PATIENT INFORMATION

(Th|s mformauon as necessary for our ﬁles and wﬂl te consx!ered CONFIDENT 1AL) _ .

_ ‘ Date
[ patient's Name , : - " . Ade_____ Bidhday
. LAST ) FIRST . B INITIAL B
It patient is a minor, give name of parent or legal guardlan : Relationship
Residence Address . _ Forhowiong? (0 Own O Rent
- STREET Yy e .
Patient is: 0 Married (0J Single O Divorced {1 Separated O Widowed O Minor
Driver’s License No. . _ _ Social Security No. Res. Phone { )
Bank __ Account No. i - i Patient's Birthdate
Employed by _ - How long? —__ Occupation
Business Address : : - Bus. Phone { )
— STREET 144 - . pais
Spouse’s Name . - Driver'slicenseNo. _____. . Soc. Sec.No. _
Employed by ".  Howlong? . Occupalion
| Business Address i i _Bus. Phone ( )
STREET - Ccity . pais °
Name of nearest refative nat living with you - . : Relationship
Complete Address . . Res. Phone ( )
— STREET R ) . cvy P . .
Name af Physician : . : - '
ADDRESS - ary TELEPHONE
Former Dentist :
ADDARESS ) Ty TELEPHONE
Burpose of Appointment _ ) i
Is this office visit for'Emergency Dental Care? O Yes O No f yes, explain:
Scheol Children Atlend - Whom may we thank for referring you?
FINANCIAL INFORMATION
Person responsible for this account . : Relationship :
Address " - .
i R STREET Ty ze - TELEPHONE
PREFERENCE OF PAYMENT: [J Cash on day of treatment [ Visa No.
O State Aid No. O Mastercard No:
Name of insurance company (primary insurance)
INSURED PEASON'S NAME ] BIRTHOATE RELATIONSHIP - SOCHIAL SECURITY NO.
NAME OF GROUP DENTAL PLAN ) A . GROUP NO. PLAN NO. A ' NAME OF UNION : LOCAL
Name of insurance company (secondary insurance) .
INSURED PERSON'S NAME . BJRYFDATE RELATIONSHIP SOCIAL SECURITY NO.
NAME OF GROUP DENTAL PLAN ) . " GROUP NO. PLAN NO. ] . NAME OF UNION., LOCAL

TERMS & CONDITIONS

As a condition of treatment by this office, | understand. financial arrangements 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 patient must be determined before treatment.

All emergency dental services. or any dental service performed without prior financial acrangements, must be paid for in cash at the time seivices are pedormed.

( understand that denlal services furnished to mie are charged directly lo me and that | am personally responsible for payment of all dental services. If I carry insurance,
| understand that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account.
However, this denta! office cannot render services on the assumption that charges will be paid by an insurance company.

A service charge of 1%2% per month (18% per annum (but in no event more than the maximum ra(e permissible under slate law) will be charged on the unpaid principal
balance on all accounts not paid within 60 days of treatment date.

1 understand that the {ee 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 Doclor and/or his staff, | agree lo pay, thecelore, the reasonable value of said
services to said Daclor, or his assignée, al 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 billed unless objected to-by me, in writing, within the time for payment.thereol. Additionally;I-agree that a waiver for any breach of any
term or condition hereunder shall nat constitute a waiver of any further ferm. or condition. | further agree that in the event that either this office or | institute any legal
praceedings 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 attorneys lees.

{ grant my permission (0 you, o your assigns, to telephone me at home or at my work to'discuss matters related to this form. .

thave read the above conditions of treatment and agree to lhelr content: -

Signed: . . . . Date: _

PLEASE COMPLETE BOTH SIDES . ' FORM 100-6 + 1989 DENRAK REVISED 5-89



————HEALTH QUESTIONNAIRE -

These questions are for your benefit and assure thal treatment W|ll take into consideration your past and present health status. Some quest(ons may seem unrelated to your
denta! condition, but they are all associated with proper oral health care.

Please answer each questlon Circle Yes or No-where applicable. Example: Are you alive ...... eetemtaten ettt be s n e s sensoadsstemnemeasmsenesseresssoeseseeesseseeeerssesren Na
MEDICAL HISTORY L ) v .
“1.  Areyou in good health? ........occ.ooeeeeieeeiiacene ceetrenrenaranaras eeeeteteeseeiaserieseeeaneeessmasssetessansan etbe e ea et taemnt e aeeanrane Yes No
2. Date of last physical examination .
3. Are you now under the care of a physmnan? e eeeeate e rt e tete e ean b et s an e e ae e ettt A ettt eameesene A s n s benan emeentsesnnreneaentinas Yes Na
If so, what is the condition being treated? . : - i
: 4. Have you ever had any serious illness or operation?............ fveeeenn . ettt me et e ra et tanian et e e seaaaesaranan Yes No
If so, what illness or operation? -
5. Have you ever been hospitalized? ..........ccocovcevcncennans e ebeaeheaneueeeeraeeeeresteaetseesessn et Res St bes bR erea et eR e ae s aen et £ e em e eeeatan s ae S e Ee s eebaneee s tnetemeaesnnsberserens Yes No
If so, what was the problem? i
6. Are you taking any medicine (J Yes O No  Or any recreational drugs {marijuana, cocaine, etC.)? ......covieeimecoceeeeeerene remreeanbareseneeas Yes No
If so0, what? : What dosage?
7. Have you ever been pre- -medicated with antibiotics for your dental treatment? ... et e s aren Yes No
8. Are you sensitive or allergic to any drugs? (O Penicillin; (O Tefracycline; (O - Sulfa Drugs; (O Aspirin (3 Codeine; (3 Latex

O Other If Other, what drugs?

9. Do you have or have you had any of the following (Please check « known conditions)
Y N Y N - Y N YN ) YN YN
0O O Anemia 0O 3 Cold Sores 0O O Sinus Trouble O O Blood Transfusion (O O Painin Jaw Joints (3 O X-Ray or Cobalt Treatment .
O O Herpes 0 '3 -Hemophitid O O Blood Disease 0 O Joint Replacemeat O O Respiratory Disease (303 Fainting Spells or Seizures -
0O O Stroke O O Rheumatism O O Drug Addiction O 3 Nervous Disorders O O Sickle Cell Disease 0 3 Chemotherapy (Cancer, Leukemia)
0 O Ulcers O O Heart Murmur 3’0 Kidney Disease O O TumorsorGrowths O O Tuberculosis (TB) O (3 Radiation Treatment of any kind
3 O Diabetes O O Bruise Easily O O Stomach Ulcers O O Allergies or Hives (O O Epilepsy or Seizures O3 O Hepatitis or Jaundice
. O O Glaucoma O O Head Injuries O O Angina Pectoris O O Cortisone Medicine O O Artificial Prosthesis (3 (3 Venereal Disease (Syphilis, Gonarrhea)
0O O Arthritis O 3 Heart Failure O O Mental Disorder O O .Excessive Bleeding O (3 Psychiatric Treatment O 3 Acquired Immune Oeficiency Syndrome {A1DS)
. O O Emphysema O O Liver Disease = O O Rheumatic Fever O O Asthma O 3 Congenital Heart Lesions O O3 TMJ (Temporomandibufar joint)
" O O Hay Fever O O Scarlet Fever O O Thyroid Disease O (3 High Blood Pressure 3 J Difficulty in Swallowing O 3 Other . i
0O O Tonsilitis O O Chicken Pox 3 O Cerebrai Palsy 3 3 AIDS Related Complex (3 O3 Heart Ailments or Attack
10. Do you wear a cardiac pacemaker, or have had heart surgery? . e ee e sen et emsetseesensesasassrnsoessessssnseseasees YES NO
- 11. Doyou have any dlsease condition or problem not listed that you think | should know about7 ............ eetete ettt n s sara e ta b be aras s s et rasaserasaratan Yes No
" I so, what? - _ — , - - z : i — '
12. Do you smoke? [f yes, how much? " Per day ........... ireriranens . et e e aa e e ea bt ere e r e bemenneinaeatnee Yes No
- 13. (Women) Are you pregnant? If so how many months?.... eeeieen eereseetaenene e e sen s e A et et s e et eae e San e e ant e st seaseaasmasesanas s e ansesa senee s Yes No
14. (Women) Do you have any problems associated with your Menstrual PErIOU? ... ... ettt cret it et ee s ntesarmes s sae s aneamcanaan Yes No
- 15. (Women) Do you take birth control pills?. . ceeeneens . . .- Yes No
16. Have you taken Phen- Fen/Redux eeeaneesseereaenetieessnensasnenes eteemteesesesatessessheseesenpessiestestersentessasananteteesinsanessterasesnnen .. Yes No
DENTAL HISTORY - : . '
1. Have you ever had a local anesthetic (novocaine, etc.)? .... teeeeeeamesaratasesnasaeans eetestestesessteseseesesssessetestersesestasessasansaresessanasionan Yes No
2. Have you ever had any unfavorable reaction from a local anesthetic?................. BUNSIPON veierreeaaeraneae s st emreeaetesta saeeeee et sbefeatasseenenaeanmtretasantas Yes No

3. Have you had any serious trouble associated with any previous dental treatMent? ..oeeneeeeeeeeeeeeenae ; .. Yes No
' If so, explain . i ' - -

4. How long since your last full mouth X-Rays?
5. How long since your last dental treatment?
6

Does dental treatment make you nervous? eeeeesemese e eeeereeeee s s e seees e eseeesomtanecasereasntesetntrensannnsbeesns e Yes No
If Yes, Check (v/) O Slightly O Moderately m) Extremely
7. WOUID YOU dESIre t0 D8 PrE-SEURLEUY ...l ceeeeiee e ersenceceaessenees s e st ae et seesasra b sesaaessemsseas enaen et sa ssme e et s anmsane s erentmetemsssbensaneineacatentensrscace Yes No

To the best of my knowledge, all of the preceding answers are true and correct (f | ever have any change in my health or if my medications change, | will without
" fail, inform the doctor at my next appomtment

Date ___________ Signature - - - - — —— | REVIEWED BY. _ .. DO NOT WRITE IN THIS SPACE
Year2 T T ' S : " Yeart Year2  Year3
Changes in Health __ LS _
T ' : : YEAR1 . - || Date. .

Date _________Signature R _ - - =13 ! / :
-‘Year 3 ' ' o o= | Pulse ' : .
Changes in Health = e - YEA92 ’ Temp ~_
Date : ___ : — {8y

ate Signature YEAR 3 4

Health Questionnaire MUST be updated every year! -

CONSENT FOR- TREATMENT | hereby grant authonty to the denllst(s) in charge of the care of the patient whose name appears on this
Health History form; to administer such anesthetics, anaigesics, sedatives, nitrous oxide sedation and intravenous sedation: and to perform such operations
as may be deemed necessary or advisable-in the diagnasis and treatment of this patient. { have been informed -of all ‘possible complications of the
procedures. anesthetics and. or drugs.

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

Signed: Date:
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.

Relationship to the patient:




