Brian Silverman. DMD

a0l Springfield Avenue
Cranford, NJ 0701E

(908) 272-7080

Name

Last First Middle Initial
Date of Birth / i SS# Marital Status (circleone) S M D W
Home Address
City State Zip Code
Home Phone Cell Phone
Business Phone E-Mail

Employer and Business Address

Person responsible for this account (Guarantor)

If different than above:

Guarantor’s Address

Guarantor’s Employer

Guarantor’s Social Security # Guarantor’s DOB

Dental Insurance Plan(s)

Who can we thank for referring you to our office?

Appointments: - Aminimun: charge will be made for failed or canveled appoiniments without prior notification of 24 nours. This fee covers
only a portion of the overhead costs (such as salaries, electric, heat) that are incurred whether you make your appointment or not. Once your
appointment is scheduled, please keep in mind this time has been specifically reserved for you. We schedule only one patient at a time in
order to better serve you.

Insurance: To avoid misunderstanding regarding dental insurance, we would like our patients to know that all professional services rendered
are charged directly to the patient, and that patients are personally responsible for the payment of all fees. We will prepare the necessary
forms or reports to help you obtain your benefits from you insurance company(ies), upon receipt of full (or partial) payment of your bill. We
do not provide our services on the basis that insurance companies will pay all our fees.

Delinquent Accounts: Any account with an unpaid balance remaining beyond 90 days from the time the service was rendered, is subject o
interest charges of 1.25% per month. Accounts that are turned over to a Collection Agent will also be responsible for any additional costs
incurred by utilizing their services.

Agreed and accepted by:

Print Name:

Signature: Date:

!
|
|




HEALTH HISTORY s s s o s o s O |

Correct answers to the following questions will allow your dentist to treat you on 2 more individual basis, providing the care

appropriate for your particular needs.

Name Birth date Age
Why are you now seeking dental treatment?
Please answer each question. Check yes or no. If in doubt, leave blank. YES NO
1. Are YoU iN GOOA NEAIN MOW? .....ooeeeiieeeeiie et ettt o2t e e et e et e s e e e e emneeseeaneeneeennan 0o o
2. Are younow under the care of @ phySICIANTY.....ccirsiissssuiiirsvinnraa IO B 7 eeinvesssisi ot s is O 0O
If so, what is the condition being treated?
3. Have you ever been hospitalized or had @ SErOUS IlINESS7.....co. e s O U
If yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ................... O U
5. (Women) Are you pregnant? If so, give due date & ]
6. Do you use tobacco in any form? If yes, how much O O
7. De'you use: alcoholic'beverages (more:than 2 i drinks Per day)? wseeusrssssssvrsssssmsmrorsasssmmsm o ssuas asas a5 0msesssas e 5055 s58 5o38 50855 sFE s 0555 O ]
8. Do you have or have you ever had any of the following?
GENERAL YES NO HEART/BLOOD VESSELS YES NO
Tire €asily, WEAKNESS.........c.cccuvemrerinsesessrcsssssssssorssarssssassessarens O O RNGUMALIC FEVET ... Bl
Marked Weight ChaNGe........ccueveeueveeeeeeerceeeeeeeeeee e enaens o 0O HEAI MUIMUI ..o B s
N[ ESETS s o i o S . 0 O Chest pain/diSCOMION .........o.wueerieeceeicieiec e eaes B e
PEISIStENE fEVEN .....ou.viceieciiecieee ettt O O Heart attack/troUDIE............v.eveeeeeeeeeeceececiceeieie s HETE
SKIN Shortness of Breath ..o s B
Eruptions (rash) RIVES ........cceureriiiiieiieieeeercssis e 0o O Swelling of ankIes ..o, =l ]
Change in SKIN COIOF ...........cveuieeieeieeereesesesiesee s senees I High blood pressure............. R
EYES Congenital heart disease Cl O
ViSUAI ChANGE ... o O Mitral valve prolapse............ T e
Glaucoma O Artificial eart VaIVe...........c.cceeueuereeeeeeeiereecee e eaesesesesennas =
EARS PacemakKopISINE Ree ol = 1L e esin s 156 | S
L:088 Of ROANNG «ucmmmssmimssammmmnmms et B BT G oectimarertinee Pty o R PSR o s MMM By
RINGING IN @AIS ....eoeeeceeeieecee ettt naeen o] ] ONET seormomci i P e s S S AN S IS i e s
NOSE BONE/MUSCLES
Frequent NOSEDIEEAS ............ccooviueveeeeeeeeeeeeeeeeeeie e s [ Arthritis/feUMALISM ........vveceeeieeceeieeece e R
SinuS ProblemS s e o O O Artificial JOINS/IMDS......cveveveeeeeeereeeeecee et EESE
THROAT DIGESTIVE SYSTEM
SOrENESSINOAISENGSES .u..uisissssmsuasssssssisasssssasssnsiussatinsia binsissusisssisass o 0O HePatitis : vrsssemmmmmm st i, (=] =]
NERVOUS SYSTEM JAUNGICE. .. .veeeeee oot senne =15 5]
(o O .0 d
Headaches | 0o d
Convulsions/epilepsy (] Black; bloody:or pale StO0lS .« usumssunsmssmssimssiisss s O O
NUMBNESSAINGING wsuvssssussmmsssissmmuamsmsssmmsmismT O URINARY
DizZINEsSHAINING sosmmmmmmmsrrms O Kitney diSease . amwmnmmnnmmmmonmannem e O 0O
Psychiatric treatment 0 Increase in frequency
RESPIRATORY Of UANAHON (MIGNL) c..vveeeveececeeie ettt =)= e
TUDETCUIOSIS bisesssisssssisssirvisssssssonsims svas s S o s STy Tviess o 0O Buming on Uninationss:sssuswinummnnsnnmim s EESE
EMphysemaiasasmnsmmmmssmasmmssmsmssming O O Urothral dISCharge i sisssssssessssssmsssssmsessississsmsesssnssssssnsame iy =4 e
ASME/NAY TEVET i riunrmssissmsimsms s s e 0 O Bloody Uning s S
PerSiStent COUGN ........cuevivierreieeeeaeesesaetes st enns o 0O VENEreal dISEASE ........c.cuveeeeeeereereeeeseeeereeaeeeseseseeesaeseseeeeeee e BN S
Sputum production (PAIEGM) ........c.evereeeeeeeeeeeeeeeeeeee e O 0O BLOOD
Cough up bloody SPULUM.........cueeeeeceeeicteie e o 0O Bruise easily.... 1 O
Difficulty breathing while lying down ............cceeeeueeeieecrerrireeeennens 0O ad Anemia........coeevrvnnns O O
ENDOCRINE Blood transfusion O 0O
DIADETES ...ttt o O OTHER
Family NiStory of di@betes .........ccovureeerrieeerrenssieiseeseesesessseseens 0o O Latex SENSHIVItY........evevevevsrereerersereeereseieeeieeeeeeen -l [ ]
Thyroid CONAIION/GOIEN........c.cvvreeeeeceeeeieieeteseeeseesesesassesensese e o 0O Radiation therapy..........o.eeveeeerrereeeeeeeeoee : [1 [
(0713 T=Y OO OO TR o 0O ChemOotherapy .........oooeveeveveereeeeeeeeeeeeeeeeeee : [] ]
TUMOTS OF GrOWENS ..o [ ] [ ]
CANCET e : [ ] []
HIVA e = [1 [
Item 4046V B ADS i e e | | | |




9. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES NO YES NO
Local anesthetics (e.9. NOVOCAINE).........ceereeveeeerreeeeeenne. 0 O Aspirin or COdeINe ......cccooviiiieieeeeeeeeee o 0O
Barbiturates/sedatives/sleeping pills .........ccoceveeivveereennne. O Sulfa drugs ....coceeveevevinveeeceeeeeeeee S — o 0O
Penicillin/other antibiotiCs .........cccccvvveeeveecieceece e o O Other allergies
10. Are you taking any of the following?

YES NO YES NO
Antibiotics/sulfa drugs.........ccoeeeueeeeeceeeeeeeeeeeee e O O TrANQUINZETS svssasmsssnsssssmmsmmmenmammssnsnsss O O
Blood thinners..........ccoceieieneneseseeec e 0 O Insulin/other diabetes drugs...........ccoeeeeeeieeceeneene. T I
Blood pressure medication ..........ccoeveueeeeeeeeeceeeeeceeecee e O O Recreational diigs s ivaiasisene (I
Thyroid MediCiNg ........cccevieiiiiiecececeeeeeeeee e O O Digitalis/other heart medications........................... O O
Cortisone/Steroids. .....ceverurreeeeieeeeee e 0 O NITOGIVEEHIN <.iivussnvvssimssasssasionssnmssiesionsininnisenarsans o O
Antihistamines/allergy drugs/ ASDILN 2% sissssnsnmssssnsss s s sssssamiivioissinisssmnnansonenn O 0O
COld reMEAIES ..c..eevveeierir et O 0O Other medication
If yes to any of the above, list name of medication and dosage below:
ilss
2.
3.
4.

11. Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity
your doctor says you cannot do? If so, explain

12. Physician’s Name Phone

13. Have you ever had any serious trouble associated with previous dental treatment?

14. Does dental treatment make you nervous? No Slightly Moderately Extremely

15. Date of last dental visit

16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?

If so, when?

17. Do you have or have you ever had any of the following?

MOUTH TEETH

YES NO NO
Bleeding, SOre gUMS.......c.ooouveuieeeeeeeeeeeee e, J ] L00SE TN ...t O
Unpleasant taste/bad breath................ooeveeeeccoceceeeeeeeeeen, O O ST\ V/=0 (o o) (N O - O
BUrning tonQUE/NIPS .......cucvcveveeeeeeetceeeee e 0 0O Sensitive to cold..........cccceveen... O
Frequent blisters, ipS/MOULN.........ccovveveveceeee e, O 0O Sensitive to sweets OJ
Swelling/lumps in mouth Ul Sensitive to biting...... manniminammeammiammrme. 0 -
Ortho treatments (braces) Ul FOOH IMPACHON :.xtsicsmmmsmsenmssmsevmmsavissives s dindiss O
Biting cheeks/iPS .......ccocveveveeeeeeceeeeceeceeeeee e ] Clenching/grinding O
Clicking/POPPING JAW......everveeeeeereeeree e eseeeeee oo ] L33511111010 [0 (== || R——————————— B O
Difficulty opening or closing jaw ...........cccevcveeveeveeeeceereennn. o O Change In biE. o e tnmmamnssRnrsmmrmass O
ORAL HYGIENE
Do you use the following? YES NO
BIUSK s iisiisiiviiisisimaiasiassnsresearsemasssssnasssessassssessasssessssssssssasaronssrsas O O How often do you brush
Dental flOSS ....c.crriirrerirrireece et sas e en s r s o O Brush is: Soft [] Medium [ Hard [
FIUOMIAE MNSE ...ttt (I
Other

To the best of my knowledge, all of the preceding answers are true and correct.
If I ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient
Parent, or Guardian Date
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