
To: 170334

Chart #:
FOR OFFICE USE ONLY

Patient Information

Patient Name: Date:
L.ast Firsl MI

[J Male [J Female o Married o Single [J Child [J Other

Social Security #: 6irtll Date:

Phone (Home): (Work): Ext: Best time to call:

Preferred appointment times: o Morning o Afternoon o Evening o Any Time OM OT OW OT OF OS

Address: ._-
Street Apartment #

City Stata Zip Code
-

Health Information

D _

D Stroke
D Tuberculosis
o Tumors
o Ulcers
[J Venereal Disease
o Codeine Allergy
D Penicillin Allergy
OTHER:
D _

Date of Last Dental Visit: Rellson for this visil: _

Have you ever had any of the following? Please check those that apply:
o AIDS 0 Excessive Bleeding [J Liver Disease
o Allergies 0 Fainting 0 Mental Disorders

o Glaucoma 0 Nervous Disorders
o Growths 0 Pacemaker
o Hay Fever 0 Pregnancy
o Head Injuries Due date:
D Heart Disease D Radiation""T'""re-a-Ct-m-e-n-t
o Heart Murmur [J Respiratory Problems
D Hepatitis 0 Rheumatic Fever
D High 6100d Pressure 0 Rheumatism
o Jaundice' 0 Sinus PrOblems
o Kidney Disease 0 Stomach Problems

DAnemia
D Arthritis
D Artificial Joints
o Asthma
D Blood Oisease
o Cancer
[J Diabetes
D Oizziness
o Epilepsy

• Have you ever had any complications following dental treatment? [J Yes [J No
If yes, please explain: ~--

• Have you been admitted to a hospital or needed emergency care during the past two years? [J Yes [J No
If yes, please ex.plain:_....,... _

• Are you now under the care of a physician? DYes D No
If yes, please explain: _

• Name of Physician: Phone: _

• Do you have any heaith problems that need further clarification? [J Yes [J No
If yes, please explain: _

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have
any change in my health, I Will inform the doctors at the next appointment without fail.

____;,,-,--;-:-;-c-----;-,---,,,----,-,---,--;------;o------------------- Oalo: -- _
Signstur'e of patient, parent or guardian

Referral Information

Whom may we thank for referring you to our practice? OAnother patient. friend DAnother patient, relative

[J Dental Office 0 Yellow Pages D Newspaper D School 0 Work OOther _

Name of person or office referring you to our practice: _



JUN-01-2008 22:53 From: To: 17033420405

Spouse or Responsible Party Information
ThQ following is for: D thQ pati9nt's spouse D the pel'son ~QSponsibh~ for payment

Name:
lJ Male lJ Female lJ Married lJ Single lJ Child lJ Other

Social Security #: Birth Date:

Phone (Home): (Work): Ext: Best time to call:

Address:
Slrrlm Ap;1r1m~nt#

Cit Sttlte Zip Code

Employment Information
The following is for: lJ the patient [J thA pArfiOfl rasponRlblA for payment

Employer Name: Occupation:

Address:
S!feel City -. Slllh" Zi..,cudl'

Insurance Information
Primary

Name of Insured: Is insured a patient? DYes o No ,
lo" I-Irst MI

Insured's Birth Date: 10#: Group #:

Insured's Address:
Street City St"t~ Zip Code

Insured's Employer Name:

Address:
.!:itraQ\ City Slale Zip Coda

Patient's relationship to insured: o Self o Spouse o Child o Other

Insurance Plan Name and Address:
.

Secondary

Name of Insured: Is insured a patient? lJ Yes lJ No
!;]!;! f-:ll'!1t M'

Insured's Birth Date: 10#: ---,-----_._---_. ._._". Group #:

Insured's Address:
Sireei bly Sial€! lip {.()d€!

Insured's Employer Name:

Address:
Sl~~ City Stt1h:: Zip Code

Patient's relationship to insUred: lJ Self lJ Spouse lJ Child lJ Other

Insurance Plan Na~e and Adl:Jress:

Consent for Services
As B condilion ot yourtrea1ment by this office, financial arrangements must be made in adll8nca, The practice depends upon reimbursement trom the patienta 101" the co!!;l!!; incurred inlheif care 8r"1d
fir"1:Jr"1r.iOlI rl"_"pnn!1ibitity on thn p;1rt nf C1;:tr:h pOltinnt mU!1t bn dmnrminnd b8fnm tr8<'1tmnn(

All nmnrgnnr:y dnnt.:d !1nrvir:re;, or Rny d4;ln'RI.o;l;Iruir:~ pl;lrmrml;l(l without prl;lviou.o; flnJ;ln"i81 ;;I1T;;In!]8m4;lntl;, mul;.\ b8 p8id for in C8l;h 8t the time S8I'\PlC8S 8r8 perfOlTTled

j:>JiItll;lntl> wl10 C8rry dent-9llnl3ur-!lonce underst8nd IMt 911 d8nt8lseMc913 furnished sre charged directly to the P'stient snd that he orehe is PefeOnally r9l3ponsible ror P8yment ot all denIal aef\lic~. Thie
oMice will help prepare the patients insurance forms Of 8S8isl in making colleclions Irol'l1 insurance cOr"1lpal1iea and will credil any such collectiMs to Ihe patier"lI'8 ~(:(:wrlt. HOw~r, thi~ d~l1t,,1 t)ffi!,;e
c~nnot ~nd~r !;cruu::~ on thQ €I!;!;umptlon th<Jt our Ch8rgGS will be p€lld by €In In!;Ur8nCe compJ;my

A ~el"vic:e c:h;'lrg~!;If 1).1.% p~r mQnlh (18% per oannum) on thc unp.;lld boal<JnCQ Will bo cl1€Ir~JlJd on €Iii <Jccount~ QXt::QMlng 60 d8%. unll1:SS prl;l'Ytously wl1tten 11n8nclal arnll~~ements are l3atisfied

ll,lnl:lel"5l~nd Ih~tlhe fee eslim;'lle li~I!lQ for thl~ QnnlOlI C:;'Ire '-;'In only l;!n nld<;lnl;tnQ for 01 [l!;lnl;lQ of ~Ix mnnth~ f";lm IhC cI<JtQ QfttlQ P<JtlQnt QX<lmlnJ;ltlon

In col18idetatioo for Ihe prUfeg!!:iumll !!:ervit::e!!: rer,dererl tu rne, ur.:!ll my request, hy the Doctor, I :lgree 10 p:lY therefnre thl!! re:l!:nn:lt:llr. 1/:lII)n of !::lld !:n~c:C!!: tn !:::Ild I'lnr.IQr, nr hll; ;Il;!;lgn"". ," thn tim"
:(;<110 :(;ijr-o;CijIj <I~ rellderijd. or within ~V9 ((j) cays of billing If credit 8hall be Mended. I further agreelhat the reasonable value of said service8 shall be as billed unless objected 10, by me, in wr;ting,
within the lime for pa)'lnelltlhEll"60r. I furlher i19ree Ihill iI wlli~r of lilly brelll.'h uF Imy lillie ur l.'ur,rliliull herelJllrler ~hl:lllllut (;ul1~liIIJle;l w'liver elf ~l1yfvrther lerm nr c:nnQlllnn ;'InQ I further ;'Igrce tn p;'ly
"II en:;l!; ;'InC! re;'l!;!;In.;ltlle <J"!;Im~ ~~ If !;U11 til) In~lltutCld hClrQUnder

I grant my permi8SiOn!o)'Ou (Jr' yOur i1~~i9r,ee, lu !e1~phcm~me ;11 hnme m ;It my WOlle In di!:c:u~!; m;'lllnl'!; rnlOllnd In thi~ fnrm

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

D~te: Relationship to Patient:
Signature of patient. parent or guardian

Date: Relationship to Patient:
S'ignatura of guarantor of P3ymantlrespooslble pany




