Patient Information

Fatient Mame: Diate:
Last First bl

O Male OFemale OMarned 0O Single 0O Child 0O Other L Birth Date:
social Secunty # Diriver's License # otate
Fhone (Home): Mark): Ext: Best time to call__
E-hail: Fax: Mobil/Cell
Address:

Siredt Apartmernt #

City =tate Zip Code

Referral Information

Towhom may we give credit for referrning you to our practice? O Another patient, frend O Another Doctor

O Dental Office O School O Work O Other

Fequired: Mame of person or office referring you to aur practice:

Cosmetic Information

How do you feel about the appearance of your teeth?

|5 there anything about your smile that you do not like?

Are wou interested in knowing the options available far a more beautiful smile?

Are all of your teeth in alignment (straight)?

Do you have any missing teeth? Are any chipped?

|= your bite camfortable when chewing, biting?

Do you have frequent headaches?

Do you have any old fillings or dental treatment that you are unhappy with?

What would you like to change the mast about the appearance of your teeth?

|z there anything else that you would like us to know?




Health Information
For your safety, we need to know a little more about your health history.

Frevious Dentist: Date of Last Dental Yisit:

Heason for this visit:

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

OaDs O Dizziness O Kidney Disease O Stroke
O allergies O Emphysema O | atex Sensitivity O Thyroid Problems
O Epilepsy O Liver Disease O Tuberculosis
O Anemia O Excessive Bleeding O rental Disorders O Tumors
B arthritis B Fainting O Mitral Valve Prolapse O Ulcers
O artificial Joints O Glaucoma O rervous Disorders O venereal Disease
O Artificial Heart Yalve O Srowths O Pacemaker O Codeine Alleragy
O Asthma O Hay Fever O FsychiatricPsychological Care B Penicillin Allergy
O Elcod Disease OH. I V. Positive O Pregnancy O allergic/Adverse Reaction To
O Eruise Easily O Head Injuries Cue date: Medication or Any Substance,
O Cancer O Heart (Attack, Disease, Surgery d Radiation Treatment Flease specify:
O Cold Sores/Fever Blisters O Heart Murmur O Respiratory Problems
O Contact Lenses O Hemophilia O Rheumatic Fever
O Cortisone Medication O Hepatitis O Rheumnatism
O Diabetes B High Blood Pressure O Sinus Problems & Other:
O Dict (Special Restricted) O Jaundice O smoke/Chew Tobaceco

O Stomach Problems

s Have you ever had any complications following dental treatment? 0O Yes O Mo
If yes, please
explain:

« Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O Mo
If ves, please
explain:

o Are you now under the care of a physician? O Yes O Mo

If yes, please
explain;

o PMame of Physician:
Fhaone:

o [ovyou have any health problems that need further clanfication? 0O Yes O Mo
If yes, please
explain:

e Are yvou taking any medications? Please
list

To the hest of my knowledge, all of the preceding answers and information provided are true and correct. Ifl ever
have any change in my health, | will inform the doctor at the next appointment without fail.

Date;

Signature of paient, parent ar guardian

Date;

Signature of Doctor

Spouse or Responsible Party Information

The followdng is for; O the patiert's spouse O the person responsible for payment
Marne:

OMale OFemale OMared OSingle O Child O Other

oocial Securty # Birth Date: __ Dnver's License #
FPhone (Home): MWyork): Ext:  Besttime to call:
Address:

Sreet Aparime it #

ity Sk Zp Ciode




Employment Information

The fallowdng is for: O the patient O the person responsible for payment
Employer Mame: Cccupation:
Address:
Street Clty Stk ZpCok

Insurance Information

Mame of Insured: _ s insured a patient? O Yes 0O No
L=t Flrzt ni
Insured's Birth Date: D # Group #
Insured's Address:
Street Cly Stk Zip Codk
Insured's Employer Name:
Address:
Sireet C thy Sk TpCok

Fatient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Mame and Telephone:

Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends
upon payment from the patients far the casts incurred in their care, and financial responsibility an 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 perfarmed.

Fatients 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 oftice will help prepare the patient's
insurance farms or assist in making callections fram insurance companies and will credit any such collections to the
patient's account. Howewer, this dental office cannot render services on the assumption that our charges will be paid by
an INSUrance company.

A service charge of 1.75% per month (21% per annum) an the unpaid balance will be charged on all accounts exceeding
sixty (BU) days, unless previously written financial arrangements are satisfied.

| understand that any fee estimate provided by this office for my dental care can anly be extended far a period of six (B)
months from the date of the patient examination.

In consideration far the professional services rendered to me ar at my request, by the Doctor, | agree to pay the
reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5]
days of billing if credit shall be extended. |further agree that the reasonable value of said services shall be as billed
unless objected to, by me, inwnting, within the time far payment thereof. | 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 ta pay all
costs and reasonable attorney fees if suit be instituted hereunder.

Further, | understand and acknowledge that photographs and images of me may be shown to other patients and doctors
for treatment and educational purposes and | agree to the same.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this
farm.




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

Date: Felationship to Patient:

Signature of pdient, parent or guardisn

Date: Relstionship to Patient:

Signature of guarantor of paymertiresponsible paty




