
DR. STEPHEN BARALN D.D'S'

Patient Name:

Address:

Pdient# Dde:

Birthdate: Telephone: Home Work C.ellularlPager:

Heighr_Weight_Sex:EM trF CheckAppropriateBox:ElMnq trsingle trNlarried EIWido\rrcd trSeFxated
Tf qf!,danf tr Full Time E kt Time
" vr-*-.r

Nmc of SchoollCollcgc

Occupdiorr SS#:
Clty

Fatient's Fmployer:

Business Address:
Srirc # City

Spouse Name: Employer:

Person to contact in case demergBnql Relationship:

If you are completing this forrn for aother person, wha is your relaionship to that person?

gdc

WorkPhone:

Phone:

Whom rnay we thank for rdening you to our ffice?

Name of Person Responsible for this Account Relationship to Patient:

Address (if differcd, frm above)i
$roet

Birthdate: Telephone: Hoc:
SS #:

&L# Cify
Wort:

Z.ry

Driver'sLicense #:

Relationstrip to Fatient

Address (if differed fromabovc)i

SS #:

City Stzte: _Zip:
Driver's License #: Date Erploye&

Nmre of Employer: Union orlocal #: Telephme: Work Home:

Address dEmployer:

Dental lns. Compary

Citf State: _ Zip:

Group #: Policy/ID #:

Secondary Dental Coverage Inform"ition Ifyou do NOT brve secondery covenage, please check this bor: E

Name of Insured Npffienship to Fatient Birthdate: _-____/

Stfrn: _Zip:Address (if differer fr om above)l Citf
SS #: Driver's License #: Date Enploye*

Narne dErnplcryer: Union orlocal #: Tdephone:Work Hone:

Prinary Dental Coverage Informetion
Name dlnsured

Address dEmployer:

Dental Ins. CompanY

If you do NOf heve prlmery oovenge, pleese cMr tbis bor E
Birthdate:

zip:CitJ4. State:

PoliryllD #:Group ft

DEilTAL EISTORY

Pleese rnsrrcr eeci question by cirding Yes r No
Do you have a s@ftF-n6l prcblern oTffidcomplaintllEscritje:
Do you have dental ecrmindions on a rogtine basis? When was your last visit?

Do you think you bave cavities or gum disease?

Do you brush and floos on a routine basis? Describe:

Do your gums ever bleed? Describe:

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No

Yes No
Yes No

Do you like your smile? Wh/
Do you want to keep your rcmainingteeth?

Do you ever have cl.icking popping or discontrort in the jaw joint? Do yor brux or grind?

I{ave your past expedences in a dental o'ffice been pooitive?

Date dlastfull mouthx-ray series:Name dprwious dentist:

I CERTIFY THAT TIIE ABOVE INFORN{ATION IS @MPI.E'TE AND ACCURATE.
Date: Signature:

(If petient is e minq, include prided nq'?E rnd signefire ofparert or legal gurdian)



'1

DO TOT U'N.ITE 11{ THIS SPACC

REVIEU/EI'BY DENTIST'SOOMMEI{TSlil
@


