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Patient Information
Patient Namdg, Date:
Last Flrst Mi
O Male O Female O Married O Single O Child O QOther
Social Securify #: Birth Date:
FPhone (Home). (Cell); Email:
Address: ;
Street Apartment # i
City State Zp Gode
Health Information
Date of Last Dental Visit; Reason for this visit:
B
Have you evier had any of the following? Please check those that apply: 3
O AIDS O Excessive Bleeding O Liver Disease O Stroke
0 Allergies _| O Fainting O Mental Disorders O Tuberculosis
_ 0O Glaucoma 0 Nervous Disorders O Tumors
O Anemia 00 Growths O Pacemaker O Ulcers
O Arthritis O Hay Fever O Praghancy O Venereal Disease
O Artificial Jqgints O Head Injuries Due date: 1 Codeine Allergy
O Asthma O Heart Disease O Radiation Treatrment O Penicitiin Allergy
O Blood Disgase U Heart Murmur O Respiratory Problems OTHER:
O Cancer O Hepatitis O Rheumatic Fever [m}
O Diabetes I High Blood Pressure 0 Rheumnatism
0O Dizziness [ Jaundice O Sinus Problems O
O Epilepsy O Kidney Disease [ Stemach Problems
« Have you qver had any complications following dental treatment? O Yes O No
If yeg, plemse explain:
= Have you Heen admitted to a hospital or needed emergency care during the past two years? T Yes O No
If yes, pldase explain:

» Ara you now under the care of a physician? O Yes O No

If yes, plegase explain:

+ Name of P

= Do you ha
If yes, plg

To the best
any change

hysician:

Phone:

ase explain;

e any health problems that need further clarification? [1Yes O No

Date:

hf my knowledge, all of the preceding answers and information provided are true and correct. i | ever have
n my health, 1 will inform the doctors at the next appaintment without fail. i

|

Signature of

natient, parant or guatdian

Whorn may

O DentT
Name of peyson or office referring you o our practice:

Office O Yellow Pages 0 Newspaper

Referral Information

we thank for referring you io our practice? OAncther patient, friend LAnother patient, relative

O School O Work O Other
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Spouse or Responsible Party Information
The following is fpr: [ the patient's spouse [ the persen responsible for payment
Name:
0 Male O Female O Married O Single OChild O Other
Social Securify #: Birth Date:
Phone (Homg): (Cell): email:
Address:
treet Agartmant #
ity Slate Zip Goda
Employment Information
Tha following is for: [ the patient L the person respansible for payment
Employer Nafne: Occupation:
Address:
Firest City State Zlp Code
Insurance Information
Primary
Narme of Insyred; Is insured & patient? [ Yes O No
Last Fir=t M i
Insured's Birth Date: S50 # Group #;
Insured's Adgress:
Streat City Stata Zip Gode

Insured's Errfplayer Name:

Patient's felationship to insured: O Self [ Spouse O Child O Other
Insurance Plan Name and Address:

Secondary
Name of Insfired: Is insurad a patient? O Yes 0O Np
Last Flrst M1 i
tnsured's Birfh Date: 10 # Group # i
Insured's Adfiress:
Thrael Tity State 7P Lera

[nsured's Employer Name:

Patient's|relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name and Address:

i
b

Eugﬁ.;:

Consent for Services

As a candition of yodr freatmant by this affice, financiat arrangements must be made in sdvance. The practics depends upon reimbursemant from the patients far the costa Incutred In 1h€1ir care and
financial responsibilily on the part of =ach patient rmust be determinad bafora traatmant,

All amargency denta} services, ar any dental servicea parformed witheut previous finandial arrangemente, must ba pald for in eesh 5t the time servicas are parformad.

Patignts who carmy dntal insuranes underatand thet all dental servieas fumishred are chargad dirclly to the patisnt and that he or she is personally rezpensible for payment of all dentaljservices. This
affice will help prapge the pationts insurance forms or assist In making collactions from insurance compantas and will credit any such callectians o the patient's account. However, this dantal offica
cannat rengdar serviges on the assumptian that our charges will ke paid by an insuranse company.

A service chargs of |%% per month (18% per annwm) on the unpaid balance will e charged on all accounts exsesding 80 daya, unless pravicusly written financial arrangoments are catisfied.
| understand that thd fee eetimata llsted for thie dental cara can only ba axtended for & period of gix monthe from the data of the patient axamination.

In consideration for e profeasional sarvicas rendsred to me, or at my requast, by the Dottor, | agres ke pay therefors the reascnable valua of said services to said Doclor, or his azssignéa, sl the time
said seivicas are regdarad, or within five (5) days of billing if cradit shall b sxtended. [ furthar agres that tho reaaenaric value of seid sarvioes shall be as billed unless objected to, by me, in witing,
within the time for pgymant theracf, | further agres hat & waiver of any breach of any time or conditlon harsundar shall not constitute a waiver of any further term or condition and | furhel agraa to pay all
aosts and reasonable attomey feas if suit be instituted harsurdear. 1
| grant my permission to You or your a55ignes, to telephone me at heme or at my work {0 digeuss mattera relsted to this form.

| have read the|above conditions of tréatment and payment and agrae to their content.

Date: Retationship to Patient:

Signature of p4ttent, parent or guardian

Date: Relationship to Patient:

Signature of garantor of paymeant/responsible party




