/ /

(PRINT)  First Middle ) Last Name Date of Birth
Street Address City Zip Home Phone Work Phone
| prefer to see: Dr. __. | have no preference:

Cell Phone

We would like to welcome you to our practice, and look forward to providing you with the professional care and
treatment that you may request or require, as well as answer any questions you may have concerning such. In doing
this, we hope to continue to provide the highest level and range of services that we possibly can. Please assist us by
fully completing the front and back of this form; if there are any questions, please feel free to ask one of our staff.

(circle)
1. Are you having any pain or discomfort at this time?................... AR S s memon g b v YES NO
2. Have you been hospitalized within the lasttwo years?..................... R R it bt b e s g YES NO
3. Have you been under the care of a physician within the last twoyears?......................c..c............YES  NO
Physician's Name: : Phone:
Reason:

If so, please list:

5. Are you allergic to, or have you had any adverse reactions tb any of the following?.......................... YES  NO
(circle) Aspirin = Codeine Darvon Demerol Nitrous Oxide Sulfa  Local Anssthetic
Erythromycin  Penicillin ~ Clindamycin ~ Tetracycline  Latex Dental Materials

8. Are you aware of being allergic to any other medications or substances?.....................oc.icooiioi.... YES NO
If yes, please list:

7. Circle any of the following which you have had, or currently have:
Heart Disease/ Failure - Emphysema AIDS/HIV | Liver Disease
Heart Attack Tuberculosis ~ Hepatitis A, B, orC : Jaundice :
Angina - Asthma Cold Sores Blood Transfusion
High Blood Pressure Seasonal Allergies Epilepsy or Seizures - Colitis, G.I. Problems
Heart Murmur Sinus Problems Radiation Treatment Clotting Disorders
Rheumatic Fever Thyroid Problems Chemotherapy Diabetes
Heart Valve Surgery Arthritis Cosmetic Surgery S Anemia
Shortness of Breath Kidney Problems Artificial Joints = ~Bruise Easily
Stroke Ulcers Heart Pacemaker : Psychiatric Care

CONSENT:

The undersigned hereby authorizes the Doctor(s) to take any essential radiographs, photographs, study models,
or any other diagnostic aids deemed necessary and appropriate by the Doctor(s) to facilitate a thorough evaluation and
diagnosis of the patient’s dental needs. 1 also authorize the Doctor(s) to perform and provide any and all forms of
treatment, medication, and therapy in connection with and agreed to by (Name of Patient) _ ;
and further authorize and consent that the Doctor(s) choose and employ such assistance as he/she deems fit. | also
understand the use of anzesthetic agents embodies certain risks. | understand that responsibility for payment for Dental
Services provided for myself or my dependents is mine, and is due and payable at the time services are rendered. In the
event of default, | (we) promise to pay legal interest on the indebtedness, together with such collection costs and
reasonable attorney fees as may be réquired to effect the collection of such debt.

/ / '
Patient / Guardian Signature Date ' Witness
( Please turn over)




, Our offrce is commltted to provrdrng you with the Dbest’ p033|ble care, and would be happy to

answer any questlons concernlng proposed treatment.or: f|nancral arrangemients for such. We deal

~witha large number of insurance carriers-and. programs, and we would be pleased to submrt initial
clarms for you wrth your aSSIstance Please remember however'_lthat

‘ _ Some mployers and programs

arbrtrarlly select certam services:t ey 'wrll not cover regardless of thegmdlcatlon or‘need for such.

2) our fees generally fall wrthln the range of what most major insurance carriers: conSIder

"”"ou patlents allf'charges and fees are th 'esponS|b|l|ty ofthe patlent_
rom the: date such servrces are rendered G :

lf you should have any questlons about the above lnformatlon or uncertamty regardmg
please don hesitate to ask Although the pat|ent Is responsrble for insurance

ou and pro\nde the dental serVrces you may need or request
tently hrgh level of qualrty and care. .

"lm'y health status |
}above mformatlon S

Signature (patient/pareﬁt/guardian)’ . 2 ' o - , e Daté_



