Your ®C Dentist
N’ om

.C

PATIENT INFORMATION

*(This information is necessary for our liles and will be considered CONFIDEMNTIAL)

Date:

Patient's Name: Dot Age: Birthday:

Last Firat i Initial
Residence Address: $r e _ For how long?

Street Apl# Clty Zp
I patient is a minor, give name of parent or legal guardian:___ Relationship
Patientis: [] Married [ single [} Divorced [ Separated [ widowed O Minor
Driver License No. Social Security No. Res. Phone { s
Employad By: How Long? it o Oocupation
Businass Address: Bus. Phone | i
Person to contact in case of emergency: b FPhone { 1 =
Who may we thank for referring you? TRl Email Addrass:
Spouse’s Nama: -
Employad By: Cecupation: ___ Bus. Phone { )]
Name of nearest relative not living with you: SRR e Relationship: k s
Residence Address B Phone ( )

Street Apt# City Zip
Parson responsible for Lthis account % Relationship:
Address: : ROV e 1. - ___Phone ( ]

Sirest AplLH City Zip
PREFERENCE OF PAYMENT: [} Cash on day of treatment [ Visa Mo. LE
[ State Aid Mo. R - [} Mastercard No.

Mame of insurance company (primary insurance) i
Insured Person’'s Name o Birthdale Relationship Social Security No
Name of Group Dental Plan e Group Mo. Plan Mo. Name of Linion Local
Mame of insurance company (secondary insurance):
Insured Person’s Name B Birthdate Relationship Social Security No
Mame of Group Dental Plan Group Mo. Plan No. B Mame of Union Local

TERMS & CONDITIONS

hs a condiion of treatment by this office, | understand financial arangements 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 palient must be determined before reatment.

All smangency dental services, or any dental service performed without prior financial amangements, must be paid for in cash at the time services ane performed. | understand that
the dental sarvices fumished to me are changed directly bo me and that | am personally respansible for payment of all dental services. I | camy insurance, | understand mhat this office wil help
prepare my inswanca forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental ofice cannot render ssarches on the
the sesumplion that charges will be paid by an insurance company.

Assignmant of Insurance: | hereby authorize my insurance company 0 pay directly to my denfist benefits accruing to me under my policy.

A senvice charge of 1 1/2 % per month (18 % per annum) (but in no event more than the maximum rate permissible under state law) will be charged on the unpaid principle balance
on all accounts not paid within 50 days of treatment date.

I understand that the fee estimate listed for this dental case can only be exfended for a period of three manths from the date of the patent's examination.

In consideration of the professional senvices renderad ta me, or at my request by the Doctor andfor histher staff, | agree to pay, therefore, the reasonabde value of said senvices fo
sad Doctor, or his assignes. at the time said services are rendared, or within five (5) days of biling # credit shall be extended. | further agree that the reasonable term or condifion hareunder
shall not constitute a waiver of any further term or condition. | further agree that in the event thal aither this office or | institute any legal proceedings wither respect th amounts word by me for
senices rendered, the prevading party in such proceedings shall be entitied to recover all costs incumed incuding reasonable sttomey’s fioes

| grant my permissaon to you, or your assigns, 1o telephone me at home or &t my work fo discuss matiers pertaining to this fomm.

| have read the above conditions of treatment and agree to their content!

We ask that you pay for your visit &t the ime of service. Starfing July 1, 2007, we will be charging 310 fiee per statement for each outstanding account.

Pafient or Parent'Guardian Initials X
Flease be aware fhat there will be a charge for any broken appointments without 24 hour nofice. Fee will be maximurn allowed by insurance or $25.
: Fafient or Parent/Guardian Initials X
Pafient Signature: X g Date:
Parent’s/ Guardian's Signature if Patient is Minor, (Continued on Other Side)
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MEDICAL HISTORY

Although dental personnel pnimarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions

Are you under a physician's care now? (| Yes () No If yes, please explain:
«Have you ever been hospitalized or had a major operation? (1 Yes [ ) No If yes, please explain:
Have you ever had a serious head or neck injury? (| Yes | ! No If yes, please explain:
Are you taking any medications, pills, or drugs? -'_- | Yes __': Mo If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? (_| Yes [ ) No
Have you ever taken Fosamax, Boniva, Actonel or  —., P e B
anyother medications containing bisphosphonates? - Ly
Are you on a special diet? () Yes [ No
Do you use tobacco? () Yes [ ) No
Do you use controlled substances? : Yes : No
Women: Are you 1 oot = ) i
Pregnant/ Trying to get pregnant? | ) Yes (| No Taking oral contraceptives? { Yes | |No Mursing? | |Yes ( ) No
Are you allergic to any of the following?
|| Aspirin _| Penicillin | Codeine J Local Anesthetics Acrylic Metal Latex | | Sulfa drugs
| Other If yes, please explain:
Do you have, or have had, any of the following?
AIDSMHIV Positive “i¥es (i Mo | Corfisone Medicine Jfes {1 Ne | Hemaphilia "iYes () Mo | Radiation Trestments (") Yes () No
Alzhemer's Disease )¥es { I No | Diabetes “)¥es { ) No | Hepatitis & ies () No | RecentWieight Loss () Yes () No
Anaphylaxis TiYes () Mo Dineg Addiction ) Yes () No Hepatitis B or G i es () No Renal Dialysis () Yes () No
Anemiz F Easily Winded ) Wes () Mo | Herpss {)¥es () No | Rheumatic Fever ) Yes () No
Angina ¥es Emphysema I ¥es () No | HighBiood Pressure () Yes () Mo | Rheumatism () Yes () No
Arthritis/Gout )¥es [} No | Epilepsy or Seizures ") ¥es () Mo | High Cholesterol “ives [ ) Mo | Scarlet Fever () Yes (I No
Artificial Heart Valve “)¥es () No | Excessive Bleeding ") ¥es () Mo | Hives or Rash ") Yes () No | Shinglas CiYes )N
Artificial Joint [= | No Excessive Thirst _ Yes () Mo Hypoglycemia Ties [ ) No | Sickle Cell Disease ) Yes (i No
Asthma “i¥es () No | Fainting SpelisDizziness () Yes (| Mo | Irmegular Hearbest )es () No | Sinus Trouble ) Yes () No
Blood Disease J¥es ()Mo | Freguent Cough ") Yes () Mo | Kidney Problems "I Yes () No | Spina Bifida () Yes () Na
Blood Transfusion )¥es () No | Frequent Diamhes i Yes (Mo | Leukemia (") ¥es () Mp | Stomachfintestingl Disease( ) Yes () No
Ereathing. Problem ("j¥es () Ne | Frequent Headaches ) ¥es () Mo | Liver Disease {i¥es [_) No | Stroke () Yes () Ne
Bruise Easily {i¥es (! No | Genital Herpes Jves () Mo | Low Blood Pressure (_)¥es (_) No | Swelling of Limbs ) Yes () No
Cancer ( ¥es () No | Glaucoma “)¥es () No | LungDisease (_¥es (| No | Thyroid Disease "I Yes () Mo
Chemotherapy i )Yes () No | HayFever CiYes () No | Mitral Valve Protapse 1¥es () Mo | Tonsillitus I Yes () No
Chest Pains “ies () No | HeartAttackFailure Cives () No | Osteoporosis “)¥es () No | Tuberculoss ) Yes () Mo
Cold Sores/Fever Blisters { )¥es () No | Heart Murmur J¥es () Mo | Painin Jaw Joints " iYes ()Mo | Tumors of Growths " Yes () Na
Congenital Heart Disorder () Yes () No | Heart Pacemaker i¥es ) Mo | Parathyroid Disease “¥es [ I Mo | Ulcers () Yes () No
Convulsions {)¥es { ) No | HeartTrouble/Disease () Yes [ ) No | Psychiatric Care ¥es () No | Venersal Disease () Yes () No
Wellow Jaundice I¥es (I Mo
Have you ever had any serious illness not listed above? | ) Yes | ) No
Comments:

SIGNATURE OF PATIENT., PARENT, or GUARDIAN

DATE

*To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.




