Frisco Smile Solutions
Dr. Robert Beatty, DDS

Confidential Health History – Please complete all sections on both sides and sign.
Date:______________, 20_______

Name:_________________________________ Home Phone:__________________ Cell Phone:_______________________











Home Address:________________________________ City:_____________ Zip Code:__________ Marital Status:_________

Date of Birth:__________________SS# ______________________ Email Address:__________________________________
Employer:____________________________ Address:_____________________________ Phone:______________________

Your Physician_______________________________ Phone:________________________ Last Exam on:________________

Previous Dentist______________________________ Phone:________________________ 

Whom may we thank for referring you?______________________________________________________________________ 

Medications you are currently taking, prescription and/or over-counter:______________________________________________
  _____________________________________________________________________________________________________
    Yes    No


      Yes   No


     Yes   No


      Yes  No
    ___  ___   Rheumatic fever                 ___ ___   Serious illness                ___ ___   Bleeding problem
    ___ ___  Smoke or use tobacco
    ___ ___   Heart murmur                      ___ ___   Surgery                           ___ ___   Epilepsy                           ___ ___  Taking Blood Thinners
    ___ ___   Hip/Knee replacement         ___ ___   Growth or tumor             ___ ___   Arthritis

    ___ ___  Taking Aspirin

    ___ ___   Heart trouble/defect             ___ ___   Hepatitis                         ___ ___   Emphysema

    ___ ___ Taking Bone Strengthening 
    ___ ___   High blood pressure            ___ ___   Kidney trouble                ___ ___   Pacemaker

                     Medication   
    ___ ___   Low blood pressure             ___ ___   Tuberculosis                   ___ ___   Drug/alcohol addiction              (Fosamax. Boniva or Actonel) 
    ___ ___   Stroke                                  ___ ___   Persistent cough            ___ ___   Sexually transmitted disease
         
    ___ ___   Diabetes                              ___ ___   Radiation exposure        ___ ___   HIV or AIDS infection    
    ___ ___   Glaucoma                           ___ ___   Anemia                            ___ ___   Other Conditions:______________________________
What are you allergic to:__________________________________________________________________________________
Have you ever required a blood transfusion?    Yes_____  No_____  Are you pregnant?__________  When due:____________ 
Dental History

Do your gums bleed?_________  How often do you brush:__________________ How often do you floss?_________________  
Have you ever noticed:  Pain or noises in or near your ears?________________  Date of Last Dental exam________________
                                      Spaces developing between teeth?_________________  Date of Last Dental X-ray________________
Sensitivity to heat, cold, or sweets?___________________  Have you ever been treated by a Periodontist?________________
Have you had nerves removed from any teeth?_______________  Do you like how your teeth look?______________________
How can we help make your teeth more attractive?_____________________________________________________________

Do you give us permission to use before/after photos?  Yes____  No____

We request your permission to use local anesthesia (Novocain) or analgesia (nitrous oxide and oxygen gas mixture) to relieve any dental discomfort you experience and to perform all necessary dental treatment.  Do you have any reason to prevent us from using the above? 

Yes____  No____     Do you consent to their use?  Yes____  No____
I certify that the answers to the health questions are correct to the best of my knowledge.  I will not hold this office responsible in treatment due to errors/omissions I may have made on this form.  I understand that there is no warranty on dental restorations.  I also understand that any treatment recommendations are suggested with the patients best interest in mind.  The patient always has the final decision on treatment.















                                                                                                                                              Signature:______________________________________ (OVER)
Person Financially Responsible 
Name:______________________________________________________  Phone:_________________________
Address:_______________________________________  City:__________________ Zip:___________________

Relationship to Patient:____________________  SS #:_______________________  Date of Birth:______________

Employer’s Name:______________________________________  Business Phone:_____________________________

Insurance Information

First Name:_______________________  Last Name:________________________________ Middle Int.________
Social Security#_______________________  Date of Birth:__________________________

Name of Insurance Company:__________________________________________  Group #__________________
Address:____________________________________________  City:__________________  Zip:______________
Employer’s Name:____________________________________  Employer’s Phone:_________________________
Employer’s Address:__________________________________  City:__________________ Zip:___________________

Secondary Insured Information    (If Applicable)
First Name:_________________________  Last Name:____________________________ __________ Middle Int._______
Social Security #______________________  Date of Birth:__________________________

Name of Insurance Company:__________________________________________________  Group #_________________

Address:________________________________________  City:______________________  Zip:____________________

Employer’s Name:________________________________   Employer’s Phone:__________________________________

Employer’s Address:______________________________  City:_______________________  Zip:___________________

Assignment and Release:
I hereby authorize my insurance benefits be paid directly to the undersigned Dentist and I am financially responsible for non-covered services.  I also authorize the Doctor to release any information required.

I/we understand that payment is expected the date of service.  If it is not paid within this period, I/we agree to pay collection costs and/or a reasonable attorney’s fee if any delinquent balance is placed with an agency or attorney for collection or suit.  I/we also understand that interest may be charged on balances over 60 days.








Signature:___________________________________________

