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“Experts in Creating Healthy Attractive Smiles” 

7155 N. Port Washington Rd. --  Milwaukee, WI  53217 

(414) 531(414) 531(414) 531(414) 531----3482348234823482    

    

    

Patient InformationPatient InformationPatient InformationPatient Information    

Date_______________________________________ Home PhoneHome PhoneHome PhoneHome Phone (________)_________________________________ Cell PhoneCell PhoneCell PhoneCell Phone (_________)_______________________________ 

NameNameNameName_____________________________________________________________________________ SS#/Patient ID#SS#/Patient ID#SS#/Patient ID#SS#/Patient ID#______________________________________________________ 

Address__________________________________________________________________________________________________________________________________________________ 

City______________________________________________State___________________Zip________________Sex   ____M     ____F    Age_______   Birthdate ________________ 

_____ Married _____Widowed _____Single _____Minor  _____Separated _____Divorced 

Patient employer/School________________________________________________________Occupation__________________________________________________________ 

Employer/School address_________________________________________________________________________Employer/school phone (_____)___________________ 

Whom may we Thank for referring you?Whom may we Thank for referring you?Whom may we Thank for referring you?Whom may we Thank for referring you?___________________________________________________ 

EEEE----MailMailMailMail_______________________________________________________________________________________ 

In case of EmergencyEmergencyEmergencyEmergency who should be notified? ___________________________________________Emergency PhoneEmergency PhoneEmergency PhoneEmergency Phone (_____)____________________________________ 

Primary InsurancePrimary InsurancePrimary InsurancePrimary Insurance    

Person Responsible for AcPerson Responsible for AcPerson Responsible for AcPerson Responsible for Accountcountcountcount_______________________________________________________________________________________________________________________ 

Relation to PatientRelation to PatientRelation to PatientRelation to Patient____________________________________________________ Birthday  ____________________________ SS#______________________________________ 

Address______________________________________________________________________________________________________ Phone (_____)______________________________ 

City_____________________________________________________________________ State________________________________ Zip________________________________________ 

Person responsible Employed by_________________________________________________________________Occupation__________________________________________ 

Business Address_________________________________________________________________________________Business Phone (______)______________________________ 

Insurance CompanyInsurance CompanyInsurance CompanyInsurance Company______________________________________________________________________________________________________________________________________ 

Contract #___________________Contract #___________________Contract #___________________Contract #____________________________________________________________________________________________________________________________________________________________________ Group#_____________ Group#_____________ Group#_____________ Group#______________________________________________ Subscriber #________________________________________________ Subscriber #________________________________________________ Subscriber #________________________________________________ Subscriber #__________________________    

Dental HistoryDental HistoryDental HistoryDental History 

Reason for Today’s VisitReason for Today’s VisitReason for Today’s VisitReason for Today’s Visit_________________________________________________________________________________________________________________________________ 

Date of last dental care___________________________________________________ Date of Last dental _______________________________________________________ 

Former Dentist___________________________________________________________________________________________________________________________________________ 

AddressAddressAddressAddress__________________________________________________________________________________________________________________________________________________ 

Check  if you 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 collection b/w teeth __Sensitivity to cold  __Sores in your mouth 

Drs. Ellie & Carlos Parajon are pleased to welcome you to our practiceDrs. Ellie & Carlos Parajon are pleased to welcome you to our practiceDrs. Ellie & Carlos Parajon are pleased to welcome you to our practiceDrs. Ellie & Carlos Parajon are pleased to welcome you to our practice.  Please take a 

few minutes to fill out this form as completely as you can.  If you have questions we’ll be 

glad to help you.  We look forward to working with you in maintaining your dental health. 

http://images.google.com/imgres?imgurl=http://www.jmeacham.com/images/daily.5/check.mark%2520(Small).jpg&imgrefurl=http://www.jmeacham.com/reading.htm&h=480&w=640&sz=45&hl=en&start=210&sig2=C6ntwE4XlvCvbDNfn8ZgKQ&um=1&tbnid=qFjR4pFA8FMZqM:&tbnh=103&tbnw=137&eid=&eid=pAheR7vwA4zsgQKV8Jm6Dw&prev=/images%3Fq%3Dcheck%2Bmark%26start%3D189%26ndsp%3D21%26svnum%3D10%26um%3D1%26hl%3Den%26rls%3Dcom.microsoft:en-us:IE-SearchBox%26rlz%3D1I7SUNA%26sa%3DN


MedicalMedicalMedicalMedical Histor Histor Histor Historyyyy 

Physician’s NamePhysician’s NamePhysician’s NamePhysician’s Name_________________________________________________________________________________________ date of last visit______________________________ 

Have you ever taken any of the group drugs collectively referred to as “fen“fen“fen“fen----phen?” phen?” phen?” phen?”  These include combinations of lonimin, adipex, fastin            

(brand names of phentermine), pondimin (fenfluramine), and redux (dexfenfluramine).  _____Yes  _____No 

Have you had any serious illnesses or operations?   _____Yes _____No 

If Yes, 

describe__________________________________________________________________________________________________________________________________________________ 

Have you ever had a blood transfusion? _____Yes _____No If Yes, give approximate 

dates_________________________________________________________________________ 

(Women) are you Pregnant? _____ Yes _____No Nursing?  _____Yes _____No Taking birth control pills? _____Yes _____no 

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

_____Anemia  _____Cortisone Treatments _____Hepatitis  _____Scalet Fever 

_____Arthritis  _____Cough, Persistent _____High Blood Pressure _____Shortness of Breath 

_____Artificial Heart Valves _____Cough up blood  _____HIV/AIDS  _____Skin Rash 

_____Artificial Joints  _____Diabetes  _____Jaw Pain  _____Stroke 

_____Asthma  _____Epilepsy  _____Kidney Disease  _____Swelling of feet or ankles 

_____Back Problems  _____Fainting  _____Liver Disease  _____Thyroid problems 

_____Blood Disease  _____Glaucoma  _____Mitral Valve Prolapse _____Tobacco Habit 

_____Cancer  _____Headaches  _____Pacemaker  _____Tonsillitis 

_____Chemical Dependency _____Heart Murmur  _____Radiation Therapy _____Tuberculosis 

_____Chemotherapy  _____Heart problems  _____Respiratory Disease _____Ulcer 

_____Circulatory Problems _____Hemophilia  _____Rheumatic fever  _____Venereal Disease 

Medications:  List medications you are currently taking: ____________________________________ ____________________________________ 

 ___________________________________  ________________________________________________ ____________________________________ 

 ___________________________________  ________________________________________________ ____________________________________ 

Allergies:________________________________________________________________________________________________________________________________________________ 

AuthorizationAuthorizationAuthorizationAuthorization        

I certify that I, and/or dependent(s), have insurance coverage with (Insurance Name) 

_________________________________________________________ and assign directly to Drs. C & E Parajon all 

insurance benefits, if any, otherwise payable to me fo services 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 dentist(s) may use my health care information and may disclose such information to the 

above-named Insurance Company(ies) and their agents for the purpose of obtaining payment for services 

and determining insurance benefits or the benefits payable for related services.  This consent will end 

when my current treatment plan is completed or one year from the date signed below. 

Payment is due in Full at Time Of Treatment unless prior arrangements have been madePayment is due in Full at Time Of Treatment unless prior arrangements have been madePayment is due in Full at Time Of Treatment unless prior arrangements have been madePayment is due in Full at Time Of Treatment unless prior arrangements have been made    

Signature of Patient, Parent, Guardian or Personal 

Representative____________________________________________________________________Date___________________________

Please print name of patient, Parent, Guardian or Personal 

Representative________________________________________________Relationship to Patient__________________________ 
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