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Dr. Alvin C Matthews. DDS, PC

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry )rou will receive. Thank you lor answering the
f ollor/ing questio.rs.

Are you under a physician's care now? Q
Have you ever been hospitalized or had a major operation? Q

Have you ever had a serious head or neck injury? Q
Are you taking any medications, pills, or drugs? Q

Doyou take, or haveyou taken, Phen-Fen or Redux? Q
Are you on a special diet? Q

Doyou usetobacco? Q
Do you use controlled substances? Q

ves Q ruo lf yes, please explain:
Yes Q No lf yes, please explain:

Yes Q No lf yes, please explain:

Ves Q No lf yes, please explain:
ves Q tlo
Yes Q No
ves Q No
ves Q No

' - Women: Are you --

PregnanUTrying to get pregnant? Q Ves O f,lo Taking oralcontraceptives? Q Ves O ruo Nursing? Q Ves O ruo

Are you allergic to any of the following?

f] nspirin I eenicill in [] cooeine I ncrytic I ruetat I t-atex f_] tocat Anesthetics

fl ottrer lf yes, please explain:

- Do you have, or have you had, any of the following?

Cortisone Medicine Q Yes O no Hemophi l ia O YesO ruo

Hepat i t isA Q vesO ruo

Hepa t i t i sBorC Q VesO ruo

Herpes O vesO ruo

High Blood Pressure Q Ves O t' lo

Hives or Rash Q Ves O tlo

Hypoglycemia O YesQ No

lrregular Heartbeat Q ves O tto

Kidney Problems O Yes O tlo

Leukemia Q vesO t' lo

Liver Disease Q Ves O ttto

Low Blood Pressure O Ves O tto

Lung Disease O Yes Q No

Mitral Valve Prolapse O Ves O ruo

Pain in Jaw Joints Q Ves O tto

Parathyroid Disease Q Ves O tto
Psychiatric Care Q Ves O No

Radiation TreatmentsQ Yes Q ruo

Recent Weight Loss Q Yes Q tr,to

AIDS/HlV Positive Q ves C tto
Alzheimer's Disease Q Ves O ruo
Anaphylaxis
Anemia
Angina
Arthritis/Gout

Artif icial Joint
Asthma
Blood Disease

Bruise Easily
Cancer
Chemotherapy
Chest Pains

Convulsions

Q vesO ruo
Q YesO ruo
Q vesO ruo
Q vesO No

Q ves O tlo
Q ves O tlo
Q vesO ruo

O Yes C tto
Q vesO ruo
Q vesO ruo
Q vesO No

Diabetes
Drug Addiction
Easi ly  Winded
Emphysema

Genital Herpes
Glaucoma
Hay Fever

Q vesO ruo
Q vesO ruo
Q ves O tto
Q v e s O N o

Q vesO ruo
Q ves O tlo
Q vesO No

Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida

Stroke
Swelling of Limbs

Thyroid Disease
Tonsi l l i t is
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Q ves O tlo
Q ves O t'to
Q vesO ruo
Q vesO No
Q vesO ruo
Q vesO ruo
Q vesO ruo
Q vesC ruo

Q ves O tlo
Q vesO ruo
Q ves O tto
Q v e s O r u o
Q v e s O r u o
Q Yes O tto
Q v e s O N o
Q vesO No
Q vesO No

Artificial Heart Valve Q Yes O ruo
Epilepsy or Seizures Q ves O ruo
Excessive Bleeding Q Ves O No
Excessive Thirst Q vesO ruo
Fainting Spells/DizzinessQ Yes Q No

Frequent Cough Q ves O tlo
Frequent Diarrhea Q Ves O ruo
Frequent Headaches Q Yes O ruo

Stomach/lntestinal Disease Q Yes O ruo

Blood Transfusion O Yes O ruo
Breathing Problem Q Yes O ruo

Heart AttacldFailure Q Ves O No

Cold Sores/Fever Blisters Q Ves O tto

Congenital Heart DisorderQ Yes C No
Heart Murmur Q ves O trto

Q vesO ruo
Hea(PaceMaker Q VesO No

Heart Trouble/Disease Q ves O ruo

Have you ever had any serious illness not listed above? Q Ves Q ttto tt

Comments:

yes, please explain:

To the best of my knovledge, the questions on this fo.rn ha',/e been accurately answefed. I understand that prq,iding inconect information can be

dangerous to my (or patient's) health. lt is my responsibility to intorm the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, OT GUARDIAN DATE



7777 N. 43'd Avenue, Phoenix, AZ 85051
623-937 -026 7 www.S milesByD rMatthews.com

INFORMED CONSENT and FINANGIAL POLICY
Please lNlTlAL each line:

_l understand that the information I have given today is correct to the best of my knowledge. I also understand that it is my
responsibility to inform this office of any changes in any medical status. I authorize the dental staff to perform any
necessary dental services, such as x-rays, study models, photographs or any other diagnostic aid deemed appropriate by
the doctor to make a thorough diagnosis. I also authorize the doctor (and his employees for assistance when applicable)
to perform any and all forms of treatment, medication and therapy with my informed consent in connection with my
diagnosis and treatment plan.

Payment is rcquired on the day of your visit Any discounts or coupons are void unless payment is made on the day
of service. We acc,ept cash, personal check or major credit card (Visa, Mastercard, Am Ex, Discover). We also offer the
option to arrange financing for services through outside companies.

We do our best to estimate the patient portion of your bill and that estimated amount is due at the time of your treatment.
Anv amount left owino after insurance has oaid will be billed to vou immediatelv and is due within 10 davs of the
statement. Balances left after 30 days will incur an 18% APR service charge. Breach of this responsibility carries the
penalty of compensating the practice for any related attorney's and collections fees. lf you have any questions about this
policy, please ask one of our staff members before you receive treatment.

Regarding children of divorced parents - The parent that brings the child to our office treatment will be considered the
financially responsible party for all charges on the child's accrunt.

We also reserve the right to charge for appointments cancelled or broken without 48 hour notice at a rate of $50 per
appointment, or $50 per hour which ever is greater. *Receiving payment at the time of service and keeping your
appointment helps keep our cosls and thus our fees down.

Patient Name (Printed) PatienUParent or Guardian Signature Date

lF YoU HAVE DENTAL INSURANGE: PATIENT AUTHORIZED SIGNATURE FORM
Please lNlTlAL each line:

The undersigned, hereby authorizes the release of any information relating to all claims for benefits submifted on behalf of
myself and/or dependents. I further expressly agree and acknowledge that my signature on this document authorizes my
dentist to submit claims for benefits, for serviccs rendered or for services to be rendered without obtaining my signature
on each and every claim to be submitted for myself and/or dependents and that I will be bound by this signature as though
the undersigned had personally signed the particular claim.

We do accept all Preferred Provider Organization (PPO) insuranc,e plans, but are not IN-NETWORK with all of them. We
are still very happy to file on your PPO as an OUT-OF-NETWORK provider, but the oatient is resoonsible for anv
difference between our fee and the amount insurance oavs. Many times, there is not much difference be$,veen lN-
NETWORK and OUT-OF-NETWORK coverage. A large number of our patients who are OUTOF-NETWORK realize that
choosing the best dental treatment available for them is worth the occasional slightly higher co-pay.

I understand I am financially responsible to Alvin C. Matthews DDS, PC for charges not covered by this assignment.
Breach of this responsibility carries the penalty of compensating the practice for any related attorney's and c,ollections
fees. Please remember that benefits coverage is a legal agreement betvt/een you and your insurance company. Our
office is not involved in that agreement and your dental treatment is determined by your oral health, not your insurance
company's reimbursement schedule. For the most accurate information regarding your benefits, please contact your
insurance orovider.
Your Social Security number is required for us to process your insurance benefits. lf you do not wish to provide the Social
Security number to us, we will require payment in full and will provide you with a form so you can submit the claim to the
insurance company directly.

Authorized Signature of Covered Person/ Parent Date

ifx${arthcws, DDs,FC

PRIVACY/ HIPPA NOTICE n Received n Declined Init iats Date
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THE MOST 5 'GNJF' ICA'VT COSMETI
Hold a  mi r ror  12" -14"  f rom your  face.  Smi le  to  show your  teeth .
then answer  the fo l lowing quest ions:

1 Do you l ike the appearance of  your  teeth and your  smi le? [ l  Yes E t lo
l f  not ,  expla in
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CEMENT EVER!
observe your teeth careful ly,

2 Are your teeth
l f  not ,  expla in

al l  in  a l ignment  (s t ra ight)? E Yes E t r to Salruro nNo Cutppto

Do you have spaces that you don't  l ike? E Yes E lrto
l f  yes,  expla in

Do you l ike the color of your teeth? E Yes D trto
l f  not ,  expla in

Do you l ike the shape of your teeth? E Yes f l  l r to
Cntarcenolv Srnrrus

l f  not ,  expla in

Are your  teeth.
Chipped? tr Ye; E ruo Protruding E Yes E ruo Hidden f l  Yes E ruo
l f  yes,  expla in

FnNcn Trlu

Are your teeth wearing on the bit ing surfaces? D Yes D l t to
l f  yes,  expla in

Are there o ld
l f  yes,  expla in

f i l l ings or  denta l  work you don' t  l ike look ing at? E Yes E l t to Srnlruro nNo Cnoorco

What would you l ike to  change the most  in  the appearance of  your  teeth?

10 How would you l ike your  teeth to  look?
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l f  you are  not  happy wi th  the appearance
how LUMINEERS can  improve  you r  sm i le .

of your teeth, ask your dentist
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