Patient Information
Patient Name: __ Date:
Last, First ~ Ml (Preferred Name)
Gender: Family Status.
Sccial Security # Birth Date:
Phone (Home): {(Wark): Ext: Best ime to call:
Preferred appointment times: [ Moming O Aftemoon [J Evening D AnyTime Owm Ot Ow O OF
Address.
Street e-mail address
City State Zip Code
L Health Information
Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O AIDSHIV+ O Hay Fever [ Thyroid Problems O Allergies :
O Allergies O Head Injuries O Scariet Fever e Aspirin
[ Heart Disease O seizures *  Codeine

O aicohol/Drug Abuse O Hean Murmur O Rneumatism *  Dental Anesthetics
O Anemia O Hepatitis [ Sinus Problems ¢ Enthromycin
O Anthvitis O Hemophilia O Stomach Problems e Jewsky
0 Artificial Jaints £ High Blood Pressure 0 Stroke o Latex
O Asthma O Jaundice O Tubercuosis o7 Melsls
O Blood Disease O Kidney Disease O Tumors v Poriclin
O Biood Transfusion O Liver Disease O Uicers * _ Temoycine
O Cancer O Mental Disorders 0 Venerea! Disease a4
O Diabetes O Mitral Valve Proiapse O Antificial Heart Vaives OTHER:
O Dizziness 0O Nervous Disorders 0 History of Endocarditis o
O Epilepsy O Pacemaker 'O Any Congenital Heart Cond.
O Excessive Bleeding O pregnancy O Heart transplant (m]
g Fainting nDue date:_

Frequent Headaches Radiation Treatment p
O Glsucoma O Respiralory Problems E‘ m” : M:E ExToans f no of
O Growths O Rheumatic Fever
« Have you ever had any complications following dental treatment? [ Yes Ol No

If yes, please explain:
« Are you taking any Prescription/Over-The-Counter drugs? [ Yes DI No

I yes, please list:

« Do you require antibiotics before dental treatment? [ Yes O No

« For Women: Are you taking birth control pilis? [ es O No
Areyoupregnant? D ves ONo Week#
Are you nursing? [ Yes O No

o Are you currently in pain? O Yes K No
If yes, please explain:

» Have you been admitied to a hospilal or needed emergency care during the past two years? Oves ONe
If yes, please explain:

« Are you now under the care of a physician? [ Yes [ No
If yes, please explain:

« Name of Physiclan: Phone:

« Do you have any health problems that need further clarfication? [ Yes Ol No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any change in my health, | will inform the doctors &t
the next appointment without fai,

Date:

“Signature of patient, parent or guardian

. Referral Information

Whom may we thank for referring you to our practice? DJAnother patient, friend  CAnother patient, relative
O Dental Office . [ Yellow Pages [ Newspaper [ School O work O Other

Name of person or office referring you to our practice:




Spouse or Responsible Party Information
The following is for: [ ihe patient's spouse O the person responsible for payment -
Name:
OMale O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Sbosl Apanment #
oy e State . Zg Code i
Employment Information
The following is for: [ the patient ) the person responsible for payment
Employer Name: Occupation:
Address:
—5.- W
Insurance Information
Primary Insurance Company Phone Number
Address: &
Sweet Stwe Zip Code
Name of Insured: - Is insured a patient? O Yes O No
Last M
Insured's Birth Date: 1D #: Group #:
Insured's Address:
Suon Gy Tinle Zip Code
Insured's Employer Name:
Address. — i —n Yo
Patient's relationship to insured: 0 Self 0 Spouse O Child 0 Other
Secondary: Insurance Company Phone Number
Address:
Stost State Zip Code
Name of Insured: Is insured a patient? O Yes [ No
Ll Fust w
Insured’s Birth Date: D #: Group #:
Insured's Address: el
Swesl o Siste Zip Code
Insured's Employer Name: 3 z
Address: d
Sreat City State Zip Code
Patient's relationship to insured: O Self 0 Spouse 0 Child O Other
" 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.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are
performed,

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible
for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will
credit any such collections to the patient's account. However, this dental office cannot render services on the assumption that our charges will be paid by an
insurance company. We will accept assignment of benefits from Northeast Delta Dental, Delta Dental U.S.A., and CIGNA insurance plans. This may be revoked
at any time without notice.

A service charge of 1%% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 30 days, unless previously written
[|financial arrangements are satisfied.

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.
In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay therefore the reasonable value of said services 10 said
Doctor, or his assignee, at the time said services are rendered, | further agree that a waiver of any breach of any time or condition hereunder shall not constitute a
waiver of any further term or condition and | further agree to pay all costs and reasonable attomey fees if suit be instituted hereunder or collection fees if my
account is delinquent. - 2

lmmmwwamm.mmmmumuumm»mm‘wuum
| have read the above conditions of treatment and payment and agree (o their content.

Date: Relationship to Patient:

Signature of patient, paret or guardian

Date: Relationship to Patient:
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