PATIENT INFORMATION

Date 1D#/SS#
Patient
Address
Gity State Zip
Sex:[ 1M [JF Age Birthdate

[ISingle [|Married [ 1Widowed [ ]Separated [_]Divorced
Occupation

Empioyer

Employer Address

Employer Phone { )

Spouse’s Name
Birthdate
Occupation

SS#

Spouse’s Employer

Whom may we thank for referring you?

LATE CHARGES: | understand there will be a monthly billing charge
of $5.00 and finance charge of 1.5% per month, which is the annual per-
centage rate of 18% charged on all past due accounts. Failure 10 keep
the account current may result in collection and/or attorney fees incurred
in attempting to coliect on outstanding balanices.

ELC

Who is responsibie for this account?

SS#

M E

DENTAL INSURANCE

Relationship to Patient

insurance Co.

Group #

Is patient covered by additional insurance? [ ] Yes

Subscriber's Name

[ No

Birthdate

S5

#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE

I. the undersigned certify that | (or my dependent) have insurance coverage

with

and assign directly to

Dr.

all insurance benefits, if any,

otherwise payable to me for services rendered. | understand that | am finan-
cialty responsible for all charges whether or not paid by insurance. | hereby
authorize the doclor 1o release all information necessary to secure the
payment of benefits. | authorize the use of this signature on all insurance

submissions.

Responsible Party Signature

. Relationship Date
Signed:
PHONE NUMBERS
Home( ) Work ( ) Ext Cell Phone { Pager # ( | )

Best time and place {o reach you

IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your household.)

Name Relationship
Home Phone ( ) Work Phone ( )
DENTAL HISTORY

Reason for today’s visit

Former Dentist City/State

Date of last dental visit

Check (v) if you have had
any of the following:

I_1 Bad breath

] Bleeding gums

[] Blisters on lips or mouth
] Burning sensation on

77 Dry mouth
[ Fingernail biting

the teeth
] Foreign objects

tongue Y
7] Chew on one side of [] Grinding teeth
mouth 1 Gums swollen or tender
[] Cigarette, pipe, or cigar i Jaw pain or tiredness
smoking

{1 Clicking or popping jaw

{1 Food collection between

Date of last dental X-rays

[} Lip or cheek biting

[ Loose teeth or broken
ings

1 Mouth breathing

1 Mouth pain, brushing

] Orthodontic treatment

[] Pain around ear

[] Periodontal treatment

[ | Sensitivity o cold

fiil-

(1 Sensitivity to heat

[] Sensitivity to sweets

{1 Sensitivity when biting

L] Sores or growths in your
mouth

How often do you
floss?

How often do you
brush?
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Physician’s N

Fastin {bran
Check (V) if you have had any of Ih
T AIDS/HIY

NiESD

is, Rheumatism

oo

A . . sioody
 Artificial Heart Valves JO0SY
L Artificial Joints

T Asthma

| Bleeding abnormaily, with
axtractions or surgery
Biood Disease

Cancer

Chemical Dependency

Chemotherapy

Circulatory Problems

contact lenses?

o you wea

Women: Are you pregnant?

L iYes T No

Taking birth control pilis?

Mitral Vaive Prolapse Thyroid Problems

Nervous Problems Tonsillitis

Date of last visit

as “fen-phen?” These inciude combinations of lonimin, Adipex,
Redux {dexieniluramine). [ Yes [ No

_ High Blood Pressure 7] Shortness of Breath

" Jaundice 71 Sinus Trouble

T Jaw Pain 1 Skin Rash

i Kidney Disease 1 Stroke

"I itiver Disease 1 Swelling of Feetl or Ankies

" 1low Blood Pressure 7 Swollen Neck Glands

Tuberculosis

T Psychiatric Care ] Tumor or growth on head
satment or neck
case L1 Ulcer
ar [} Venersal Disease

P
P

Weight Loss, unexplained

pa—

Are you nursing? [ Yss [ No

A/ AT Iy A / L L R ES
MEDICATIONS A E C/i
List any medications you are currently iaking and the correlating [ Aspirin 1 Local Anesthetic
diagnosis:
[} Barbiturates {Sleeping pilis) 1 Penicillin
" 1 Codeine [ ] Sulfa
Pharmacy Nams _1 lodine _i Other
Phone | : S
Phone { 3 [_llLatex
UPDATES (Tobefilled in at future appointments)
Has there been any change in your healih since your iast dental appoiniment? | 1Yes | INo
For what conditions?
Are you taking any new medications? if s0, what
Patient’s Signature Date
Doctor's Signature Date

ASSIGNMENT AND RELEASE

directly to Dr.

understand that { am financially re
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all information necessary to secure th

Responsible Party Signatu

[, the undersigned certify that | {or my dependent) have insurance coverage with

and assign
all insurance benefits, if any, ctherwise payable to me for services rendered. |

harges whether or not paid by insurance. | hereby authorize the doctor to release
he payment of benefits. | authorize the use of this signature on all insurance submissions.
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For what conditions?

7 health since your las

Patient's Signature

it s0, what

Date

Doctor’s Signature

Date

ASSIGNMENT AND RELEASE
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