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Patient Information
Palient Name: Dlate:
Last First ()
O Mele B Female O Mariad O _Ehgla 0O Chikl O Oufser
Socid Security ¥ fibli ot 4 b R Rl i Iridls
Phone (Home): {Work): Ext: Bes! tima to call:
Preferrad appoiniment times: [ Moming O Afemoon O Evening O Any Time  OM OT OW OT OF 0S5
Addrass: T e e e TR ¢ gy ik
City : Bimie i Cooe
Health Information
Date of Last Doental Visit: Feason for this visit: b L S R
Have you ever had any of the following? Pleass check thase that apply:
0O AIDS O Excessive Bleading Ol Liver Diseasae O Biroko :
O Allergies i 0 Fainting O pental Disorders O Tuberculpsis
O Glavscoma 0 Mersus Disorders O Tumons
O Aremia 0O Growths O Pacemnaker [ Wears
O Arthritis O Hay Fever O Prognancy O Venemresl Disease
O Artificlal Jolnts [ Head Injurios Chie date: U Codeina Alergy
O Agthma O Heart Disease O Radiation Trestment O Penicillin Alergy
O Blood Disapse O Hagart Murrmur C1 Resplratory Froblams OTHER
O Cancer O Hepafitis O Rheumatic Faver O
O Dinbeles 0 High Blood Pressurn 1 BEheumalism
O Dizziness O Jaundice O Sinus Protlems = B S
O Epilepsy O Kldnoy Disease 0 Stomach Problems
= Have you aviér had any complications following dental treatment? O Yes O No
I yes, plaaes axplain;

-Hmmulmudw to a hespllal or needed emergency care during the past two yaars? O Yes O No
Ir'_.vels.phmeemhi'r:

® Arg you now under the core of & phyaician? 0O Yes O No
if yos, please axplain:

= Name of Physician: : Phana;
List af medications currantly taking.

= Do you have any eaith problems that need further clarification? O Yes O No
If yas, plaasn axplsin,

To the besl of my knowledge, all of the preceding answers and information provided ane iree and cormect. | | aver havo
any change in my health, | will iInform the doctors at the next appoiniment without fal,

[Iwia

" Sipnatura of palient. parent ar puardian

e

Referral Information
Whom mey we fhank for referring vou o cur practicos?  OAnother patlent, fiend  Clanother palient, rebalve
O Dental OMce O Yellow Pages [ Newspaper O School DO Work O Other
Name of person or office refering you fo ow practice;
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Spouse or Responsible Party Information
The fokgwing ta for. [3 o patents wicuse [ s parson iisgonpitis for payinent
Name: T et
i OMale O Famale OMamied O Single T Chéd O Other
Social Security #: __ Birth Daste:
Phone (Home): (Wark): i Ext: Bosl lime o call;
Addross:
; T At fime b
o Fmin #;-:-n
. Employment Information -
The lnliowng is o, 1 he patenl 0 rea piwsen responsiise for payment
Employer Mama; Cocupalion,
Address:
Insurance Information
Primnary i i
Mame of Inguread: o is insured a patient? O Yes 0O No
[T Vim
[nsured's Birth Dabe: |Dn & Group #
bnsurads Addess; — s T Fpcsin
Insurad's Emplayer Nama:
Bddress:
ST (= S Tip Codn
Patient's relationship lo insured: O Self O Spouse O Child O Other
Ingurance Plan Name and Address:
Secondary s
Maamic of Insurad; is tnsurod a poten? O Yes [0 No
: 1an , Fird Wl
Insufed's Birth Dabs: D #: Group §:
Insuredd's Address: - - s ik
Insured's Employer Name:
Addrass; A,
ETT = T i Ll
Patient's refationship to insured: O Seif O Spouse 0O Chid O Other_
Insurancs PFlen Namae and Address:
| p— T T T T e T P R ey e S e e e S T T T T et
Consent for Services
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AT . Dme______ Felasionsnip o Pasient:
Ripaahure of palient, paent o guaidie
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