STEVEN A. STEC DDS, PC

" Cosmetic and Family Dentistr

www.drstec.com (308) 382-4440
Name

Spouse/Parent’s Name IF CHiLp Date

Abbress

Ciry STATE Zp Emai

Home Prone CeLL PHonE Work Pone

BIRTHDATE Ace Genoer M or F MariTaL Status O single O Marrien 0 Winowen 0 Divorcen O SEPARATED
SociaL SecuriTy NumBer WHo May WE THank For Rererring You?

Emercency ConTacT Emercency ConTacT PHonE # ReLATIONSHIP TO PATIENT

Is AnoTHER MEemBER OF YOUR FamILY A PATIENT AT 0UR OFrice? Y orR N Names: ReLATIONSHIP TO PATIENT

WhHere & WHeN 1s THE BesT Time To Reach You

ACCOUNT INFORMATION DENTAL INSURANCE

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT InsurancE CompaNy
Nawme INsuraNCE Company ADDRESS
ReLaTionsHiP To PATIENT SSN# InsurancE Company PHoNE #
Apress Povicy HoLoer
Crry STATE Zr Date oF BirTH RELATIONSHIP
Home PHone CeLL Group #
EmaiL EvpLovee SS# or ID#
EmpLOYER Yrs EmpLovED EmpLOYER
OccupaTion OccupaTioN
Business ADDRESS Business ADDRESS
Crry STATE Zr Crry STATE Zr
Business PHoNE Business PHoNE
OTHER OTHER

CONSENT

CONSENT FOR TREATMENT FOR

PLEASE PRINT PATIENT'S NAME

To the best of my knowledge the information provided is accurate and complete. Any changes in health status or medications will be reported to the Doctor at the next
visit following the change. In addition, | authorize the Doctor or his representative to take radiographs, study models, photographs, or any other diagnostic aids deemed
appropriate to make a thorough diagnosis and to develop proper treatment recommendations. | understand that the use of anesthetic agents embodies a certain risk. |
understand that responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the time of services are
rendered unless other arrangements have been made in advance. Responsibility for paying any co-pay and/or deductibles that my insurance does not cover will be mine.

SIGNATURE DATE
QA PATIENT  (QPARENT [ GUARDIAN

(TURN OVER TO COMPLETE)




MEDICAL HISTORY

GeneraL Heatth (] Excettent  (Q Gooo  (J Far [ Poor

NamE oF PHysician Prone No.

HAVE You BEEN UNDER MEDICAL CARE IN THE LAST 2 YEARS? [ YEs (Q No  IF Yes, Expramn

Last CompLETE PHysicAL Last BLoop Pressure CHEck BLoop PressuRE

Do You Neep 1o Be Pre-MepicaTep (Take anTiBioTics) Berore DENTAL TREATMENT?

List AL Mepications You Take

Have You Been TreaTep For:

Acauirep Immune Dericiency Synorome (AIDS) .. ..ot aYes QNo HEPATITIS OR JAUNDICE . &« v v e e et e e et e e e et e e e e e eee e QYes QNo
ANEMIA © ottt et e e e e e e aYes QNo HEART DISEASE & . oottt e et e e e e e e e QYes QNo
ARTHRITIS & v ettt et et e et et e e et e iaeaennn aYes QNo ABNORMAL BLOOD PRESSURE . . . .. oo oot QYes QNo
ASTHMA .« et et et et et e e e e e e aYes QNo CoNGENITAL HEART DEFECTS & . v o v e e e e e e e e QYes QNo
CANCER -+ v e et e e et e e e e e e e et aYes QNo MURMUR. .« o oot e e et QYes QNo
WhaT Type RHEUMATIC FEVER . . o oot QYes QNo
RADIATION TREATMENT . . . oottt e e aYes QNo STROKE. v v v et e e et e e e e QYes QNo
CHRONIC COUBH. « -+ v v e et et e e e e e e e e e e e e aYes QNo JOINT REPLACEMENT &« o e ettt et e et e et e e ee e QYes QNo
DIABETES & o ettt et e et e e aYes QNo MULTIPLE SCLEROSIS . &« v o v v et e e e e e e e et e e e QYes QNo
DRY MouTH (XEROSTOMIA). « . v o e et et e e e e e e e e e et aYes QNo OSTEOPOROSIS DRUGS .« .« o v v e e e e e e et et QYes QNo
BPILEPSY ottt e aYes QNo SINUS TROUBLES/ALLERGIES & . o v v o e e et e e et ee e eee e aeeens QYes QNo
GLAUCOMA « .« o e e e et e e e e et e e e e e e e e e et aYes QNo TUBERCULDSIS - « + o v e et e e et et ettt e et e e e eeeeaeenns QYes QNo
HigH BLOOD PRESSURE . . . oo ot et e et e e ee s aYes QNo ULCERS & .ttt et e et e e e QYes QNo
Low BLOOD PRESSURE. . . .o v e e et e et e e e aYes QNo VD (SYPHILIS, GONORRHEA) « .« « « v e v et et et e e e e eeeaeenns QYes QNo
Are You Avteraic To: QO Pevicun (3 Cooeve [ Locac Anesthetics (O Latex ([ Cector (1 Sutra (1 Ervthromyein - (] OTHER
ARe You SuBJEcT T0 PROLONGED BLEEDING . « o v v v v e e v eeeass QYess QNo FAINTING SPELLS OR Dizzy SPELLS .+ o v v e v e QYess QNo
Do You Have Any Conoimion NoT LISTED .o v v vveveee e QYess QNo IF Yes, ExpLaIN
(Women) ARe You Preenant Q Yes O No How Long? Taking Birti Contror 3 Yes [ No Nursive O Yes O No

DENTAL HISTORY

DaTe oF Last DentaL Visit

Dip You Have X-Ravs Taken QYes QO No Date oF Last DentaL CLEANING

Do You Wear Futt or PaRTIAL DENTURES QYess QNo I Yes, How Otb ARe THeY

HAVE YOU HAD ALL OF YOUR TEETH X-RAYED IN THE PAST 3 YEARS -+« & vt et e e e et et e et e e e e e e e e e e e e e e e et e e e e e et teaeaaaaaaaaeeeeeeeens QYess QNo
ARE YOU DISSATISFIED WITH THE APPEARANCE OF YOUR TEETH DR SMILE . . « « o o e e e e e e e e e e e et e e e e e e e e e e et e e e e e e e e e e e e e e e e e e e eaanns QYess QNo
WOULD YOU CHANGE YOUR SMILE IF YOU COULD « « + + v v e e e e e s e e e e e e e e e e e e ae e e e e ae e e e e s ae e e e e s aae e e e e aaeeeeaneeeenaaeeennnneeeens QYess QNo
DO YOU SNORE OR HAVE SLEEP APNEA . « + « s v v v v e e e e ae e e a e e e e e e e e e e e a e e e a e e e e e e e e e e e e a e e e e et ae e ae e e s tae e eaeeneannns QYess QNo
HAVE YOU HAD ORTHODONTIC TREATMENT &+ v+ v v e v et e e e e e a e e e e e e e e e e e m e e e e e e e e e e e e e e e e a e e e e e et e e e e e st e e ae e tae e neannns QYess QNo
Do YOU CLENCH OR GRIND YOUR TEETH DURING THE NIGHT . . . o vt ettt s u e e e e e e e e e et e e e e e e e e e e e e et e et e e e e e ataaaaaaaeaaaaaaeanenns QYess QNo
HAVE YOU EVER HAD A PAIN IN YOUR JAW JOINT OR YOUR FACE OR AROUND YOUR EAR . . o oot ettt e e e e e e e e e et e ettt e e e e e e e ieeeaeaaaaaeeeeeeeannn QYess QNo
D0 YOU HAVE FREQUENT HEADACHES. « + « « v« v e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e et e e et e e e et e e e et et e et e ettt QYes QNo
DOES YOUR JAW JOINT CLICK OR POP &+« v vt et e et e e e e e e e tee e e e e s ae e e e e s ae e e e e s aa e e e e e ae e e e e ae e e e aee e e aaeeeeanaaeeennnnnns QYess QNo
DO YOU HAVE DIFFICULTY OPENING YOUR MOUTH WIDELY +  + « v v v e e e e s e e e e e a e e a e e e a e e e e e e e s e e e e a e e e e e e e e e e s e a e e e e na e aseeneennns QYess QNo
Do YOU HAVE AN UNPLEASANT ODOR OR TASTE IN YOUR MOUTH « « « « v e vt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e et aaaaaaaaaaeeeeeeennens QYes QNo
DO YOUR GUMS BLEED WHEN BRUSHING « + + « « « « v e s e e ae e e a e e e e e e e e e e e e e e e e e e e e e e e e e e e e e et e et et e et e e e et e e et ae e eneenns QYess QNo
HAVE YOU EVER BEEN DIAGNOSED WITH GUM DISEASE. . « « « ¢« v e e et e et a it e e e e e e e e e e e e e e e e e e e e e et e e e e et et ataaaaeeeeaaaaaaeaneans QYess QNo
IS YOUR MOUTH OR TEETH SENSITIVE TO. .+ v v v v oo Pressure A Yes AQNo...oovoeeeeeeentt ComQYessQAQNo..oovvvivnn... Hor QYes QNo
DOES FOOD CATCH BETWEEN YOUR TEETH . + + « v v v e e et e e e e e e te e e e e e a e e e e e e s ae e e e e s ae e e e et aae e e e e ae e e e e ae e eaaeeeennaeseennnnnns QYess QNo
Do YOU HAVE DIFFICULTY GETTING NUMB FOR DENTAL TREATMENT . « « « « v s s s s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e a e aa s meaaaaaeeeeeeeeens QYes QNo

PLEASE ADD ANYTHING YOU FEEL IS IMPORTANT FOR THE DocTOR T KNow (ANY SPECIAL CONCERNS)

MEDICAL HISTORY UPDATE

1. Date CoMMENTS SIGNATURE

2. Date CoMMENTS SIGNATURE

3. Date CoMMENTS SIGNATURE




