‘ JUNO BEACH
RESTORATIVE & AESTHETIC DENTISTRY

‘ h e are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely

as you can. If you have questions we'll be glad to help you. We look forward to working with you in
maintaining your dental health.

GREG K. RILEY D.M.D., P.A. * DUANE E. KEUNING, D.M.D., P.A.

Date Home Phone Cell Soc. Sec. #
Name Drivers License # /State ___
Last Name First Middls
g Address
- City State Zip
% sex AM dF Age Birthdate, O single ) Married [ Widowed [ Separated [ Divorced
= Patient Employed by Occupation
; Full Time & Part Time [ Retired {1 Business Address Business Phone
T Whom may we thank for referring you?
E Are you a year-round resident of Florida? Yes ' NoQ If no, which months are spent in Florida.

in case of emergency who should be notified?

Has anyone in your family ever been a patient hete? Yes (2 Name No D E-mail address

Reason for Today’s Visit
Former Dentist

Address
City Stata Zip

Date of last dental care Date of last dental X-rays
. Check { J ) if you have had problems with any of the following:
S () Bad Breath | Grinding teeth a Sensttivity to hot
E (W Bleeding gums Ll Loose teeth or broken fillings W] Sensitivity to sweets
i a Clicking or popping jaw L Periodontal treatment Q Sensitivity when biting
fj Q) Food coliection between testh Q Sensitivity to cold L Sores or growths in your mouth
=
g How cften do you floss? How often do you brush?

Have you had any serious problems associated with previous dental treatment? Yes [ No L1

if so, explain

Do you gag easily? Yes (I No [

Do you wear dentures? ves N0 (1 How many years

PERMISSION FOR TREATMENT: This is to certify that |, the undersignéd, consent to the performing of the dental and oral surgical
procedures agreed to be necessary or advisable, including the use of local anesthetic and X-rays as indicated. | will assume responsibility
for fees associated with those procedures. | also certify that all information | have provided on this form is correct.

Patient signature
Doctor's Notes:
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MEDICAL HISTORY
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INSURANCE

ADDITIONA

AUTHORIZATION

Physkian's Name

Have you had any serious illnesses or operations? Yes Qno

Have you ever had a blood transfusion? Yes LI No L0 1f yes, give approximate dates

(Woman) Are you pregnant? Yes (o U
Taking binh contrel pills? Yes L No O}

Check ( J ) if you have had any of the foliowing:

Phona #

Dats of Last Visit

a yes, describg

Nursing? Yes Qne O

. O Abnormal blood pres8Urc 0 Congenital Heart Losions Q Hepalitis Q Respiratory Diseaso
O AIDS Q Cortisone Treatments O High Blood Preisure O Rheumatic Fever
Q Anemia A Cough, Poisistant 3 HIV Posifive O Scarlst Fever
Q Arthritis, Rheumatiam 2 Cough up Blaod Q Jaundice 4 Shortness of Breath
O Arificial Heart Valves 2 Goumnadin Therapy Q Jaw Pain 23 Sinus Trouble
QO Artificial Joints 0 Diabeles 3 Kidney Disease 0 Skin Rash
Q Asthma or Hay Fever O Epilapsy d Liver Disgase 0 Stroke
Q Back Problems Q Fainting O Medical Implants 0 Swelling of Foet or Ankles
O Blgod Diseass 0 Glaucoma L1 Metal Allergios O Thyroid Problems
. Q Garcer ' Q Headacheas Q) Mural Valve Prolapag Q Tabacco Habit/Smoking
@ Chamical Dependency Q Heart Murmur Q Nervous Problems ) Tonsilitic .
Q Chemotherapy O Heart Problems Q Paceindker Q Tuberculosis or Lung Disease
Q Circulatory Problems Describe 3 Psychiatric Gare Q Ulcer
Q Hemogphilia O Radiation Troatment 0 Venereal Disease

Do you take:
£ Aspirin 0 Vitamins O Herbs 0 Minerals

MEDICATIONS / DOSAQE ALLERGIES

List medications you ars currently taking:
Potson Responsible for Account Relation to Pationt,
LAs Nama Fiist Midene

Birthdaisn Soc. Sec.# Phone
Addrass (f different from patient's),
Parson Aoesponsible Employed by Cccupation
Business Address __ Busing®) Phone
Insurance Company
Gontiact 4, Sroun # Subeoribor #
Names of other dependents cuvared by this plan
Is patient covered by addifional meurance? Yes d No [
Subscriber Name, Redation to Patient Birthdats
Address (if different from patient’s) Fhone
City State Zip
Subscriber Employed by Buginess Phone
Irsurance Company Soc, Sac.#
Contract # Group # Subscriber #

Names of Ofher deperdenis coversd by this plan

t authorize My insurance company (o pay to the dentist or dental group all itssurance benefits otherwise payable to me for service
randared. | authorize the use of this signature on all insurance submiasions. | authorize the dentist 1o felaase all information necessary
to socure the payment of benefits. | understand that | am firanglally responsible for all charges whether or not paid By insurancg.

Signature,

Date

Payrmatil & due at tiihe of troatrment urkss prior STRIGHMNTES &re macde,
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