an account. Lastly I consent to treatiment nmitally agreed between dentist and patient. I authorize the dentist

x and staff to take diagnostic aids which may include photographs
Signature of patient (or parentignardian if minos) Date af my teeth and smile for professional purpose only.

Doctor’'s Comments

Signature Date
ITEM 07-0511014/16306 © 1997 COLWELL 1.800.637.1140




