WAYNE E. BAUSCH, D.D.S., P.C. WELCOME TO OUR OFFICE

The information on this form will help us give you more reliable and successful treatment.
Please fill out both sides carefully and completely. Thank you!

PATIENT NAME RESIDENCE PHONE ( )
RESIDENCE ADDRESS
City State Zip Code
EMAIL ADDRESS CELL PHONE ( )
BIRTHDAY SSN # DRIVERS LICENSE
EMPLOYER BUSINESS PHONE
OCCUPATION SPOUSE'S NAME
SPOUSE'S EMPLOYER BUSINESS PHONE

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

DENTAL HISTORY

PREVIOUS DENTIST

DATE OF LAST DENTAL VISIT

DATE OF LAST FULL MOUTH X-RAYS

WHAT IS YOUR IMMEDIATE DENTAL CONCERN?

DENTAL INSURANCE [ JcHECK IF NONE
NAME OF PRIMARY CARRIER
ADDRESS PHONE ()
GROUP NUMBER PRIMARY [D NUMBER
EMPLOYEE EMPLOYEE SS #
NAME OF SECONDARY CARRIER
ADDRESS PHONE ( )
GROUP NUMBER PRIMARY ID NUMBER
EMPLOYEE EMPLOYEE SS #

INSURANCE PATIENTS: Please sign BOTH lines below so that we may submit insurance claims for you
| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN. | AUTHORIZE RELEASE OF ANY INFORMATION RELATING TO THIS CLAIM.
| UNDERSTAND THAT | AM RESPONSIBLE FOR ALL COSTS OF DENTAL TREATMENT,

SIGNED [PATIENT, OR PARENT IF MINGR) DATE

IHEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW-NAMED DENTIST OF THE
GROUP INSURANCE BENEFITS OTHERWI|SE PAYABLE TO ME.

SIGNED [PATIENT, GR PARENT IF MINOR) DATE

Dr. Wayne E. Bausch, DDS PC
8015 W. Alameda Avenue #250
Lakewood, CO 80226-3076
(p) 303.232.1830 (f) 303.232 2551



PATIENT NAME

Wayne E. Bausch, DDS, PC

MEDICAL HISTORY

Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth Is a part of your entire body. Health problems that you may
have, or medication that you'may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation?() Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes (O) No

Do you take, or have you taken, Phen-Fen or Redux? Q Yes O No

Are you on a special diet? () Yes () No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes (O) No

Women: Are you ]

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No

Are you allergic lo any of the follcwihg?

Nursing? () Yes () No

[ Aspirin [ ] Penicillin [] Codeine [] Aerylic || Metal [] Latex [T] Local Anesthetics

[ ] Other If yes, please explain:

Do you have, or have you had, any of the following? = = - - = — =

AIDS/HIV Positive (O Yes(O No | Cortisone Medicine (0 Yes(D) No | Hemophilia () Yes(O) No | Renal Dialysis O Yes O No
Alzheimer's Disease () Yes(D No | Diabetes () Yes()) No | Hepalitis A () Yes(D) No | Rheumatic Fever Q) Yes(O/No
Anaphylaxis ) Yes(D)'No | Drug Addiction (O Yes(J No | Hepatitis BorC (O Yes(O) No | Rheumatism () Yes () No
Anemia (O Yes(Q) No | Easily Winded (O Yes(D No | Herpes () Yes(O) No | Scarlet Fever O Yes (O No
Angina () Yes(O) No | Emphysema (2 Yes () No | High Blood Pressure () Yes(() No | Shingles () Yes(D) No
Arthritis/Gout (O Yes(D No | Epilepsyor Seizures () Yes() No | Hives of Rash O Yes(O) No | Sickle Cell Dissase () Yes () No
Antificial Heart Valve ) Yes(D No | Excessive Bleeding (O Yes(D No | Hypoglycemia (0 Yes(D No | Sinus Trouble O Yes Q No
Artificial Joint (0 Yes() No | Excessive Thirst (O Yes(D) No | Imegular Heartbeat () Yes(() No | Spina Bifida O Yes(O No
Asthma ) Yes(D) No | Fainting Spells/Dizziness () Yes () No | Kidney Problems (O Yes (D) No | Stomachiintestinal Disease () Yes (J'No
Blood Disease () Yes(() No | Frequent Cough O Yes(O) No | Leukemia () Yes (D) No | Stroke (O Yes(QO No
Blood Transfusion () Yes(D) No | Frequent Diarrhea () Yes(D) No | Liver Disease () Yes(D) No | Swelling of Limbs () Yes () No
Breathing Problem (O Yes() No | Frequent Headaches () Yes(D) No | Low Biood Pressure () Yes(() No | Thyroid Disease () Yes () No
Brulse Easily () Yes() No | Genital Herpes (O Yes(D No | Lung Disease () Yes{) No | Tonsillitis ) Yes(O No
Cancer O Yes() No | Glaucoma O Yes (D) No | Mitral Vaive Prolapse () Yes () No | Tuberculosis () Yes(O) No
Chemotherapy (0 Yes(D) No | Hay Fever O Yes (D) No | PaininJawdoins () Yes(O No | Tumors or Growths () Yes(O) No
Chest Pains O Yes(Q No | HeartAttack/Fallure () Yes (D) No | Parathyroid Disease O Yes(O) No | ulcers O Yes O No
Cold Sores/Fever Blisters () Yes() No | Heart Murmur O Yes() No | Psychistic Gare () Yes( ) No | Venereal Disease O Yes (O No
Congenital Heart Disorder() Yes (C) No | Heart Pace Maker O Yes (D No. | Radiation Treatments() Yes(O) No | Yellow Jaundice ) Yas (D) No
Conyulsions (O Yes() No | Hean Trouble/Disease (O ves() No | RecentWelght Loss () Yes() No

Have you ever had any serious illness not listed above? (") Yes (O) No If yes, please explain:

The undersigned hereby authorizes Doctor to take X-rays, Study models, pholographs, or any other diagnostic alds deemed appropriate by Doctor to make a thorough
diagnosis of the patient’s dental needs. | also authorize Docor to perform any and all forms of treatment, medication, and therapy, that may be Indicaled in connaction

with (Name of Patient)

and further authorize and consent that Doctor choose and smploy such assistance as he deems fil | also understand the use of anesthetic agents embodies a certaln risk.
| understand that the responsibility for payment for Dental Services provided in this offica for myself and my dependents is mine, due and payable al the ime services are
rendered unless financial arangements have bean made. | further understand that a 1.5% finance charge (18% annually) will bs added to any balance over 60 days.

In the event of default | (we) promise to pay legal interest on the Indebtedness, together with such collection costs and reasonable atiorney fees as may be required to

effect collection of this note.
Palient

Date

Witness,

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE
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