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PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? Q Ves il No

Have you ever been hospitalized or had a major operation?Q Ves ! No

Have you ever had a serious head or neck injury? ! Ves ,,] No

Are you taking any medications, pills, or drugs? I Ves ] ruo

Do you take, or have you taken, Phen-Fen or Redux? -- Yes ,_ No

Have you ever taken Fosamax, Boniva, Actonel or any ^ ., /\ rr
other medications containing bisphosphonat"ti - Yes - ruo

Are you on a special diet? (] Yes Q No

Do you use tobacco? (] ves I tto
Do you use controlled substances? r] Ves ,'i tlo

Women: Are you

Pregnantffrying to get pregnant? i-, Yes i ) No

lf yes, please explain

lf yes, please explain

If yes, please explain

If yes, please explain

Taking oral contraceptives: Q Ves Q trto Nursing? Q Ves! tto

Are you allergic to any of the following?

Aspirin Penicillin Codeine Il Local Anesthetics F Acrylic I ruetat I Latex - sulfa drugs

Other lf yes, please explain:

AIDS/HIV Positive ] Ves Q t'to

Alzheimer's Disease r] Ves !) ruo

Do you have, or have you had, any of the following?

Hemophilia

Hepatitis A
QvesQruo
Q ves Q tto

Hepatitis B or C frl ves | ruo

Herpes i) ves i-) ruo

High Blood Pressure ! Ves Q No

High Cholesterol l-r] ves Q ruo

Hives or Rash I ves Q No

Hypoglycemia Qves!tto
lrregular Heartbeat Q Ves Q trto

Kidney Problems Q Ves Q t'to

Leukemia QvesQtto
Liver Disease Q ves I tto

Low Blood Pressure I ves Q tto
Lung Disease ,] Ves Q ruo

Mitral Valve ProlapseQ Yes Q No

osteoporosis I ves ,i) ruo

Pain in Jaw Joints (J ves ! r.to

Paralhyroid Disease Q Yes Q r.lo

Psycniatric Care ' Yes No

Radiation Treatments ll Ves Q ruo

Recent Weight Loss ! Ves Q tto
Renal Dialysis (-l Ves i] No

Rheumatic Fever (-) Ves ! t'to

Rheumatism lves!tto
Scarlet Fever Q ves Q tto
Shingles Qves!tto
Sicxle Cell Disease - Yes No

Sinus Trouble ! Ves l-) tio
Spina Bifida ] Ves 

-'I 
flo

Stomach/lntestinal Disease Q Ves [) ruo

Stroke Ives!t'to

Cortisone Medicine r-) ves () t'lo

Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

Chest Pains

!ves!Nor] ves Q ruo

!ves!ruo
I ves I tlo

] ves I tto
t] ves ] ruo

lves!No
] ves I tto

! ves r] ruo

,l ves Q to
! ves I tto

] ves ] t'to

I ves I tto

Diabetes

Drug Addiction
!vesQruo
Q ves Q tto

Artiflcial HeartValve Q Ves ,] t'lo

Easily Winded (rr ves (,-\ tlo
Emphysema Q ves il tto
Epilepsy orSeizures ! Ves f-) tto
Excessive Bleeding ,] Ves ! tto
Excessive Thirst Yes - No

Fainting Spells/Dizzinessf v"" j tlo
Frequent Cough -j Ves Q tlo
Frequent Diarrhea Q ves Q No

Frequent Headaches Q Ves Q tio
Genital Herpes I ves ,] No

Glaucoma !vesQNo
Hay Fever Q ves Q tto
HeartAttack/Failure ,] Ves Q tto

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

! ves (-) tto

Q ves Q tto

Q ves 1-r tlo
QvesQruo
Q ves Q tto

Q ves Q tto

I ves Q tto

Q ves Q tto

Cold Sores/Fever Blisters f) Ves Q tto

Congenital Heart Disorderl Yes Q No

Convulsions ! Ves i] tto

Heart Murmur Q ves Q tto
Heart Pacemaker .] Yes I No

Heart Trouble/Disease [) v.. ] No

Have you ever had any serious illness not [sted above? -) Ves '-) ruo

Comments:

To ihe best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, oT GUARDIAN

Michelle Yilanjian, D.M.D.



PATIENT INFORMATION SH EET
(Please print and fill in completely)

Date

Name:

Address:

City: State_Zip_

Date of Birlh: I l.

Sex: Male_ Female_

Social Security #

Drivers License#Email address

Primary phone#. ( )Home ( )Cell ( )Work

Secondary phone# ( )Home ( )Cell ( )Work

Phone

Pharmacy Name

P harmacy Add ress/Street/City

Pharmacy Phone#

CONSENT FOR SERVICES

As a condition of your treatment by this office, financial arrangements must be made in
advance. The practice depends upon reimbursement from the patients for the costs incurred in
their care and financial responsibility on the part of each patient must be determined before
treatment.
I understand that the fee estimate listed for dental care can only be extended for a period of one
year from the date of the patient examination.
In consideration for the professional services rendered to me, or at my request, by the Doctor, I

agree to pay therefore the reasonable value of said services to said Doctor at the time said
services are rendered, or within thirty(S0) days of billing if credit shall be extended. I further
agree that the reasonable value of said services shall be billed unless objected to, by me, in
writing, within the time for payment thereof. lfurther agree that a waiver of any breach of any
time or condition here under shall not constitute a waiver of any further term or condition and I

further agree to pay all costs and reasonable attorney fees if suit be instituted here under.
Also to the best of my knowledge all of the preceding answers and information provided are true
and correct.

PRIMARY CARE PHYSICIAN

Name

PHARMACY INFORMATION

Signature of patient/parenVguardian

Michelle Yilanjian, D.M.D.
534 North Broad Street
Lansdale, PA19446

!k*#



Name Date of Birth

AUTHORIZATION OF RELEASE OF INFORMATION

( ) TAUTHORIZE THE RELEASE OF TNFORMATION TNCLUDTNG THE ENTTRE CONTENTS OF DENTAL
RECORDS, INCLUDING DIAGNOSIS, TREATMENT DETAILS AND FINANCIAL INFORMATION.
THIS INFORMATION MAY BE RELEASED TO:

) Spouse.

) Child(dren)

)Other
)lnformation is not to be released to anyone.

understand that I have the right to revoke this Authorization, in writing, at any time by notifying this office. Such
revocation will not alfect actions taken by the requesting person prior to the date her or she received the written
revocation. I understand that my healthcare provider cannot condition treatment on whether I sign this Authorization.
This Authorization will remain in effect until terminated by me in writing.

MESSAGES

Please call ( )my home ( )my work ( )my cell number
lf unable to reach me:

( ) you may leave a detailed message
( ) please leave me a message asking me to return your call

The best time to reach me is (day)_ between(time)

Signature. Date:_l____l

POLICIES REGARDING CANCELLATIONS AND NO-SHOWS

The following are the policies of Blooming Smiles DentaUMichelle Ylanjian, D.M.D. regarding cancellations and no-
shows:

-We require 24 hours'notice in the event of a cancellation.

-ln situations where a patient cancels or no-shows for his/her appointments, we reserye the right to charge
$50.00 for a cancellation without proper notice. The charge will not be covered by insurance and will have
to be paid by you personally.

We take this subject seriously for two reasons:

-When you do nol come for your scheduled appointment, it can affect your treatment.
-Your missed appointment time could have been used for another patient with an urgent issue.

We appreciate your cooperation with this policy.

Print Name Signature Date

Michelle Yilanjian, D.M_D.


