Luis Zambrano, DMD
1674 Providence Blvd
Deltona, FL 32725

(386) 788-5100

Patient #

Date

Name Birthdate 558
Address City, State Zip
Sex (M [OF  [JMarried O widowed OSingle [J Minor

[ separated [ Divorced [OPartnered for _____ years Preferred Appointments
Home Phone Cell Phone Email
Employer Employar Phana
Employer Address City State Zip
Spouse or Parent's Name Employer Woerk Phone
Whom may we thank for referring you? What's the best way to reach you?

Phone

Person to contact in case of emergency

Name of Persan

Responsible for this Account Relation to Patient

Address Home Phone

Birthdate Currently a patient in our office? [JYes [JMNo
Employer Work Phone

E-Mai Cell Phone

Name of Insured Relation to Subscriber

Birthdate Social Security # Date Employed
Employer Work Phone #

Employer Addrass City State Zip
Insurance Company Group # Subscriber ID

Address City State Zip

How much is your deductible? How rmuch have you used? Max. Annual Benefit

Name of Insured Relation to Subscriber

Birthdate Social Security # Date Employed
Employer Work Phone #

Employer Address City State Zip
Insurance Company Group # Subscriber 1D

Address City State Zip
How much is your deductible? How much have you used? Max. Annual Benefit




Reason for today's visit Date of last dental care
Former Dentist Date of last dental X-rays
Address

Check { ) if you have or have had problems with any of the following:

] Bad Breath [ Grinding Teeth [ Sensitivity to hot
[ Bleeding Gums [ Loose teeth or broken fillings [ Sensitivity to sweets
[ Clicking or popping jaw [ Periodontal treatment [ Sensitivity when biting

[ Food collecting between the teeth [] Sensitivity to cold [ Sores or growths in your maouth

How often do you floss? How often do you brush?

Date of last visit

Physician's Name

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lanimin, Adipex, Fastin {brand
names of phenterming), Pondimin (fenfluramine) and Redux (dexfenfluramine).

Have you ever had any serious lIinesses or operations??  [JYes []No If yes, describe

If yes, give approximate dates

Have you ever had & blood transfusion?  [JYes [JNo
(Women) Are you pregnant? OYes [JNao Mursing? [JYes [JNo Taking birth control pills? [JYes [JNo

Check (v ) if you hawe or have had problems with any of the fallowing:

YN ¥ N Y N Y N

[ [ Anermia [ O Cengenital Heart lesions [ [ Hepititis O [ Scarlet Fever

[ [ Arthritis, Rheumatism O O Certisone Treatments [0 [QHemia Repair [ [ Shortness of Breath
[ 0] Artificial Heart Valves [ O Cough, Persistent [ O] High Blood Pressure [ [J Skin Rash

O O Artificial Joints, Pins, ete. [ O Cough up Blood O QH\VAIDS 0 [ Stroke

O O Asthma [ [ODiabetes [ [JJaw Pain [ [ Sweliing of Feet or Ankies
[0 [ Back Problems O O Erilepsy [0 OKidney Disease [ O Thyroid Problems
[ [ Bleeding Abnormally [0 [OFainting [0 [ Liver Disease [ O Tobacco Habit

[ ] Blecd Disease O O Glaucoma [ [QMitral Valve Prolapse [ O Tonsillitis

O Cancer [0 O Headaches O O Pacemaker O O Tuberculosis

[ O Chemical Dependency [ O Heart Murmur [0 [JRadiation Treatment [ [ Vicer

[ 0O Chemotherapy [0 []Heart Problems [0 [] Respiratory Diseasa O O Venereal Disease
[ O Circulatery Problems [ [J Hemophilia [0 [ Rheumatic fever

List medications you are currently taking:

Allergies:

To the best of my knowledge, the above information is completa and correct. | understand that it is my responsibility to inform my doctor if I, or my
mindor child, ever have a change in health.

Signature of of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.





