Pennsylvania Center for Dental Implants and Periodontics
Robert A. Levine, DDS, FCPP

Diplomate, American Board of Periodontology
Philip L. Fava Il, DMD, MDSc
Einstein Center One ¢ Suite 21 1-212 ¢ 9880 Bustleton Avenue ¢ Philadelphia, PA 18115
(215) B877-8686 ¢ Fax (2158) 6877-7212 ¢ www.padentalimplants.com ¢ Email info@padentalimplants.com

Patient Information

Date Patient’s Name
Last First Middle

Address

Street City State Zip
Home Ph. # ( ) Social Security # Drivers License #
Birthday If patient is a minor, give parent’s/guardian’s name
If patient is a full-time student fill in school name
Name of nearest relative not living with you Relationship
Complete Address Phone #
Emergency Contact Phone #

Insurance Information

Insured’s Name Date of Birth
Relationship to Patient Social Security #

Insurance Company Insurance ID #

Insurance Co. Address Phone #

Group Name/Employer Group #

Employer Address Phone #

If Connected to a Union: Name of Union Local No.
Do you have dual coverage? Yes _ No ____ If yes: Please complete the following secondary insurance information.
Insured’s Name Date of Birth
Relationship to Patient Social Security #

Insurance Company Insurance ID #

Insurance Co. Address Phone #

Group Name/Employer Group #

Employer Address Phone #

If Connected to a Union: Name of Union Local No.

Dental / Periodontal Information

Do you gums bleed when you brush? Yes No__

Are your teeth sensitive to heat or cold? Yes No__ Pressure? Yes __ No_ Sweets? Yes _ No__
Do you grind or clench your teeth? Yes No__

Do you have any fear of dental work? Yes No__

Date of last dental examination What was done at the time?

Date of last dental cleaning When was cleaning prior to that visit?

How would you describe your current dental problem?

How do you feel about the appearance of your teeth?

Are you aware of gum disease (Periodontitis) in the family or does any family member wear partial or full dentures or are missing any teeth?

Yes No If yes: Whom?

Please complete back page
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13.
14.

15.

Medical Information

Are you having pain or discomfort at this tIME? ..o e YES
Have you been a patient in the hospital during the Past tWO YEAIS? .......c..uiiiiiiiii et YES
Have you been under the care of a physician during the Past tWO YEAIrS? ...........ioiiiiiiiiii ettt YES
Physician’s Name Ph. # ( )
Address Last visit:
Have you taken any medication or drugs during the Past tWO YEArS? .........coceiiiiiiiiiiiii et YES
Are you now taking any medication or drugs? (include aspirin and vitamin SUPPlEMENtS...........cccciiiiiiiiiiiiieece e YES
If yes, please list:
Are you sensitive or allergic to any medication Or @NESTNELICS? ........ciuiiiiiiii e et anees YES
If yes, please list:
Indicate which of the following you have had or have at present. Circle “yes” or “no” to each item.  Allergy to LateX..........cc.ccocuenenne YES
Heart Failure..........cccccoevieiinnn YES NO Artificial Joints (hip, knee, etc.).. YES NO Hepatitis B (serum).........ccccceeee YES
Heart Disease or Attack............. YES NO YES NO Venereal Disease .........c.ccce...... YES
Angina Pectoris ..........ccccoeeieen. YES NO YES NO ALDS. YES
Congenital Heart Disease.......... YES NO YES NO H.LV. Positive ........cccccoviieinnns YES
Heart Murmur......... ... YES NO . YES NO Cold Sores/Fever Blisters.......... YES
High Blood Pressure.................. YES NO YES NO Blood Transfusion.............c........ YES
Arteriosclerosis ..........ccocveveennne. YES NO YES NO Hemophilia.........cccoerieinennens YES
Mitral Valve Prolapse................. YES NO Emphysema........cccceoiiniennnnns YES NO ANEMIA.....ciiiiiieiiiiee e YES
Artificial Heart Valve .................. YES NO Chronic Cough........cccccevveevinennn. YES NO Sickle Cell Disease.................... YES
Heart Pacemaker...........c.c..c..... YES NO Tuberculosis........cccoevverneeiieenns YES NO Bruise Easily.......cccccoeniiiiiinnne YES
Heart Surgery ......cccccevvviiiinnnne YES NO Asthma......cccooiiiiieee, YES NO Liver Disease........ccccoevevrueeennne YES
Rheumatic Fever ... ... YES NO Hay Fever-.... . YES NO Yellow Jaundice. ... YES
ARhrtiS. ..o YES NO Allergies or Hives..........cccccueenee. YES NO Epilepsy or Seizures.................. YES
Rheumatism.........ccccooeiieninnns YES NO Sinus Trouble..........cccceecveeinennn. YES NO Fainting or Dizzy Spells............. YES
Cortisone Medicine.... ... YES NO Radiation Therapy . ... YES NO Nervousness... ... YES
Drug Addiction ..........cceveerieens YES NO Chemotherapy .......cccccoeeveevieennnn. YES NO TUMOFS e YES
SrOKE ..o YES NO Hepatitis A (infectious) ............... YES NO Developmentally Disabled.......... YES
When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,
shortness of breath, or because you are very tired? . YES
Do your ankles SWell dUNG the Ay ? ..ottt et h et e bt nae et e e et e bt e e ke e e bt e nan e e bt e s aneebeesaneanes YES
Do you use mMore than 2 PIlIOWS 10 SIEEPT? ... ..couiiiii ittt h ettt e a et b e e e bt e bt e eae e et e e ae e e b e e ebe e e bt e nae e e bt e e e e be e ane e YES
Have you lost or gained more than 10 pounds iN the PAST YEAI? .........ciuiiiiiiiii ettt be e saeeeeee s YES
Do you ever wake up from sleep and feel Short Of Dreath? ..o YES
Are YOU ON @ SPECIAI QIBTZ ...ttt b e b oo h e e e bt s b e e s ht e e s be e e b e e e b e e e b e she e st e e s ba e e b e e ie e YES
Do you have or have you had any disease, condition, or problem Not ISTEA? ..........cocuiiiiiiiiiiii e YES
If yes, please list:
Do you smoke cigarettes? If yes: how long and how many YES
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FOR WOMEN ONLY:

Are you pregnant? Q YES, what month?

QO NO Areyounursing? 0 YES QNO Are you taking birth control pills? Q YES Q NO

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully
and to the best of my knowledge.

Patient Signature

Date

CONSENT:
The undersigned hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor
to make a thorough diagnosis of the patient’s dental needs.
| authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy

1.

indicated for such treatment in connection with (name of patient)

. I understand that using anesthetic
agents embodies a certain risk. Furthermore, | authorize and consent that doctor choose and employ such assistance as deemed fit to provide

| understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at
the time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates, |
understand that a 1-1/2% finance charge (18% APR) may be added to my account. In addition to any collection charges.
| understand that where appropriate, credit bureau reports may be obtained.
| understand that it is my responsibility to advise your office of any changes in the information contained on this form.

2.
recommended treatment.
3.
4.
5.
Patient

Parent of Responsible Party

Date

Witness

| HAVE RECEIVED A COPY OF PRIVACY PRACTICES. X

Relationship to Patient




