PATIENT INFORMATION

Patient Narma: Date:
Last, First ]l {Profarred Name)

Sacial Security No.: Birth Date: Gender. Family Status:
Phone (Hame): Wark): Ext Best tima to call:
Address

Strosat Apanmant #

City Sials Zip Code
In case of emeargency, notify: Phione:

Preferred appointment tmes: O Maoming O aAftemoon OEvening OAnyTime OM OTOW OT OF OS5

EMPLOYMENT INFORMATION

The following information s for: O The patient O The person responsible for payment  Insurance: Yes Ma
Emplayer Mame Crocupation:
Address
Stroet City, Siate Zip Coda Phaong
HEALTH HISTORY
Date of Last Dental Visit Reazon for this visit

Have you ever had any of the following? Please check those that apply:

0 AlDs O Fainting O Liver Disease O Stroke
O Allergies 0O Glaucoma O Mental Disorders O Tuberculosis
O Growths O Mervous Deorders O Tumars
O Anemia O Hay Fever O Pacemaker O Ulcers
O Arthritis O Head Injuries O Pregnancy O Yenereal Disease
O Artificial Joints O Heart Disease Dua date: O Codaine Allergy
O Asthma O Heart Murmmur O Radiaticn Treatmeant O Penicillin Allergy
O Blood Disease O Mitral Vale Prolaspe O Respiratary Problems O other;
O Cancer (MVIP) O Rheumatic Fever
O Disbetes O Hepatitis O Rheumatism
O Dizziness O High Blood Pressure U Sinus Problems
O Epilepsy O Jaundice O Stomach Problems
O Excessive Bleading O Kidney Disease

Allergias o Medications:
Are you taking any of the follawing 7

&, Antibiotics or sulfa drugs? ___¥es Mo H. Insulin, toloutamidedorinasa). __ Yes Mo

B. Anticoagulants (Dlood thinnersy:  ___Yes ___ No I. Digitalls or drugs for heart frouble: __ Yes __ No

. Medicine for high blood prassure: _ Yes _ Mo J. Mitroglycsrin: __Yes __ Mo

0. Cortisone (steroids): ___"es__ Mo K. Coumadn: ___Yes __ Mo

E. Tranguilizers: ___Yes __ Mo L. Oral contraceptive or other —_Yes Mo

F. Antihistamines: __ Yes Mo harmanal therapy:

. Agpirin: ___Y¥es __ Mo

1. Are you in good health? __Yes __ Mo

2. Has there been any change in your ganeral health within the past year? ___Yes __ Mo

3. Are you now under the care of a physician? ___Yes ___No
If yes, name of physician:

4, Hawve you had any serigus illness or operation? ___Yes __ Mo
It 80, whal was the ilness or operation?

5 Have you been hospitalizad or had a sarous liness within the past five (5) years? ___Yes __ MNo
If 30, what was the problem?

6. Have you had any senous trouble associated with any previous dental treatment? ___Yes Mo
If 30, explain:

7. Do you have any disease, condition, of problem not listed above that you think | should know about? _ Yes Mo

I If 50, explain:




HEALTH INFORMATION (CONTINUEIM
List all Drugs/MedicationsHerbal Supplements you are taking and conditions being treated:

MEDICINKES CONDITIONS
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----------------------------------------------------------------------------------------------------------------------------------------
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Pharmacy Mame: Phone:

REFERRAL INFORMATION

Whom may we thank far refarring you to our practice?
O Another patient, friend O Newspaper O Dental Office O Yellow Pages
O Ancther patient, relative O School O Wark O Other

Name of person or office referming you to our practica:

CONSENT FOR SERVICES
EPAYMENT
Al dental services must be paid by check, cash, credit card V154, MASTERCARD, DISCOVER) at the time services are
performed. There is 2 $30.00 fee for returned checks for non-sufficient funds.

Fatients who carry dental insurance understand that all dental services furished 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
forme or assist in making collections from insurance companies and will credit any such collections to the patient's account.
Howewer, this dental office cannat render services on the assumption that our changes will ba paid by an insurance
company.

& service charge of 1% per month (168% per annum) on the unpaid balance will be charged on all accounts excesding &0
days, unless previausly written financial arrangemeants are satisfied.

TREATMENT PLAN COST ESTIMATES

I understand that the fee estimate ksted for this dental care can only be extended for a period of six months fraom the date of
the patient examination,

TELEPHONE COMMUNICATION

I grant my permission to you or your assignes, io telephone me at home or at my work fo discuss matiers related to this
form.

CANCELLATION FEE
There is @ $30.00 charge for any appointmant nat cancelled 24 hours in advancos.

I hawve read the above condifions of treatment and payment and agree too their content

Signature of patient, parent, or guarantor of paymentiresponsible party Date




