BROOKLINE DENTAL STUDIO

) 1247-A Beacon Street » Brookline, MA 02446 < Tel. (617) 566-5400 = FAX (617) 731-1535

PATIENT INFORMATION

Date / Jara

First Name / Umsa

Address / Aopec

Last Name / @amunua

City / Topog
Home Ph.#/ oM. TenedoH

State / LUrtat

Zip Code / IHpekc
Fax #/'Ho. Makca

Work Ph. # / Pab. TenedoH

E-mail

Cel. Ph. # / Mob6. TenedoH

~ Sex/Tlon: UMale L[JFemale

Marital Status / CemelnHoe Nono)KeHume:

Occupation / INpodpeccua

Social Security Number _
L1 Single
Date of Birth / JeHb PoxxaeHua (MecAu/neHb/rof) / /

[1Married [Divorced [ Widowed

Referred by / KTo nopekomeHp0oBan o0paTuTLCA B HaL oouc?
Do you have Dental Insurance? / UmeeTe nn Bbl ctomaronornyeckyro ctpaxoeky? [1Yes [1No

What kind of Dental Insurance? / Kakyto CTOMaTONOrMYECKYK CTPaxOBKy?

MEDICAL INFORMATION

MEDICAL HISTORY / MCTOPUA BOJIE3HN:

1 Arthritis / Aptput

L] Asthma / Bponx. AcTma

] Cancer / 3nokauecTt. Onyxonu

[ Diabetes / Anabet :

] Epilepsy / 3nunencua

1 Heart Murmur / LLiym B CepaLe

1 Heart Problem / 3abonesaHua Ceppua
(1 Hepatitis / F'enatut

1 High Blood Pressure / Boicokoe [1aBneHue
[ HIV Positive / CMIAA '
1 Kidney Problems / boneaHu Nouek

[ Rheumatic Fever / PeemaTtuam

[ Stroke / UHcynbT

[ Herpes / l'epnec

[1 Other / Opyrue 3abonesaHuA

Are you allergic to? /Y Bac ecrb anneprua Ha:
[ Aspirin / AcrivpuH

L1 Antibiotics / AHTMOMOTUKMK
[J Lidocaine / NnpokanH

[1 Sulfa / Cynbda lNpenapartbl
[1 Other / Opyrue :

Are you currently under the care of physician /
Haxoaurtecs siv Bbl noa HabnrogeHueMm Tepanesra?
[1Yes/Oa [JNo/Hert
Doctor's Name / ma dokTopa
Doctor's Tel. / TenedhoH dokropa

List medications you are currently taking /
Kakue nexapcrBa Bbi cesiyac npuHumaere?
[] Coumadin / KymaguH

L1 Aspirin / AcnvpuH

[] Other / Opyrue

FEMALE PATIENTS / oA XKEHLLWH:
Are you pregnant / Bei 6epemerHb! ?
[MYes/HBa [INo/Her
If Yes, due date / Ecnu Ja, cpok




DENTAL HISTORY (optional)

What is the reason for today’s visit? / Llenb Bawlero susuta cerogHa?

Do you have any question or concerns we can help you with today? / Bonpockl Ha KoTopble Bbi Obl xoTENN
NoNy4nTb OTBET CErOLHA

Do you love your smile? / Hpasutca nu Bam Bal.ua ynbibka?

s there anything you would like to change? / Xotenu Obi Bbl 4To-HUOYAb USMEHUTb B yIibiOKe?

Why did you leave your last dentist? / Movemy Bbi yiuam oT npepbiayLuero gaHTucra?

What did you like most about your last dentist? / Yto Bai 6onbLue BCEro HpaBuoch y Npenbiayllero faHtucta?

What did you like /east about your last dentist? / Yto Bam MeHbLUE BCErO HPABUIIOCh Y NMPEefbIAyLIero gaHTucra?

AUTHORIZATION

| authorize and give consent to perform dental services agreed between doctor and patient and/or parent or
guardian to be necessary or advisable including the use of local anesthesia and other medication as indicated. | certify to
the above statements regardmg my medical condition. | understand that | am financially responsible for all charges not
paid by insurance.

H par cornacue Ha npoBepeHue neveHunAa 3yﬁOB M Monocin pra, KoTopoe HeobxooMMOo UK »XKenaTenbHo, 0
KOTOPOM CYLLECTBYeT corfnalieHvne MeXxOy AOKTOPpOM W NauneHToM nivinu poouTenem wWnn Oi'leKyHOM BKNoYaA
MECTHYHO aHaCTe3no 1 ﬂeKaDCTBBHHbIG cpencrea. A Hecy OTBETCTBEHHOCTL 3a onarty BCero HDOMSBGEEHHOFO ne4veHnA
HEe OMnavyeHHoro Moen CTanOBKOM

Patient's Signature / Mopnuco Date / data

UPDATE MEDICAL AND PATIENT INFORMATION

Has been any changes in your Medical History, Address, Employment and Insurance / MpousoLunv kakue nn6o
n3MeHeHWA B Bawem 300poBbe, anpece, MecTe paboTbl ¥ CTPAXOBKE? [ Yes / [a [J No / Het
If Yes, please explain / Ecrin [1a, o6bAcHUTE:!

Patient's Signature / Mognucb Date / Oata

Has been any changes in your Medical History, Address, Employment and Insurance / MpousoLunu kakue nu6o
n3MeHeHA B Ballem 3moposbe, agpece, MecTe pabotel u cTpaxoBke? [ Yes / [la [] No / Het
If Yes, please explain / Ecru [a, o6bAcHUTE:

Patient's Signature / Mognuck Date / Jara

Has been any changes in your Medical History, Address, Employment and Insurance / [Mpou3oLLnu kakue nmbo
u3MeHeHus B Balem 300poBbe, ampece, Mecte padoTsl 1 CTpaxoske? L] Yes / [a 1 No / Het
If Yes, please explain / Ecnn [a, o6bAcHUTE:

Patient's Signature / lMopnuck Date / fata




