
PATIENT INFORMATION 

Date ___________ _ 
First Nam,-. _____________ Last Name 
Preferred Name Address , 

____
_

__________ Middle Initial __ _

City, State, Zip 
-----------------------

Home Phone ___________ Work Phone ______ _____ CeJJ Phone 
□Male □Female □Minor □Single □Married □Domestic Partner

-----------

Birth Date. __________ Social St:curity # _________________________ _ 
Employer ______________ Occupation 
Who may we thank for refening you to our office? 

-------------------------

E-mail Addrcss
7 

____________________________________ _ 
Drivers License# _________ _ 
Emergency Contact. ____________________ Phone 
Spouse S E I 

----------------
pouse mp oyer. ___________ Spouse Employer Ph.# _________ _ 

RESPONSIBLE PARTY INFORMATION 

Who is responsible for the account?

Relationship to Patient Ri"rth Date . _______ Driv<..-r's License# 
Social Security# ______________ E-mail Address 

---------

Address --:--------------Phone (cell/hm) Offi 
City, State, Zip 

--------- ce: ________ _ 

Employer Occupation
=====-------------------

PRIMARY DENTAL INSURANCE INFORMATION 

Name of Insured -:--___________________ Relationship to Patient 
lnsured's Birth Date Jnsured's Social Security# 

------------

Employ�r D E l ed ate ·mp oy _______ Occupation 
Insurance Company 

------------

Claims/Insurance Company Address 
City, State.Zip 

----------------------------

Group# _____________ Subscriber ID#
----------------------

SECONDARY DENTAL INSURANCE INFORMATION 

Name of lnsured ____________________ Relationship to Patient ___________ _ 
lnsured's Birth Date lnsured·s Social Security ii,�--------------------
Employer Date Employed _______ Occupation ___________ _ 
Insurance Company, _______________________________________ _ 
Claims/Insurance Company Address __________________________________ _ 
City, State, Zip _______________________________________ _ 
Group# ___________ Subscriber ID#, _______________________ _ 

CONSENT 

I understand that responsibility for payment of dental services in this office for myself and my dependents is mine: due and payable at the time services are 
rendered unless financial arrangements have been made. I understand that I am responsible for all costs of collection including attorney fee , collection fees 
and court costs. 1 understand that 1my unpaid balnnce will be ru.sesst!d interest at the mte of 18.00o/o ( 1.5°'.. monthly). I mu ranee claims arc filed H a 
courtesy, but lt ls my responslblllty to see that the claims arc paid. 1 fully under tand th:&t J am responsible fur payment or fees not c1wered by
Insurance. I also assign all benl!fits co Name of Provider. I authorize the submi sion of claims without obtaining my signature on each and every claim
submitted. I give my amhorization and cott ent fort.reatment after having a full explanation ofpro,,osed treatment, alternatives, and risks by my dentist. I 
have been advised ofmy privacy rights as provided by the Healthcare Tnfo1m:1tion Portability and Accountability Act of 1996. l hereby authorize this 
provider and its employees, agents and assignees to contact me ,·ia e-mail, text messaging and to my cellular devices. 

Signature ___________________________ _ Da;e ____________ _

Dentist Signulure __________________________ _ Da:c ____________ _



MEDICAL HISTORY 

CIRCLE ANY OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE: 

A-FIB 
AIDS/HIV Pos. 
Alcoholism 
Allergies-Seasonal 
Alzheimer/Dementia 
Anemia 
Angina Pectoris 
Arthritis/Rheumatoid Arthritis 
Artificial Heart Valve 
Artificial Joints (hip, knee, etc.) 
Asthma 
Bishphosphonate Therapy 
Blood Thinners 
Blood Transfusion 
Bruise Easily 
Cancer 
Chemotherapy 
Congenital Heart Lesions 
Diabetes 

Cosmetic Surgery 
Drug Addiction 
Eating Disorder 
Emphysema/CO PD 
Epilepsy or Seizures 
Fever Blisters 
Gord 
Glaucoma 
Hay Fever 
Heart Disease or Attack 
Heart Murmur 
Heart Pacemaker/Stent 
Heart Surgery 
Hemophilia (bleeding problems) 
Hepatitis A (infectious) 
Hepatitis B (serum) 
Hepatitis C 
High Blood Pressure 
High Cholesterol 

YES NO 

□ □ 

Kidney Trouble 
Liver Disease 
Mltral Valve Prolapse 
MS 
Nervousness 
Osteoporosis 
Pain in Jaw Joint 
Pregnant (presently) 
Psychiatric Treatment 
Radiation Treatment 
Rheumatic Fever 
Sexually Transmitted Disease 
Sinus Trouble 
Sleep Apnea/C-pap 
Stroke 
Thyroid Disease 
Tobacco (any form} 
Tuberculosis (TB} 
Ulcers 

ucnuu Nlliou"' Do you have any CURRENT HEALTH PROBLEMS? 
Are you under a PHYSICIAN'S CARE now? □ D HOW LONG SINCE you have seen a dentist? 

YES 

Last COMPLETE Dental Exam, Date; 

Nll 

Explain: Last RJLL MOUTH X,RAYS, DATE: (20 Small Rims or Panoiamlc 

LIST ALL MEDICATIONS (you're currently taking) 

ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE f OLlOWltlG MEOICATIOIIS? 
Aspirin Erythromycin Nitrous Oxide 
Codeine Latex {balloon, gloves, etc.} Penicillin 
Epinephrine Local Anesthetic Sulfa 
Are you aware of being allergic to any other medications or substances? 

Are you having PROBLEMS now? n D 
WHAT? 
Is your present d�ntal health GOOD? 
Do you wear DENTURES? (Partials or FulO D 
Are you UNHAPPY with your dentures? LI 
Are you Interested in Permanent Tooth Replacement? 
Are you APPREHENSIVE about dcn:al treatment? J 
Have you had any PERIODONTAL (GUM) treatments? □ 
Do your gums BLEED. or feel TEN!l:R or IRRITATED?
Are your teeth SENSITIVE to hot, cold, sweets. pressure? JclrclOJ 
Are you UNHAPPY with the APPEARANCE of your teeth? 
Are you aware of GRINDING or CLENCHING your teeth? � 

Do you have HEADACHES, EARACHES, or NECK PAINS? -

Have you worn BRACES on your teeth? (ORTHODONTICS) � 

Do you have DISCOLORED teeth that bother you? 
Would you fike your smile to LOOK :3ETTER or DIFFERENT? □ □ 
Do you REGULARLY use DENTAL H..USS? I I D 

Name of Previous Dentist: 

City: State: 

Please RANK the folOWillO in Ille ord!r h which th8'j WOl,ld KEEP YOU FROM havino dental treal/llent 

FEAR of pain # LACK of concern # 

COST of treatment II MISSING work time #

If Yes, please list ________________________________ _

Is there any other Medical or Dental information that you feel I should know about? _________________ _ 

Family Physician ________________ _ Phone No. _____________ _











= 

Mauck and Ricci DDS PC 

Authorization to Release Dental Records 

Please release the dental records for the following patient: 

Patient Name: __________________ _ 

Date of Birth: 
------------

Please Include copies of current x-rays and any other mformat,on related to this patient, 
Including any implant information rf applicable. 

Purpose for which information rs needed: 

____ Transfer of records _____ S.econd opinion _____ Other 

Please forward the above requested informat_ion to: 

Matt Mauck, DDS 
Andrew Ricci, DDS

3131 S. Vaughn Way, Ste 422 
Aurora, CO. 80014 
303-745-1400

Or email to : info@betteryoursm1le com (We prefer Oexis or Jpeg) 

Patient Name: (please print) ______________ _ 

Patient Signature'. __________________ _ 
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