4]

PATIENT INFORMATION

(This information is necessary for our files and will be considered CONFIDENTIAL)

Date
Patient's Name Age Birthday
AsT FIRS™ INITIAL
If patient is a minor, give name of parent or legal guardian Relationship
Residence Address __Forhowlong? [ Own O Rent
STREET cry E zIP
Patient is: 0 Married T Single T Divorced T Separated [ Widowed T Minor
Driver's License No. Social Securtty No. Res. Phone | )
Bank Account No. Patient's Birthdate
Employed by ’ Howlong? _______ Occupation
Business Address Bus. Phone ( )
— STREET crry 2P
Spouse's Name Drivers LicenseNo. _____ Soc. Sec. No.
Employed by Howlong? —_ Occupation |
|
Business Address Bus. Phone ( )
= STREET CiTY 2P
Name of nearest relative not living with you Relationship
Complete Address Res. Phone | )
Lo STREET gy 2P
Name of Physician
ADDRESS ’ cITY TELEPHONE
Former Dentist
ADDRESS cITy TELEPHONE
Purpose of Appointment
Is this office visit for Emergency Dental Care? O Yes T No [fyes, explain:
Schoo! Children Attend Whom may we thank for referring you?
FINANCIAL INFORMATION
" Person responsible for this account : Relationship
Address
STREET TiTY rald TELEPHONE
PREFERENCE OF PAYMENT: T Cash on day of treatment T Visa No
O State Aid No. T Mastercard No.
Name of insurance company (primary insurance;
INQUIRED PERSON S NAME B e N L T ’-'-?TH['A'-C T —D}:LATVQNQ‘I"_ ey ;'—Mv_“i-A—L;W" NG =l
NAME DF GRTR DENTA PLAN SR oo = B . .-: ) ;:\’— - '-7 .\_‘; ;J" i —___'—A—M?ﬁ?wh'i ‘r: e —_,_\;’.AL
Name of iInsurance company fsecondary nsurancei . . o - e s
INSURED PERSON'S NAME ) - ) ARTeAE REATIONSHIS SOCIAL SECUITY NO
NAME OF GIOUR DENTAL PLAN RIS NC TLAN NT : NAME OF UNION LOCAL

TERMS & CONDITIONS
As a condition of treatment by this office, | understarg financa arrangements must be made in advance The practice depends upon reimbursement from the patients
- for the costs ncurred in therr care and financial responsioi'ty or the part of each patient must be determined before treatment.

Ali emergency den‘a! services, or any denta’ service pertormed without prior financia! arfangements. must be paid for in cash: at the time services are performed
| understand that denta! services furnished to me are charged directly to me and that I am personally responsible for payment of ali dentai services. I | carry insurance.
| understand that this office will heip prepare my insurance forms to assist in making collections from insurance companies and wil credtt such collections to my account
However this denta! office cannot render services or the assumption that charges will be paid by an insurance company

Assignment of Ingurance: | hereby authorize my insurance company to pay directly to my dentst benefits accruing to me under my po'icy

A service charge of 1%2% per month [18% per annumi {but '~ o event more than the maximum rate permissidie under state law: wi be charged on the unpad principat
ba'ance or a! accounts not paid within €C days of treatment date

| understand that the fee estimate listed for th's dentai case can only be extended for a period of six months from the date of the patient's exam:naiion

Ir consideraton of the professiona’ services renderec to me, Or at my request. by the Doctor and or his sta¥, | agree to pay. therefore, the reascnabie value of said
services tc saig Doctor, or his assignee. at the tme said services are rendered, of withir five {5 days of biling f credit shail be extended | further agree that the reasorade
value of saic services sha' be billied unless obiected to by me. in writng, within the time for payment thereof Addiionally, | agree that a waiver for any breach of any
ter~ or congtior hereunder shal not constitute & waver of any further term or condtion ! further agree that in the event that etther this office or | nstitute any 'ega
roceedings with respect to amounts owed Dy me far senvices renderec. the prevaing pary 'n such proceedings shal' be entted to recover a" costs 'ncurred ncrudng

reasonable attorneys fees
i grant my DATTISSION 1G VoL, OF YOUr assigns

a 15 terephone me at home or at my work 10 4 scuss matters reiatec ¢ this form
= re3 tre apove congtons of treatment ang agree te ther content

'\

_ Date:




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No 9 Areyou allergic to or have you had any reactions to the following?
1. Are you under medical treamment NOW?.....eisecsssssissssss L1 : Yes No
iR been hospitalized for any Local Anesthetics (e.g. NOVOCAIN) .....oomvvreenreeernereesrnnnss N
Z. ou ever been no Z e s e
sufvgfc)al operation or sesfwus illness within the last 5 years?...... B 3 Ps’i'l}fg:ug any Other ANBDIOHCS v E-] %
If yes, please explain BAIDIUTALES <.evevrrereerrressenessssssssssssssssssssssssassssmssssessnes O a
FE = e ST ST He——— O d
. Are you taking any medic B JOGINE ovvvoveresevevermssrnsessmssessssmsmmsnsesssssiisssssssssssssasssensssssines
incliading non-prescription MEdiCNE? ..o 0o ASPRFI st S e E %
If yes, what medication(s) are you taking? Any Metals (e.g. nickel, METCUTY, €1€.)-cooersvrescrsisir £t
I o0 21 7) 2 R
4. Have you ever taken Fen-PRAVREXD..covoi O O | Other (pleasclis) ___ , 0o
10. Do you have a persistent cough or throat clearing not
5. DO YOU USE LODACCO? . rvvvvvvvenscsnnnssssssssseseen . associated with a known illness (lasting more than 3 w eks) (1 O
6. Do you use CONLrolled SUDSIANCES? vvcvvvvrsvsssvssrsssmssss e £l £F i V\)’i\men Only: < e " , OO
; a) Are you pre, or think you may egnant?......
7. Are YOu Wearing CONLACE IENSES?..coovvmrrrnirsiinsesssrrsesssss | b) Areiwﬁlrtrsmg?ypr ................ 0 O
) Are you taking oral CONtTaCEPVes?............ccwvwwerrsesss
8. Do you have or have you had any of the following? g 4 ¢ o 0o
Yes No Yes No Yes No
High Blood Pressure...................... [0 [0 Heart Disease IR 5 R T S e, L) €l
Y7 TU— % % Cardiac Pacemaker E] EI] Easily Winded .......oovwee 8 %
Rheumatic Fever .............oomweenns Heart Murmur Stroke
L P — O O Anging.ocoennm (0 O HayFever/Allergies £y L]
Fainting / SEiZTUTes ............coowvwwveeees 0 OO Frequently Tired S S 7 LT | S — g d
ASLRMA. ..o ssisnns T P V7" S —— S o
Low Blood Pressure..............cccocuuns O O Emphysema £1:8d BEE
Epilepsy / ConvulSions ................ 1 L) o . =R
Leukemia O O  Arthrits 1 Bl | Liver Diemsse owmmssocioion £ L
Diabetes ................ [D] % Joint Repl;zjement or Implant ....... % % Heart Trouble.................. % %
Kidney Diseases ............... Hepatitis / JQUNGICE .......ovvvrvurvvvveeens Respiratory Problems.....
AIDS or HIV Infection ................... O OO Seually Transmitted Disedse ...... O [O  Mitral Valve Prolapse P11
Thyroid Problem ...........cooeenees O [0  Stomach Troubles/ Ulcers.......... O O Other £ £l b

| understand the above information is necessary to provide me with dental care in a safe and efficient manner.
answered all questions to the best of my knowledge. Should further information

the respective health care provider or agency,
change in my health or medication.

who may release such information to you.

| have
be needed, you have my permission to ask
| will notify the doctor of any

REVIEWED BY
Date Signature Date Signature
Year 2 ‘ Year 3
Changes in Health - TR Changes in Health
Date Signature Date Signature
YEAR 6
Year 3 Year 6
Changes in Health Changes in Health
Date Signature, YEAR7 Date Signature
ealth Questionnaire MUST be updated every year!

CONSENT FOR TREATMENT: | hereby grant authority to the dentist(s)
name appears on this Health History form, to administer such anesthetics,
and intravenous sedation; and to perform such operations as may be deemed necessary or advisable in the diagnosis and
treatment of this patient. | have been informed of all possi

drugs.

Signed:

All services are rendered and accepted under the terms and conditions printed on the reverse hereof

ble complications of the procedures,

in charge of the care of the patient whos%
analgesics, sedatives, nitrous oxide sedation

anesthetics and/or

Date:

\uthorzation st be signed by

{ Relationship to the patient:

the patient, or by the nearest relative in the case of a minor or when the patient is

physically or mentally incompetent.




