Nezzetti GFamily

CDental Care

We are happy to have you join
our great family of patients
and friends. The benefits of a
healthy, beautiful smile are
immeasurable, and our goal is
to allow you to obtain the
healthy teeth and attractive
smile you want and deserve.
Please complete this form so
that we can provide the best
care possible for you. Thank
youl!

Nezzetti GFamilp CDental Care

About You:

Name: U Female O male

Birth Date: / / Marital Status: Single, Married, Widowed, Divorced

Social Security#:

Address:

City: State: Zip:
Home Phone: Cell Phone:

Work Phone:

E-Mail Address:

Names of Family Members:

Last Dental Visit:
Last Dentist:

Who can we thank for referring you?

Last Dental X-Rays:

Emergency Information:

Person to contact:

Relationship:

Phone:

Insurance Information:
POIiCV Holder:
Policy Holder’s birth date: /. /

Policy Holder's SS#:

Policy Holder's employer:

Insurance company name:

Insurance Company Phone Number:

Group#:

Member ID:

1 agree to be responsible for all charges for dental services and materials not paid by
my dental benefit plan, unless the treating dentist has a contractual agreement with
my plan prohibiting all or a portion of such charges, to the extent permitted under
applicable law. | authorize release of information relating to this claim. I also
authorize payment of dental benefits, otherwise payable to me, to be paid directly
to Dr. Mary Vezzetti. Pt.Initials:

G240 cNBULSE F xecutive drive, Suite 206, Sussex, VT 58089  CPhone: 262-820-8830 GFax: 262-820-3395 nmml,Uezzetriﬂzmilpdentalmre.com



Nezzetti GFamilp CDental Care

Medical History

Date:

_ Drs. Phone Number:

Name:

Name of personal physician:

Have you been hospitalized in the last five years? If yes, please explain:

(For women) Are you currently pregnant? [Yes []No If yes, how many months?

Do you have Acid Reflux? O Yes

O No
Please list ANY medications, pills, vitamins or drugs you are taking:

Do you require to be Pre-Medicated for dental appointments? [JYes [No Do you use tobacco? [Tes

Please check if you're allergic to any of the following:

ULocal anesthetics DSquadrugs Ucodeine  LPpenicillin DAcryIic DAspirin Lmetal  Ciatex

U other (If yes explain)

Do you have, or have you had, any of the following:

DAIDS/HIV Positive
[JAlzheimer’s disease
DAnaphyIaxis
DArthritiS/Gout
DArtificiaI Heart Valve
DArtificiaI Joint

[JAsthma

[]Blood Disease

DBIood Transfusion
[]Breathing Problem
DBruise Easily

[]Cancer
[]Chemotherapy

DChest Pains

[]Cold Sores/Fever Blisters
[]JCongenital Heart Disorder
[]Convulsions

[]Cortisone Medicine

DDiabetes

DDrug Addiction
DEasin Winded
[JEmphysema
DEpilepsy or seizures
DExcessive Bleeding
[]Excessive Thirst
[JFainting Spells/Dizziness
[]Frequent Cough
[JFrequent Diarrhea
[JFreauent Headaches
[]Cenital Herpes
[]Claucoma

[JHav Fever

[JHeart Attack/Failure
[JHeart Murmur
[]Heart Pace Maker
[JHeart Trouble/Disease
[JHemophilia
DHepatitis A

[]Hepatitis B or C
[JHerpes

[JHigh Blood Pressure
DHives or Rash
DHypoglycemia
[]irregular Heartbeat
[]Kidney Problems
[]teukemia

DLiver Disease

[JLow Blood Pressure
[]tung Disease
[]Mitral Valve Prolapse
DPain in Jaw Joints
[JParathyroid Disease
DPsychiatric Care
[JRadiation Treatments
[JRecent Weight Loss
DRenaI Dialysis

DRheumatic Fever

[JRheumatism
[]Scarlet Fever
[]Shingles

[]Sickle Cell Disease
[]Sinus Trouble
DSpinaI Bifida
[]Stomach Disease
[]Stroke
DSWeIIing of Limbs
DThyroid Disease
DTonsiIIitis
[]Tuberculosis
[JTumors or Growth
[JYlcers
DVenereaI Disease

DYe”OW Jaundice

Have you ever had any serious iliness not listed above? If yes, please explain:

The information that | have given is true and accurate to the best of my knowledge.

Date:

Signature:



Nezzetti GFamilp CDental Care

Communication of <Health Information Authorization and Appointment Reminder

| , authorize Vezzetti Family Dental Care to
Patient first name, last name, middle initial Date of birth

Contact me via the following methods:

Please check the appropriate boxes — checking a box gives us permission to leave health information (i.e. test results, prescription
refills, appointment and billing information.)

Leave message . .
Ways to Communicate Leave message b wh & For incoming phone calls —
on answering with whoever ) ) .
nswer You may release information to the following:
Health Information machine: answers
telephone:
Name Relationship  Date of birth
Home phone
L — m| m]
Work phone
C)— J J
Cell phone
SRR w w
Fax( ) [} Approved Letter | Approved

Unless otherwise requested, we may remind you of an upcoming appointment by letter, a telephone call, a text message, a message
on your answering machine or voicemail, or a message with the person who answered your telephone. Appointment reminders will
include the date and time of your appointment, the provider you are schedule to see and the medical center location. | understand
that this will authorize the release of my information in the manner stated above. | understand a written notification is necessary
to cancel this request.

Signature Relationship if not patient Date

| am giving permission for Vezzetti Family Dental Care to administer medical treatment to my minor child
without my presence.

This consent will remain in effect until further notice is given in writing.

Guardian Signature Date




