
About You

Kobc*C G;iiclna. DDS fC
T" hJp," b"*.' 

".*.9",, pt.sc f;llout thcsc fom5 forus. Th".tgou tot gout coopcratto^.

Today's Datel

SS *lBirth Date: E Male

Marital Status: o Minor o Singl€ D Maded o Other

Home Address: _ A^,rhpn, ,

coun9:ZiplCity/state:

Employer:

Cottact Inforutiotl

Exr _ Cell #:

Pager f: Emailr

City/State: Zi,pl County:

Are any family mmbers' patients of Dr Gitt€lmars'? s Yes o No If yer please list:

How did you henr about oul office? o Yellow Pages/Ad

In €ase of emergency who should be notified?

Relarjon | --..-phone:
Refiofisible Pafty

Person Respo6ible for Account:

Dale of Eirth: s.s. r:
Hotne Address:

City/Statel Zip. County:

Insuftftcc Iftfonnatiotl

Dental Coverage o Yes o No - If no, skip to next section

Primary Insurance Comphy Name & Address:

Group f: ID}:

Insured's Date of Birth:

Insured s S9: IGUed's Employerl

Secondary lnsurd(e Company Nme & Address:

Group #l ID' :

lNued's Date of Birth:



Medical afld Defltal History
To receive ireahneni in this office you must ansi,er all questions on this history form.
The questions asked relale directly to the safe and eff€ctive treatment you are to re€€iv€ in the offie - io the best of you ability honest
arowers must be given.

If you are unsure of the quesuoq uNure of your answer, or wh€ther the question relates to your medical condition, you are to disclss
the matter with the doctor.
To properly evaluate your current health status it may be nec€ssary for dle dentist to contact your physician.
ALL INIORATION YOU SUPPLY TO THE OFFICE ON THIS FORM, AND THE SUBSEQUENT TNTERVIEW BY THE DENTIST
AND INFORMATION RECBIVED FROM YOUR PHYSICIAN OR ANY OTHER SOURC4 I{ILL BE HELD IN THI STRICTEST

CONFIDBNCg AND WILL NOT BE DISCLOSED WTTHOUT YOUR EXPRESS AND WRITTEN PERMISSTON.

1 . Nde, address & phone f of your physician's Nme:

2- Dale of Last Visit:

3. Do you suffer fiom any disability? If yes, descdbe:

4. Have you ever, or do you now take illegal drugs? _ lf y6, whatd.uSs, and when taken?

5. Do you have AID' or are you HIV- positive?

Notet Therc are drug6 and ,flztfications tseA in rc tifle dental care th.t are inconpatibl with selefll i\egal dtugs.
'Ihe .lfe.t ol the conbi@tion na! be dangdds to yoltr heolth ard nay be fatal.

If yes, arrent siatus:

6. Do you now have, or have you ever had a venereal disease? _ If yes, d6cribe:

7. Have you aer had. or do you now have hepatitis? _ IJ yes, describe:

8. For femala: Are you preSndt? _ lfyes, when areyou due?

10. Have you had ey ssious illnesses or operatioro? _If y6, desc.ibe:

9. For femaler: Are you taking birth control pills? _ Note:There ate dflgs & nadicatioflusedi toutifle Aeftal.drc

that de.reases the efie.tiodess ofbirth.o,ttrol pills.

11. Has a doctor told you that you need antibiotics to Fe-medicate for dmtal work?

12. List all medications you are now taking or hav€ taken pr€viouEly on a re8llar basir indude over the @mter medication and

13. Have you ever had d alergic reaction to medication? 
- 

If yes, desdibel

o High Blood Pressure

o Codeine AllerAy

o Cough up Blood o Codisone Treatmmt

o Sho.tness of Breath
o Skin Rash
E law loint Pain
o Thyroid Problems

o Epilepsy
E Fainting

E Chenothefapy

14. Lisl ay known aler8ies:_

Please check all ofthe followingyou have had or have (unentlv:

D Arthritis, Rh4mtism o Deprssion
o A*ificial Heart Valves o Cougt! Persistent

E Cirolatory Problerns o Hay Fever

o Chemica I Dep€ndency OTHERT

o Sinus Trouble

o Milral Valv€ Prolapse

o Hepatitis



Defltal Historu

1. Previous Dentist:

2. Last FUI Mouth X-rays? _Do you have any of your X-rays or dental records?

3. Areyou ir sy type ofdental paLn?

In rspect io any prcviou6 dent t treatrnent have you:

4. Ever fainted?

s. Had ailergjc reaction?

Ary other omplications during following d€ntal treatrnent?

Do your gums bleed whe brushing or eating?

Do you suffer from bad breath?

7.

8.

9.

10.

11.

Are any of your teeth sensitive to h€at, csld or pressure? _ Whm?

Do you g nd your teeth or clench your jaw? Do you wake up with soreness to your jaws?

Have you ever been told you have had g18 dis€ase or have any periodontal hisrory? rf so, desdibe:

12.

't3.
Would you like your reeth to be whiter?

Do you have any other dental concerns or mmplaints?

ro the best ol rnr knouledse, th. lorcgoiflg questions haoe been a.cLntery a"suercd.
"I ltfl.lelstanal that shotlal thete a change h ,fy healtlr illting mg iletttal tEatndt,

I arn to i,ion th. dettist at the earli$t possible tin ,"

Patient's Initials Dentisfs Initials

Authortzadofl o d Release
I authorize md requeor my insurane empany to pay diGtl), ro the denrisr or deral 6roup irourdce boefits otheNise payable ro me. I un.l€rrrmd
that I d fimnci.lly rsPo$ible for .rl chrrge. whethei or not p.id by isuidc. I aurhoriz rhe lelea* of any inlofrtiorr inclu.tinE fie diagnosis
and reords of treatmenvexamiMrion rendercd, to my irourane cmpany and orhd health@rc prcvideE as n@sary. r" ou. om*, pr,otogrnph" *.y
be laken of our Patienb for aid in detemining PrcPer diatlosis and to help visuatia wnh the apprcpriare treahent optioro, I hereby aurholize Roberr
C Citlelman DDs rc to |ake PhotoEraphs of ny fae, iaws, dd te0l. I understand that the phoroEraphs wiu be ued in a Eord of my @re and may be
used for educalion.l purpo*r.

Coflseflt for Seruices
As a .ondition of you! rrcaimdt by this oftice, fimncial ane8€renB must be made in advnce be delermined befoF trearhent. All enersens dental
servi.esl or dy <tolal seryices Pedormed without p@iM 6@cial aEangenqts, musr be paid for in cash at rhe rim" t"*.* u* p"tr"i.O. t"ti".t
who .arry dmtal ir6ur.@ @ddstand that a[ dental seNi6 tumished are .harged diEdy ro the paridt dd thar he or she ij pe.sauy Esporoible
for Palmcnl of aU ddtat *rice6. Ilis offi.e will h€lp prepd.e the patients iNulan e for@ or ast in @ting .ole.rioD f.om iNhrce @hpdis ,nd
will ftedit any such @llectjons to the patien(s aeount, Howwer, this detal ofie .amor rmder &eies on rhe emption thrt ou cha.ges will be
Paid by an insuac @mPany. A service charge of r.s % pe. nonth G8% pd amum) d rhe upaid balm.e wiI be char8ed on all acm;rj *@ding
60 days, unless Prdiously Minen Snd.ial a[dgemenb arc stis6ed. h .tuidenrion for the prcfe$ionnl eryies isi*a ,o *", .. ., 

-y 
*9"."i

by th€ Ddtor, I atle to Pay th€refore the redonable value of 6aid seLes to sid Do.tor, o! his assign@, at rhe tihe sid seMces de rendft4 d
within five (5) days of biuing if credit shall be qtended. I turthe. aSEe that the r@ndble valu€ of eid *pices shau be s biled untes objere.t ro, by
de, in wndn& wiftin the time for Payment th4of, I E.ant my pelnision to you o! your ditne, ro tetephone me al home or work ro dis(ss ma e$



I have read the above conditions of teatment and payment and agre€ to their conlenl.

SiEnature of Patienl paeit or gu.rdid
Rel.tiochip to Patie :

Rel.tionship to P.tiot
signat@ of gudntor of pat mstelposibl€ p.dy

MEDICAL UPDATE *IF YES, HAVE PATIENT COMPLETE MEDICAL HISTORY UPDAT! TORM.

DATE INITIALS CHANGE
"YES" "NO"


