
BRISTOL FAMILY DENTAL CENTER
RUBEN H. BEGINO, D.D.S.

GENERAL DENTISTRY

Thank You tor Selecting Our Dental Team.
To help us rneec all your healthcare needs, please fill out this form complecely in ink lf you have any quesdons or

need assisence, please ask us and we will be happy to help.

Patient I nformation (conridential)
PatientCell Phone

Date

Soc. Sec, # Home Phone

State-.- Zp

CheckApproprhte Box I Hino. Ismgte lMarricd flsepareted ! oivorced [wrar""a

lf Student, Name of SchooUCollege state- UFufiTimu IP".tn."

Petientb or Parent's Employer Work Phone

Businesc Address Sate- Zp

Spouse or Farent's Name Ernployer Work Phone

Whom MayWeThank for ReferringYoul

Perron to Conact in Case of Emergency Phone

Responsible Party
Reladonship

Name of Person Responsible for thir Account to htlcnt

Address Home Phone

Driven License # Financlal lrudtution

Employer Worl Phone

ls dris Person Curr:ndy a Patient In our Officel [Vo I t'to

For your convenience, we ofier the followlng methods of paymenc Please check the option you prefer' Payment in full at each .PPointmenL

flc.rrt L-J Penonal Check Credk Card lvrsr I Maste€erd n t t"itt to discurs the office's payrnent policy.

lnsurance I nforrnation
Relationshlp

Name of lnsured to F.tient

Binhdate -- Soclal SecuritY # Date Employed

Name of Employer Union or Locel # 

-*

Wort Phone

EmployerAddrcss City State- z.p

lnsurance Company Group # 

- 

Poliq/lD#

lnr. CoAddrecs su&-
MaxAnnual BencfitHo,rr Much isYour Deductiblcl- How l'luch HneYou Ugedl

Gty

City

City

ApGtt

Do You Have Any Addltlonal Incurancel Evo flNo lfYes, Complete the Following

Relationehip

Name of lhrurcd to Padent

Eirthdate -"------__* Soclal SecurlcY #

Name of Employer

Employer Address

Inrurance Company

Ins. Co.Address--_
How Much isYour

Over Pleise

Group # PollcY/lD#

Clty

City

Date Emflqrd . 

-
Union or Local # ---- Work Fhone

State- Zip

How Much HaveYou Usedl-

State-_ 7J9



Patient Medical HistorY
Physician

l.Are you under medical treatment now?

2.l{ave you ever been hospitalized for any surgicai

operation or serious illness within the last 5 yearsl

lf yes, please exPlain

3.Are you taking any medication(s) including

non-prescriPtion medicinel

lf yes, what medication(s) are you takinSl 

---

4. Have you ever teken Phen-FerVReduxl

5. Do you use tobacco!

6. Do you use controlled substancesl

7.Are you wearing contact lensesl

L Do you have or have you had any of the followingl

Date of Last Exam

Are you allergic to or have you had any reactions

to the following

Local Anesthetics (eg. Novocaine)

Penicillin or any otherAndbiotics

Sulh Drugs

Barbiturates

Sedatives

lodine

Aspirin

Any Meals (eg. nickel, mercury etc.)

Latex Rubber

Other

l0.Women Only:

Are you pregnant or think you may be pregnantl

Are you nursingf

Are you taking oral contraceptives?

Chest Pains

EasilyWinded

Stroke

Hay FeverlAllergies

Tirbertulosis

Radiation Therapy

Glaucoma

RecentWeight Loss

Liver Disease

HeartTrouble

Respiratory Problems

MitnlValve Prolapse

Other
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High Elood Pressure

Heart Anack

Rheumatic Fever

Swollen Ankles

FnintinglSeizures

Asthma

Low Blood Pressure

EpileprylConvulsions

Leukernia

Diabetes

KidneT Diseases

AIDS or HIV lnfection

Thyroid Problem

Patient Dental

Hean Disease

Cardia< Pacemaker

Fleart Murmur

Angina

FrequentlyTired

Anemia

Emplryserna

Cancer

Arthritis

Joint Replacement or lrnplant

Hepatids{aundice

Sexually Tnnsmined Disease

Stomach Troubles/Ulcers

History
Narne of Previous Dentist and Loca Date of Last fxam

l. Do your gums bleed while brtrshing or fiossingl

2.Are your teeth sensitive to hot or cold liquidVfoods!

3.Ar.e your teeth sensitive to sweet or sour liquid#foodsl

,1. Do you feel pain to any of your teethl

5. Do you have any iores or lumps in or near your mouthf

6. Have you had any head, neck or law iniuries?

5. Hne you ever experienced any of the following

problems in your iawl
Clicking

Pain (ioint, ear, side of face)

Oifficuhy in opening or closing

Difiiculty in chewing

Authorization and Release

8. Do you have frequent herdaches?

L Do you clench or grind Your teeth?

10. Do you bite your lips or cheels frequentlyl

I l. Have you ever had any dificult extractions in the pastl

lL Have you ever had eny prolcnged bleedlng

following extractionsl

13. Have you had any orthodontic trextmentl

14. Do you wear dentures or panials!

lf yes, date ol placement

I cenifu drat I hrve read end undersand the above informadon to the best of my

knowledge.The above guestions have been accuretely answered. I understand that
providing incorrect information can be dangemus to my health, I audprhe dte dentist to
release any information including the diagnosis and the records cf any $eatrnent or
sxamination rendered to me or my child during the period cf such Denol care to third
)arty payors and/or health practidoners. I authorire and request my insuance

15. Hrve you ever r€ceived oml bygiene instrucdons

regarding the care ofyour teeth and gumsf tr tr
15. Do you like your smilef n fJ

company to pay directly to the dentjst or denal group insurance benefits otherwise

pqobt" io me.'l understand that my dentel insurance carrier may pa), less than dte actua

Liti frrr services. I agree to be responsible for payment of all services rendered on my

behelf or my dependenu.

X
$gnature of patiem (or parenr if minor)

nilnntrnnl

Doctor's Comments

Signature Date


