Peter A Payne DMD

151 Waterman Street

Providence, RI 02906                                                                 401 273-6161

                                                                                                 Today’s date___/___/___
Name ______________________________________________________
                          (Last)     
(First)             (Middle)     (Mr./Mrs./Ms./Dr.)

Date of birth ___/___/___
Street Address ____________________________________________________
City, State,Zip Code________________________________________________ 
Telephone numbers: Home ____________Work ___________Cell___________
Social Security # ___________________

Referring Dentist ________________________________
Reason for visit ___________________________________________________
                                         DENTAL INSURANCE

Insurance Company Name __________________________________________

Subscriber ID#_________________________Group#_____________________
Policy Holder’s Name _________________________Date of Birth ___________

Policy Holder’s Social Security # ______________________________________

Secondary Insurance Company _______________________________________

Subscriber ID#___________________________Group#____________________ Policy Holder’s Name _________________________Date of Birth ___________

Policy Holder’s Social Security # ______________________________________

Authorization to Release Information:

  I hereby authorize the release of any dental and medical information necessary to process my dental insurance claim. I permit a copy of this authorization to be used in place of the original.

Assignment of Benefits:

  I hereby authorize Dr. Payne to apply for benefits on my behalf for covered services rendered by him or his order. I request that payment from my insurance company be made directly to Dr. Payne.  I understand that my dental insurance is a contract between myself and the insurance carrier, and not between the insurance carrier and Dr. Payne, and that I am fully responsible for all dental fees. These fees are due at the time service is rendered unless formal arrangements are made prior to the date of service.
Finance Charge Disclosure

  Finance charges will be applied to your account at a rate of 1.5% per month on any outstanding balance over 90 days. You promise to pay all cost of collecting your account balance, including reasonable lawyer’s fees. Finance charges on your account will continue to be applied at the above rate even after the entry of all judgments which are necessary for us to collect your account.
Patient’s Signature or Parent, if patient is a minor

_________________________________________Date_______________________



MEDICAL HISTORY

1) General health       Good    Fair    Poor

2) Physician names, town and phone # __________________________________
__________________________________________________________________
__________________________________________________________________
3) Date of last physical exam _____________
4) Hospitalizations- year and reason_____________________________________
__________________________________________________________________
__________________________________________________________________
____________________________________________________________________________________________________________________________________
5) Are you taking any prescriptions, over the counter medications, or vitamins 
    Females:  Fosomax, Boniva, etc __List:____________________________________________________________
__________________________________________________________________
________________________________________________________________________________________________________________________________

6) Have you had any unusual reactions or allergies to a medication?  Yes / No
List: ____________________________________________________________ ________________________________________________________________

7) Do you smoke? Yes/No    How much? _______________________________
8) Do you drink alcohol? Yes/ No How much? ___________________________

9) Do you have a balanced diet?

10) Do you have or have you had: (Please check)
__Heart murmur
__Arthritis
__Mitral valve prolapse
                                 __Skin problems

__Heart attack                                                     __Headaches mild or severe

__Diabetes                                                          __Epilepsy

__Family history of diabetes                               __Sinus problems
__Thyroid problems                                            __Psychiatric treatment
__Stroke                                                             __Stomach or intestinal problems         
__High blood pressure                                       __Kidney or urinary tract problems
__Anemia or blood problems                              __HIV positive/ AIDS
__Bruise easily                                                    __Venereal disease
 __Asthma                                                           __Hepatitis
__Emphysema                                                    __Cancer or tumor
 __Tuberculosis
__Gynecologic or menstrual problems
 __Hay fever
__Pre or post menopausal
 __Artificial joints                                                 __Osteoporosis or Osteopenia                     

 __Drug or alcohol abuse                                                                           

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                                               DENTAL HISTORY

When was your last dental visit? _______ What was the purpose? ______________
Last dental cleaning_______  How many times per year?___________
Do you have pain in your mouth today? Yes/No       Sharp pain / dull ache                   Which tooth or area is the problem?______________________________________
How often do you brush?________ How long does it take?___________  What kind of brush do you use?  hard   medium  soft   electric       Which electric?_____________
How often do you floss?______________How long does it take?________________

Do you use any other things when you clean your mouth?______________________

Yes/No     Do you get pain or discomfort in your face or jaw joint in front of your ear?  

Yes/No     Is your mouth sore or burning?

Yes/No     Do you get canker sore or ulcers inside your mouth?  
                 Is your mouth dried out or does it feel moist?

Yes/No     Have you had braces?     

Yes/No     Have you had any teeth extracted?        
Yes/No     Bleeding / Dry socket problem?
Yes/No     Have you had any root canals?       

Yes/No     Do you have any crowns, bridges or replacement teeth?    

Yes/No     Have you had any work on your gums? 

Yes/No     Do your gums bleed when you brush or floss?

Yes/No      Are you aware of an unpleasant taste or odor in your mouth?

Yes/No      Are you teeth sensitive to temperatures or sweets?

Yes/No      Are your gums tender or sore?         

Yes/No      Have you noticed any shifting of your teeth in the past three years?     

Yes/No      Do any of your teeth feel loose?     

Yes/No      Does food get caught between your teeth when you eat? 

Yes/No      Do you have any mouth habits such as biting lip, cheek, nails, pen?
Yes/No      Are you aware of pressing or rubbing your teeth together? 
Yes/No      Are you nervous or anxious about having dental treatment?         
Yes/No      Would you prefer to be sedated for your treatment visits?

Any surgical treatment, whether it is the extraction of a tooth, a periodontal procedure, apicoectomy or implant includes but is not limited to the following risks, swelling, bruising, infection (everyone has bacteria in their mouth), bone loss, soft tissue loss, longer teeth, spaces between teeth, numb tissue at the site of surgery and tooth sensitivity. 
Patient Name ________________________________  


(Please Print)

 ___________________________________________ Date ______________
 Signature of patient or guardian if patient is a minor

