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 (
DENTAL INSURANCE INFORMATION
) (
Name of Primary Subscriber
_______
____
_____________________
Subscriber Employer_
________________
__
____________________
Insurance Group #____________________
_
__________________
Subscriber ID#
__________________________
_
________________
Ins Co Name & Address_
________________
__
__
_
______________  
________________________________________________________
Name of Secondary Subs
c
riber_
_______________
___
____________
Secondary Employer_
__________________
_
__________________
Secondary Group#
__
_______________
_
____________________
Secondary Ins ID # or SS#____________
_
____________________
Ins Co Name
 & City/State
__________________________________
I certify that I and/or my dependents have insurance coverage and assign directly to Dr Mark R Bydalek all insurance benefits if any, 
other wise
 payable to me for service rendered. I understand that I am financially responsible for all charges whether or not paid by insurance I authorize the use of my signature on all insurance submissions.
The above named dentists may use my health care information and may disclose such information to the Insurance companies listed above for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.  
Name_______________________________
___________________
Date___________________
____
_
) (
Patient Name
__
_______________________
_
___________________
                          
      
Last
    
                     First              
     
           Preferred    
Address
_
________________________________________________
City State Zip
_
__________________
__
________________________
Telephone #
 ________________
__
____
_
______________________
        
              Home
   
Work 
                      
   
___________________
_
________
____
_____________                           
        Cell
Email Address
_______
_
______________________
_
_____________
________________________________________________________
            
Date of Birth
           
Social Security #
Employer
_____
__
_________________________________________
Sex
:       M      F      
Status
:       M
inor            Single               Married
                          
       
                 Life Partner                   Widowed
Parent/Spouse
___________________________
___
______________
Name
Parent/Spouse
 Telephones_
____
_____________________________
________________________________________________________
) (
PATIENT REGISTRATION AND DENTAL HISTORY
) (
PATIENT INFORMATION
)























 (
in case of emergency, please contact
 __________________________________________________
@______________________________________________________________________________________________________________
)







 (
DENTAL HISTORY
)


Reason for Today’s Visit______________________________________________________________________________________________
Referred By:____________________________ Former Dentist:______________________City/State______________________________
Last Dental Visit____________________________________ 	Date of Last Dental X-Rays______________________________________

PLEASE PLACE A MARK ON YES OR NO TO INDICATE IF YOU HAVE HAD ANY OF THE FOLLOWING
	Bad Breath
	Yes
	No
	Broken Fillings
	Yes
	No
	Loose Teeth
	Yes
	No

	Bleeding Gums
	Yes
	No
	Mouth Breathing
	Yes
	No
	Shifting Teeth
	Yes
	No

	Blisters on Lips or Mouth
	Yes
	No
	Mouth Pain, Brushing
	Yes
	No
	Change In Bite
	Yes
	No

	Burning on Tongue
	Yes
	No
	Orthodontic Treatment
	Yes
	No
	Clicking/Popping Jaw
	Yes
	No

	Chew on One Side of Mouth
	Yes
	No
	Pain Around Ear
	Yes
	No
	Opening/Closing Jaw
	Yes
	No

	Cigarette, Cigar, Pipe
	Yes
	No
	Periodontal Treatment
	Yes
	No
	Grinding Teeth
	Yes
	No

	Dry Mouth
	Yes
	No
	Sensitivity to Cold
	Yes
	No
	Jaw Pain or Tiredness
	Yes
	No

	Fingernail Biting
	Yes
	No
	Sensitivity to Heat
	Yes
	No
	
	
	

	Food Collection in Teeth
	Yes
	No
	Sensitivity to Sweets
	Yes
	No
	How Often Do You Floss/Day
	
	

	Foreign Object
	Yes
	No
	Sensitivity to Biting 
	Yes
	No
	How Often Do You Brush/Day
	
	

	Lip or Cheek Biting
	Yes
	No
	Sores or Growths in Mouth
	Yes
	No
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