
Chart #:_
FOR OFFICE USE ONLY

Patient Information
Patient Name:

Last
E Male E Female

Date:
MI

tr Manied tr Singtetr chitd tr Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext:_ Best time to call:
Prefened appointment times:
Address:

EI Moming f lAftemoon EJ Evening ElAny Time trM trT trW trT trF trS

Apartment #

Slate

of Last Dental Visit: Reason for this vis i t :
Have you ever had any of the folrowing? ptease check those that appry:O HIV tr Excessive-Bleeding f lLiver Diseasetr Allergies

fl Glaucoma tr Nervous Disordersg U J  u t i

P fl:li. Et Growths E pacemaKer
tr Arthritis E Hry Frur, tr pregnancy
O Artificiat Joints n Helo tnjuries Due date:tr Asthma tr Heart Disease n naoiatio"n Treatrnenttr Blood Disease EI Heart Murmur n nurpirrtory problems
ElCancer q Hep"i i t i i  EI Rheumatic FeverElDiabetes g HigfrBiood pressure D RheumatismElDizziness tr. lainOice E Sinus problems
[J Epilepsy g Xidney Oisease ftstomach probtems
' Have you ever had any complications following dental treatment? tr yes fl Nolf yes, please explain:

o Have you been admitted to a hospital or needed emergency care during the past two years? tr yes tr Nolf yes, please explain,_

D Stroke
O Tuberculosis
O Tumors
E Ulcers
E Venereal Disease
fl Codeine Allergy
El Peniciltin Attergy
OTHER:
tr

tr

o Are you now under the care of a physician? O yes tr No
lf yes, please explain:

o Name of Physician:

. Do- you have any health problems that need further clarification? o yes tr No
lf yes, please explain:_

Signature of patient, parent or guardian

Phone:

To the best of my knowledge, all of the preceding answers and information provided are true and conecl. lf Iever have any change in my health, I will inform the doctors at the nex appointment withour fail.

Referral Information
whom may we thank for referring you to our practice? trAnother patient, friend EAnother patient, relative

El Dental office tr yeilow pages D Newspaper EI school tr work tr other
Name of person or office refening you to;our prrclice:



Spouse or Responsible Party Information
The following is for: El the patient's spouse E the person responsible for payment

Name:
EI Male E Female ElMarried trsingte nChitd trOther

Social Security #: Birth Date
Phone (Home): (Work): Ext: Best time to call:
Address:

Apartment #

City Zip Code

The following is for: E
Employment lnformation

the patient E the person responsible for payment

Employer Name: Occupation:
Address:

Street State Zip Code

*

Insurance Information
Prlmary
Name of  lnsured: ls insured a patient? EI Yes tr No

Last First

tD #:Insured's Birth Date: Group #:
Insured's Address:

Street Crty Stat" Ztpoode
Insured's Employer Name:

Address:
Street City

Patient's relationship to insured: tr Self E Spouse El Child tr Other
State ZipCode

lnsurance Plan Name and Address:

Secondary
Name of  lnsured: ls insured a patient? tr Yes E No

Last FiEt

rD #:Insured's Birth Date:

Insured's Address:
Group #:

Crty Sfate ZipQode
Insured's Employer Name:

Address:
Stret Crty S-tate Ztp Code

Patient's nelationship to insured: tr Self fl Spouse El Child D Other____
Insurance Plan Name and Address:

Consent for Services
As a @ndfion of your treatrnent by this office, financial arangoments must be made rn advance. The pEctice depends upon reimbuEement from the patienE for the costs incured an
thoir care and linaicial responsibility on the part ot each patient must be detemrned b€fore treatment

All emerggncy dental seNices, or any dental *Mces performed without pr*ious financral atrangements, must be paid for in cash at the time servtces are performed

Patientswhocarrdenta|insuranceundeFtandthata||denta|soricesfurnishedarechargeddire
sMces 'Th i5o f f i cewi | lhe lpprepare thepat ien ts insuran@'ormsorass .s t inmak ingco | lec t ions f rominsuancecompantesandwi l | c redanysuchco | |
Hwryer, this dental off ice ennot render svices on the assumpton that our charges will bc paid by an Insurance company.

A seMce charge ot 1 %% Per month (1 8% per annum) on the unpaid balance wll b€ charged on all accounts exceeding 60 days, unless previously Mitten tinancial arrangements are
satrsfied

I unde6tand that the fee estimate listed tor this dental care can only be extended for a period of six months from the date oi the patjent examinatjon

In consideration fgr the prqfessional sgrices rsndered to me, or at my requGt by the kor, I agre to pay theretore the reasnablc valug of sard serics to said cor, or his assrgnae,
a t th6 t imesa id*v .cesarerendered 'o rw i th in f jVe(5)daysofb i l | ing i fc red i tsha | |beeXtended| fUr theragreetha t therea9nab|eVa lueofsa idsMcessha| |asb i | ldun |ess
obJec ted to ,bym9. inwr i6ng,w i th in th6 t |maforpayrnent ther9o i l fu r theragreetha tawavero lanybreachofany t imeorcondon
tem or condition and I further agre to pay all costs and reasnable attomey fees rf suit be instituted hereunder

| 96nt my p€rmission to you or your assignee, to telephone me at home or at my rcrk to djscuss matteG related to this torm

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

Date: _ Relationship to Patient:
of patient,


