PATIENT INFORMATION





LEGAL NAME: ___________________________________________   PREFERRED NAME: _______________________


							FIRST				M					LAST		


HOME ADDRESS:__________________________________________________________________________________


								STREET											APT #			CITY							STATE			ZIP


BIRTHDATE:  ___________________TEL #:  ____________________________________________________________


					MO		DAY	 	YR					 				DAYTIME						EVENING  								CELL


E-MAIL _________________________  Whom may we thank for referring you to our office?____________________





FAMILY INFORMATION





SELF (OR PARENT OF CHILD)										SPOUSE (OR OTHER PARENT OF CHILD)


�Name																	Name	


________________________________________________________________________________________


Date of Birth					         Soc. Sec. No.									Date of Birth					   Soc. Sec. No.


________________________________________________________________________________________


Street Address(if different than above)												Street Address(if different than above)


________________________________________________________________________________________


City, State, Zip																	City, State, Zip


________________________________________________________________________________________


Phone #				                       Driver’s Lic. #									Phone #			                                       Driver’s Lic. #


________________________________________________________________________________________


Employer’s Name			                     Phone #		            			      oRetired	Employer’s Name		                                  Phone #		                	         oRetired


____________________________________________________________________________				       


Address																	         Address


________________________________________________________________________________________


Your Dental Insurance Co.		                                          Group #							Spouses Dental Insurance Co.		                                       Group #





�


CLOSE RELATIVE NOT LIVING WITH YOU


									





��




















FINANCIAL POLICY & AUTHORIZATIONS				


	Payments, including insurance co-pays, are due by the time services are rendered.  We accept cash, personal checks, Discover, Visa and MasterCard.  All balances not paid within 30 days will have a service charge of $9 added to the past due balance on each monthly statement thereafter.   I understand that I am responsible for all costs of dental treatment should my insurance not pay in a timely manner.  In the case of default of payment, I agree to pay any legal interest on the balance due, together with any collection costs and reasonable attorney fees incurred to effect collection on this account.





I hereby authorize the Dental Office to administer such medications and perform such diagnostic and therapeutic procedures as may be necessary for proper dental care.  The information on this page and the medical history are correct to the best of my knowledge.  I permit a copy of this authorization to be used in place of the original.  I authorize use of this form on all my insurance submissions, and I authorize release of information to all my Insurance Companies. I hereby authorize payment of the group insurance benefits, otherwise payable to me, directly to this Dental Office.  





APPOINTMENT POLICY


Our practice is dedicated to quality care and exceptional service.  We respect your time and we work very hard to schedule appointments that accommodate the busy scheduling needs of all our patients.  In return, we ask that patients make effort not to change or cancel their dental appointments.  Broken or changed appointments make problems for other patients as well as our dental practice.  If you find you must change an appointment, we require one business day’s notice so that we may accommodate another patient.  A charge will be applied for broken or missed appointments without one business day’s notification.





I have read, fully understand and agree to the above financial policy, authorizations and appointment guidelines.








Patient/Legal Guardian________________________________  Spouse_________________________   Date__________


DENTAL HISTORY


Name & address of previous dentist.  _______________________________________________________    	Yes   No


Do you have dental examinations on a routine basis?  Last visit. _____________________________________	o		o


Do you have a specific dental problem?  Explain.  ________________________________________________	o		o


Do you think you have active decay, gum disease or bleeding gums? Explain.  _________________________	o		o


Do you want to keep your remaining teeth? _____________________________________________________	o		o


Do you feel nervous about having dental treatment? ______________________________________________	o		o


Have you ever had a bad experience in a dental office?  Describe. ___________________________________	o		o


Do you ever brux or grind your teeth?  Discuss. __________________________________________________	o		o


Do you have frequent headaches or facial pain? Describe. _________________________________________ 	o		o


Have you ever had orthodontic treatment/braces ________________________________________________	o		o


Are you interested in whitening (bleaching) your teeth? ____________________________________________	o		o


In what way would you like to improve the appearance of your teeth and smile?___________________________________


What would you like us to accomplish for you? ____________________________________________________________


CHILDREN: Does your child’s primary home have well water?  oYes   oNo    


                    Does your child take fluoride supplements?           oYes oNo


                    Does your child have/do any of the following: o Thumbsucking/ Fingersucking o Allergies  o Mouthbreathing                                       


                                                                                     


MEDICAL HISTORY


Medical doctor’s name and location_____________________________________________________________________


Are you under a doctor’s care now?  Explain.______________________________________________________________


Have you been hospitalized or had a major operation?  Explain.  ______________________________________________


Have you had a serious head or neck injury?  Explain.  _____________________________________________________


Do you use controlled substances?  What? ______________________________________________________________


��                                                                                                                                                                        


�   Are you allergic to any of the following?									       


�








�





o Endocarditis	    			o Artificial Joint or Shunt	    	o Thyroid Disease	o Blood Transfusion  			o Stomach/Intestinal  


o	Congenital Heart Disorder   	o Prosthetic (artificial) joint  	o Hypoglycemia		o Anemia   				 	o Acid Reflux


o	Artificial Heart Valve		o High Blood Pressure	      	o Diabetes	       	o Hemophilia   	      			o Ulcers


o	Rheumatic Fever			o Low Blood Pressure	    	o Excessive Thirst	o Sickle Cell Disease			o AIDS or H.I.V. Positive


o	Mitral Valve Prolapse		o Liver Disease				o Rheumatism  		o Blood Disorders        		o Venereal Disease


o	Heart Murmur				o Hepatitis A, B or C		 	o    Arthritis	      		o Excessive Bleeding       	o Psychiatric Treatment


o	Heart Angina/Chest Pain	o Jaundice				   	o Glaucoma	      		o Bruises Easily         		o Alzheimer’s Disease


o	Heart Attack				o	 Kidney Trouble				o Epilepsy/Seizures   	o Cancer                			o    Drug Addiction


o	Heart Pacemaker			o Respiratory Lung Disease	o Convulsions	      	o Leukemia       				o Herpes/ Cold Sores


o	Stroke						o Emphysema                  	o Fainting Spells       	o Chemo/Radiation Therapy 	o Dry Mouth


o	Heart Surgery; date _____  	o Breathing Problems	   		o Shingles	       	o Tumors or Growths 		o Sinus Trouble


o	Irregular Heartbeat	   		o Asthma						o    Anaphylaxis/Hives	o	Bisphosphonates as a 		o	Clicking, Popping or Pain


o	Heart Condition				o Tuberculosis				o Swelling of Limbs  	  part of chemotherapy		       in Jaw Joints


						                                           o Tobacco Use


                                                                                                                                                                                              o   None of the above		     


Have you ever had any other serious illness not listed above? Explain.  ________________________________________


Reviewed by Dr. _______________________  Date_________


�


       Please list any medications, herbal supplements or vitamins you are taking and dosage amounts.





_______________   _______________   _______________   _______________   _______________   _______________ 


_______________   _______________   _______________   _______________   _______________   _______________  


_______________   _______________   _______________   _______________   _______________   _______________  


_______________   _______________   _______________   _______________   _______________   _______________  





MEDICAL UPDATES


I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.


        DATE					                    PATIENT’S SIGNATURE		                          	 REVIEWED BY


_____________	__________________________________________________    _____________________________


_____________	__________________________________________________    _____________________________


_____________	__________________________________________________    _____________________________


_____________	__________________________________________________    _____________________________


_____________	__________________________________________________    _____________________________


_____________	__________________________________________________    _____________________________





            Flat River Family Dentistry, L.L.C.   














EMERGENCY CONTACT OUTSIDE OF 


FAMILY/ IMMEDIATE HOUSEHOLD





NAME _________________________________________________ 


				





ADDRESS______________________________________________


	 	        	Street                                               City                         State                Zip





TEL # _________________   CELL # ________________________








NAME _________________________________________________ 


				





ADDRESS______________________________________________


	 	        	Street                                               City                         State                Zip





TEL # _________________   CELL # ________________________








ALLERGIES





WOMEN





 o Pregnant/ Trying to get Pregnant?   


 o Nursing?


 o Taking Oral Contraceptives?


 o None


         Anesthetics?


o?  Other  __________________________________________________








o Penicillin     o Aspirin     o Codeine     o Acrylic     o Metal     o Latex   o Sulfa


o Local Anesthetics   o Other ______________________ ___________   o None   








DO YOU NOW, OR HAVE YOU EVERY HAD ANY OF THE FOLLOWING:





MEDICATIONS











