
SOUTHCOA$T

Endodontios

Nome (First)

Comprehmsive care for alifeime of natural smila.

(Ml)_(Lost) Doie of Birth

Address (street) (city,stote,zip)

Phone (home) (work) (mobile)

Gender M / F

Address

Relotionship to potieni

Phone

Nome of porent or guordion if potient is o child

Responsible Porty Nome Relotionship to Potient

Address (if differeni thon obove)

Emoil SS#

MoritolStotus:S / M lw lD Spouse'sNome

Potient Employed by

Emergency Contoct lnformotion: Nome

Address

Nome of Generol Dentlsi Referred by

Physicion's Nome

Lost Physicol Exom Dote-/-/
Other Speciolisi

How did you heor of our proctice?

Dentol lnsuronce tD# Group #

lnsured DOB_/_l_ Relotionship: Self / Spouse / Porent (Guordion)

Second Conier Group #

lnsured DOB-/J- Relotionship:Self / Spouse / Porent (Guordion)

PLEASE PROVIDE YOUR CARD(S) SO THAT WE CAN MAKE A COPY.

PLEASE NOTE: IF ANNUAL MAXIMUM IS REACHED, NO ADJUSTMENTS WILL BE MADE. PATIENT IS RESPONSIBLE FOR REMAINING

BALANCE IN FULL. A $50 FEE WILL BE APPLIED FOR ANY RETURNED CHECK.

INFORMED CONSENT
I understond root conol ireotment is o procedure to retoin o tooth thot moy otherwise require extroction. Although
root conol theropy hos o very high degree of clinicol success, it is still o biologicol procedure, so it connot be
guoronteed. Occosionolly, o tooth thot hos hod root conol theropy moy require retreotment, surgery or even
extroction. I olso understond thoi only the root conol treotment is to be performed ot this office. The permonent
(outside) restorotion (filling, onloy, crown, etc.) will be done by my regulor dentist. I understond I hove ihe right to
iefuse treotment ond thot I om responsible if I terminote treotment ogoinst doclor's odvice. I give permission io
Southcoost Endodontics to perform procedures, including the giving of locol onesthetics or toking of rodiogrophs ihot
moy be necessory for my dentol treotment. I olso ocknowledge full responsibility for the poyment of such services ond
ogree io poy for them in full AT OR BEFORE COMPLETION unless other specific orrongements ore mode with the office.

I outhorize my insuronce corrier to issue the dentol benefits of my plon directly to this dentol office. I olso outhorize
releose of ony informotion necessory io process dentol insuronce.

tD#

Signoture of Potient
Dote:_

Signoture of Dentisl
Dote:



Pleose onswer fhe following quesfions, yES OR NO, if you hove or hove had any of lhe following:

l. Hove there been ony chonges to your generol heolth within the post yeor?

2. Are you now under the core of o physicion?

YES NO

YES NO

lf so, whot is the condition being treoted?

3. Hove you hod ony sericus illness or operotion requiring hospitolizotion in the lost 5 yeors?

lf so, pleose exploin

4. Hove you ever suffered from olcoholism or drug oddiction?

5. Are you being treoled for depression?

6. Do you hove or hove you hod ony of the following diseoses or problems?

[" -C;;"r.-rlirt"ry "r 
co ncer YES NO l. Arihritis

I b. Rheumotic fever or rheumotic heort diseose YES NO m. lnflommotory rheumotism

YES NO

YES NO

YES NO

i c. Congenilol heort defects YES NO , n. Stomoch ulcers

YES NO

YES NO

YES NO

I d. Pocemoker or prosihetic heort volves YES NO o. Kidney trouble

YES NO p. Tuberculosis YES NO

YES NO q. Blood pressure (pleose circle) HIGH LOW YES NO

YES NO r. HlV, AIDS or ARC YES NO

YES NO s. Reflux, ulcerotive colitis or Crohn's diseose YES NO

YES NO t. Asthmo:
Do you use on inholer?

YES NO

NOYES

e. Artiflciol joint repiocements

f. Hives or skin rosh

g. Fointing spells or seizures

h. Diobetes

i. Hepotitis, joundice or liver diseose YES NC

YES NOj. Heort diseose YES NO

Pleose explcin u. Ailergies, (pleose circle oll thot opply)
Hoy Fever, Seosonol Allergies, Sinus Trouble

7. Hove you ever hod obnormol bleeding ossocioted with previous extroctions, surgery or troumo? YES NO

8. Do you hove orry blood disorders such os onemio? YES NO

9. Hove you hod surgery or X-roy treotment for o tumor, growth or other condition of your heod or neck? YES NO

10. Pleose lisl oll medicotions ond supplemenls (include doily dose)

Anlibiotics moy oller lhe effecliveness of orol conlroceplives. Pleose consult wilh your physicion for recommendotions
regording ollernolive melhods of birth conlrol while toking ontibioiics.

I I. DO YOU REQUIRE ANTIBIOTICS PRIOR TO ANY DENTAL TREATMENT?

12. Are you ollergic lo ony medicolions or lolex?

lf so, pleose specify

13. Hove you hod ony serious trouble ossocioted with ony previous dentol treotment? NO

NO

NO

lf so, pleose exploi
'l4. Do you hove ony diseose, condition or problem not listed obove?

lf so, pleose exploin
'15. Are you toking (or hove you loken in ihe post) ony form of bisphosphonote (exomple: FOSAMAX@)?

WOMEN
.l6. 

Are you pregnont?

17. Are you nursing?

YES NO

YES NO

YES

YES NO

YES NO


