e
| PATIENT INFORMATION

{This information s necessary for our fles and will be consicdered CONFIDENTIAL)

Patient's Mame Age Patient's Bathday ] Mada ] Female
LAGT FEmT ry T A g e
If patient is a minor, gve name of parent or legal guardian Redationship =
Resicence Address For how long? O Own [ Rent
STREET : Y )
Patiant ls: [JMamied [JSingle [JDhvorcad [ Separated [JWidowed [ Minor E-mail it
Driver's License No. Social Sacurity Mo, Res. Phone { ]
EBank ___ = sl ~ Account No, Howlong? Call Phone | } -
e B e Dt 1, T | | e Oceoupation
Businass Address Bus. Phone | |
ETREET (= P
Spouse’s Name ols. __ Driver's License No, Soc. Sac.No.
Employed by _ Hews long Oocupation
Business Address. 00 e L | TR, T i i e I ) Bis.Phona{_____ ] ==
ETREET oIy ra
!thmmmmmm Relationship
Complete Address Aes. Phone | |
HTREET oy B 1 1 hava ro physlcian
Narme of Prrysician { 1
ACEEESS CiTY TELEFHONE
Former Dentist 5 { i
ADDRESS, oy TELERHONE
Why ame you changing dentists? =
Do you wish to speak to the
Purposa of Appointmant doctorprivately? [} Yes [ Mo
Is this office visit for Emergency Dental Care [ Yes [ Mo Hyes, exqlain:
Sehool Childran Attend Whom may we thank for referring you?
FINANCIAL INFORMATION 3
Person responsible for this account Ralationship e L ) !
Address STREET (=13 f ' ‘EELLHM
PREFERENCE OF PAYMENT. [ Cashon dayof treatment (] Visa No. BT GATE
[J State Ald No._ [ Mastercard Mo, F R G ——
Mame of insurance company (primary insurance) ———
ELURED PEFSON S RAME = BEFTTHDATLE PRELANORE O BOCIAL BECLIITY MO,
FLANE OF CRICA AR DETTAL PLAM R 0, PLAM MG, T RAME OF LRIOM. LOGAL
Mamea of nsurance company {secondary insurance)
PELIREL PEFGEON 5 NAdiE BRTHOATE FLLATE el BOCUL BECURITY NG

NANE CF GIWOUP DENTAL PLAS TR PLAN NO HAME OF Lo LOGAL
TERMS & CONDITIONS

As a condition of treatment by this office, | understand financial arangements miust be made in advance. The practice depends upon relmbursement from the patients for the costs
incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

Al emergency dental services, or any dental service performed without prior financial arrangements, must be paid for in cash at the time sarvices are performed,

| understand that dental services fumished to me are charged directly fo me and that | am personally responsible for payment of all dental services. If | carry insurance, | understand that
this office will help prepare my nswrance forms & assist in making collections from insurance companies and will credst such collections to my account, However, this dental office
cannot render services on the assumption that charges will be paid by an insurance company.

Assignment of Insurance: | hereby authorize my insurance company to pay directty to my dentist benefits accruing to me under my policy.

& service charge of 1'/,% per month (18% per annum) (but in no event more than the madmum rate permigsible under state law) will be charged on the unpaid principal balance
on all accourts nol paid within 60 days of treatment date.

| understand that the fea estimate listed for this dental case can only be extended for a period of six months from the date of the patient’s examination.

In consideration of the professional services rendered to me, or at my request, by the Doctor andfor his staff, | agree fo pay, therefors, the reasonable value of said services to sald
Doctor, or his assignes, at the time said sarvices are rendered, or within five (5) days of billing if credit shall be extended. | further agres that the reasonable value of said senvices
shall be billed unless objected to by me, in writing, within the time for payment thereof. Additionally, | agree that a waiver for any breach of any term or condition hereunder shall
not constitute a waiver of any further term or condition. | further agree that in the event that either this office or | institute any legal proceadings with respect to amounts owed by
me for services rendered, the prevailing party in such proceedings shall be entitled to recover all costs incurred Including reasonable attomey’s and/or collection fees.

| grant my permission to you, oF your &ssigns, 1o telephone me at home or at my work to discuss matters related to this form.

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

Signed 2 s Date
PLEASE COMPLETE BOTH SIDES FOPM 100-8 / REV /14 ( ©E014 DENFAM




HEALTH Quss*noﬂm IRE

mmmwmwwﬁmmmwmmmmmmmwmtmm
Same questions may seam unreated to your dental condition, but they are all associated with proper oral health cane.

Plaase answer each question. Check the appropriate box and/or circle Yes or No whens applicable. Example: Amg you alive? (Yes) Mo
MEDICAL HISTORY
2. Dmammnmmm e L L Ty
3. Are you now under the care of a physician? .......... e R Y — NG
If 30, what i the condition being treated?
A i Yo ever Nadl Sy SerkoUE BEEEE: OF DDBIIIEITT . ra v seasrise re 55 s frrassiassis s s piss s s oy e onta infopea P s it PRSP i prasnrems s st inssssmmsasssrinppessarmerinris YO8 NO
1 o, what iliness or operation?___ S R,
If so, what was the problem?
6. Areyou taking any ) medications, [ drugs or I:Im'ba? Tttt R e R R e L e e R o s e e N
i 0, what? e What dosage?
7. Arg you using any recreational drugs imaniuana, ::uc:am,mcr? ‘:I‘r'us Mo If 50, what? e el
8. Have you ever boan pra medicated with antibiotics for your dental treatment? .. .Yes Mo
9. ﬁmﬁmm;?mmwMumm [ Penicallin; :ITarmm D&n‘l‘a[hugs Dﬁapi’h :lcodma _]Lma: :lomar . Yes Mo
what
10. Do you have or have you had any of the foowing: {Fimemle’rlnrmor'ﬂ for Mo - answer all conditions); |
YN demia (YN Glacoma (Y N SleepAprea |V W AngraPectods Y N PaninJawJoins  |Y M Psychisiic Treatment Y N DOther
¥ N Herpes ¥ N Tonsiis ¥ N Snoring ¥ N Mentsl Ossorder | M Artificial Prosthesis | Y M Hanatitis or Jaundice
¥ N Sroke Y M Hemophilia (¥ N HeartMumur  |Y M Thyroid Diseass | N Sickde Coll Dtseame | Y N Dificulty Swallowing
Y N Licers Y N ColdSores  |Y N LnerDissase  |Y W Fainting Spels ¥ M Corisons Madicine | Y M Congerital Heart Lesions
¥ N Diabstes |Y M Emphysema |¥ N Biood Dissase  |Y W Rheumatic Fever  |Y M Alrgies to Matals Y N Osteopoensis S—
Y W Anhets (Y M Rhevmatism (¥ N Heart Allments | ¥ M Tuberculosis (TB) |Y N Excessive Bleedng  |Y N X-Ray o Cobalt Treatment
¥ N Asthma  |Y M Chicken Pox |Y N Heart Altack ¥ M Biood Transfusion | M Mitral Vatve Prolapse | N Radiation Treatment of any kind
Y N Camczr . |Y W Bruise Exslly |V N Corobeal Palsy | M Low Blood Sugx  |Y N High Blood Pressure | Y N Vienareal Diseass (Syphiis, Gonorrhea) e
¥ W Seirures Y M Head inuries |Y N Drug Addiction | Y W Joint Replacament | N Low Biood Pressure | N Acquired Immune Deficiency Syndrome (AIDS)
¥ W HayFever |Y N HeartFailure |Y N Fidney Destase | ¥ M Nervous Disorders |W N HIV Related Compiec |Y N THA (Temporomandibuiar Joing) Disorder
¥ N Headaches |Y M Scarlet Fever (¥ N Chemotherapy | M Tomors or Growths |Y N Respiratory Disesse
¥ N irplantish 1Y M Sinos Trouble [¥ W Stomach Ucers | M Allargles or Hives |V N Epllepsy or Sainres ——
11, Do you have any diseasa, condition or probliem nol Ested that you think we Should KNow BB0ULT .. ... e s T8 MO
If 50, what?
12, [h?tl.l wear a candiac pacemaker, or have you had heart surgery? ... e e e it B A Lo v S e i
13, Do you smoke? Hyes, howmuch? (] Cigareties E;Iﬁnm! :Ime .......................................................................................... ...Yes No
14, Have you ever taken the drugs ] Fen-Phen, [ Radue:, ] Fosamax (Bisphosphonate), [ Zometa, [ Actonal, [ Bonlva, [ Aredia, [ Diet Drugs?................ Yes  No
15. (Women) Are you pregnant? If 5o how many months? Yes Mo
16, (Women) Do you have any problems associated with your menstrual perod? Yes Mo
17, (Women) Do you take amy Dirth control MBdCaUoN OF NOMIONEET ..........ersr s = e e L a0 NE
DENTAL HISTORY
1. Hawve you ever had a local anesthatc [Novocaing, sic)?.. ]
2 mmwmmeMammT ... Yes8 No
3. mmmwmmmmwmww ...Yes No
It 50, ExplainT A e e
4, How long since your kast full mouth X-Rays? Weaks Months__ Years
5. How long since your last dentsl treatment? __________ Waeks. Moniths: Years
8. MWWMWJW? :S‘;ﬂﬁf :Il'-loﬁm!ely ]W ... Yes Mo
7. Would you desire 1o be pre-sedated? .. - Yos - No

DIWMEWWIWNMH@W‘SMEEWW Ifummmmmmmuhupmﬁcumnﬂumummmmnmm
PRIVACY PRACTICES should it be amended, modified, or changes in any way. [_] Patient refused / was unabée to sign becausa

[ have recetved & copy of the Dental Materfals Fact Sheet as required by law,

To the best of my knowlaoge, &l of the preceding angswers are frue and comrect, if | ever have any change in mry heah or  my medications change, | will, without fail, inform the doctor al mry next appointment.

g e — Lic. #
UPDATE last visit ’ . :

1. Hmmummamadrc:r > EYEVETEY

2 Hawrwum:lad'langan medication? ...

3. Have you had a your medical concition or had surgeny?...

Please note changes in h since tast visit If no changes, please write “None”

HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATED!

CONSENT FOR TREATMENT: | hereby grant authority to the dentist{s) in charge of the care of the patient whose name appears on this Health History form,
to administer such anesthetics, analgesics, sedatives, nilrous oxide sedation 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 possible complications of the procedures, anesthetics andfor drugs.

All services are rendered and accepted under the terms and conditions printed on the reverse hereof:
Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent.

T S T R A T e pa e —— Relationship to Patient
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