WIiLLIAM SCHLUTER, DDS

D ENTI S TRY

PATIENT PROFILE

PATIENT INFORMATION

Name (Last, First, Middle)

Social Security Number

[I™male []Female

Address City State ZIP
Phone Number(s): Home Cellular Work Email Address
Date of Birth Birth PI Stat
ate or = i Hlace s I SINGLE ] MARRIED ] DIVORCED / SEPARATED
Occupation Employer Years Employed

PARENT OR GUARDIAN OF PATIENT (/F PATIENT IS UNDER 18 YEARS OF AGE)

Name (Last, First, Middle)

Social Security Number

[ male []Female

Address City State ZIP

Phone Number(s): Home Cellular Work Email Address

Date of Birth Birth Place WS MGNGLE [ ]MARRIED [ ] DIVORCED / SEPARATED
Occupation Employer Years Employed

INSURANCE INFORMATION

Subscriber’s Name (Last, First, Middle)

Date of Birth

Social Security or Subscriber’s I.D.

Name of Insurance Company

Insurance Company Address

Group / Plan Number

Employer’s Name

Employer’s Phone Number

Relationship To Patient

SECONDARY INSURANCE INFORMATION (/F APPLICABLE)

Subscriber’s Name (Last, First, Middle)

Date of Birth

Social Security or Subscriber’s I.D.

Name of Insurance Company

Insurance Company Address

Group / Plan Number

Employer’s Name

Employer’s Phone Number

Relationship To Patient

PERSON RESPONSIBLE FOR ACCOUNT

Name (Last, First, Middle)

Social Security Number

[male []Female

Address

City

State

ZIP

Phone Number(s): Home

Cellular

Work

Email Address

Date of Birth Relationship To Patient

GETTING TO KNOW YOU

1.  Whydid you select our office?

4.  Person to contact in case of emergency:

2. Whom may we thank for referring you? [] Yellow Pages [] Website/Internet [] Patient:
[J other:

3. Is another member of your family or relative a patient in our practice? [ ] YES [] NO

Contact Phone Number(s):

Relationship:

Home

Cellular

Work

Pager




WILLIAM SCHLUTER, DDS PERSONAL MEDICAL HISTORY

D ENTI S TRY

MEDICAL HISTORY
Name of current Physician: Specialty:
What is your estimation of your general health? [] Excellent [] Good [] Fair [] Poor

DO YOU HAVE or HAVE YOU EVER HAD:

Y N Y N

1. Hospitalization within last 2 years?.......ccccvcvevviieeinieeeinivee s L1 18. Kidney diSease ......cccceeveveeerrveeennnen. L1

2. An ALLERGIC reaction to: 19. Liver disease, Hepatitis A,B, or C |:| |:|

[] Aspirin, Ibuprofen, Acetaminophen, Codeine 20. Thyroid problems.........ccoceerieirieniieniienieee e L1

[ Penicillin, Erythromycin, Tetracycline, Sulfa 21, Diabetes......cciviiiiiiiiiiiiii N

[] Local anesthetic, e.g. lidocaine D U | oY USSR I:l I:l

[ Metals, nickel, gold, silver 23. Gastric Reflux (GERD), Heartburn........ccceeeevveeecieeeecnneenn, |:| |:|

[ Latex rubber 24. Osteoporosis.... |:| |:|

[ Other 1T € F-1U oo 1 o - PSSR L1

3. Heart problems, or cardiac StENt .........oveeevverrvereeeeseeesseee 0] 26. Hives, SKin rashes........ccccecvieeeiiieicciieeeceee e L1

4. History of infective endocarditis ............oeevvveeeerrveerrieeeieeerenens L1 27 CANCRN oottt L0

5. Artificial heart valve, repaired heart defect........cococevevrervrnnnee. L1 28. Radiation treatment, chemotherapy...........coooooueiuisriinene. L0

6. Pacemaker or implantable defibrillator ..........covvorverevrrvereees 101 29. Hay fever, Sinus trouble..........ccccoviieriiiniieiecieeeeee L1

7. Artificial joint Or Prosthesis.......c.ceeuieeereeeeiere i L1 30. Epilepsy, Seizures......... L0

8. HEArt MUIMMUT c.cvveieceeececeeeteee ettt sttt L1 31. Arthritis, Rheumatism L0

9. High OF LOW bl0OT PreSSUIE ..eueververeeeeeeereseeseeeressesseeseseesseeseees 101 32.Venereal DiSEASE .......ceevveeruirenieeniieniieneeeniee et L1

10, HEAIt SUFBEIY vovevieeeecieteeteecteee ettt be e bt sr b sreneeaeaeas L1 33. H.LV. positive, AIDs... L0

B {4 o] 4= SRR L1 34 TUMOIS oottt L0

12. Rheumatic or Scarlet FEVEr .........ccovvvveevieeeeeececeeeee e L1 35. Cold sores, Fever bliSters ..., L0

13. Anemia or other blood disorder...........cccoeeveveeveriveereceeereeenenas L1 36. Alcohol, drug dependency L
14, EMPRYSEMA. ittt sare e s L1 FOR WOMEN ONLY

15, TUBEICUIOSIS c...vveveceevetiec sttt ettt ettt st sretereae s L1 37. Are yoU Pregnant? ... L0

16, ASTNME cucuiiiiiieteceetc ettt st L1 38. NUFSING? oo L0

17. Sleep problems, aPNEa.......cccvevvveveeieeeeeetieeeeeeee et L1 39. Are you taking any birth control pills?........c.ccoovevinnnennne. L0

Do you have or have had any disease, condition, or problem not listed? If yes, please list:

CURRENT MEDICAL TREATMENT, IMPENDING SURGERY, OTHER TREATMENT(S)

Describe any current medications, medical treatment, impending surgery, or other treatment(s) which may possibly affect your dental treatment:

DRUG PURPOSE DRUG PURPOSE

Ask for an additional sheet if you are taking more than 6 medications
PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING

PATIENT CONSENT

1. lunderstand the above information is necessary to provide dental care in a safe and efficient manner. | have answered all questions truthfully and to the best of my knowledge.

2. The undersigned herby authorizes Dr. Schluter to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Dr. Schluter to make a thorough
diagnosis.

3. I also authorize Dr. Schluter to perform all recommended treatment. | understand using anesthetic agents embodies a certain risk. Furthermore, | authorize and consent Dr. Schluter
choose and employ such assistance as deemed fit to provide recommended treatment.

4. | understand all responsibility for payment for dental services provided in this office, is mine; due and payable at the time services are rendered.

5. This office will bill dental insurance carriers as a courtesy. Insurance coverage is estimated based upon information the office can obtain from your insurance carrier; your actual benefit
payable may be less. You, the patient, are responsible for all amounts not covered by your insurance carrier.

6. | understand, where appropriate, credit bureau reports may be obtained.

7. lunderstand it is my responsibility to advise Dr. Schluter’s office of any changes, in information, obtained on this form.

8. | authorize the use of my social security number to file my dental insurance claim.

Patient Signature Date Parent or Responsible Party (if patient is a minor) Date

Reviewed by Dr. Schluter (Date)



WILLIAM SCHLUTER, DDS DENTAL INFORMATION SHEET

D ENTIS TR Y

PATIENT INFORMATION

Name: Date:

What is your immediate concern?

TOOTH STRUCTURE

YES NO
1. Do you feel pain or discomfort in any of yoUr tEEEh? ......ccoiiiiiii e |:| |:|
2. Are your teeth sensitive to hot or cold liquids Or fOOdS?......cccueiiiiiiiiiii e [] []
3. Are your teeth sensitive 10 DItiNG PreSSUIE? ... ..vii it e e e e e e are e e e e abe e e e e aree e e eneees [] []
4. Are your teeth sensitive to SWEets Or SOUI fOOUS? ......ooviiiiiiiiiiiiiieriee et s e e s [] []
5. Are there places where food always seems to et CAUZhT? .....ccvviiiiiiiii i e [] []
o o N R Yo T (o1 A=YV =T =] o PSPPSR [] []
7. Have you had any cavities within the [ast three YEars? ... [] []

GUM AND BONE

YES NO
1. Do your gums bleed while brushing or floSSING? .......ccccuiiiiiiiiieeeccee et e e e raee e e eans [] []
2. Do you or have you ever smoked or chewed t0bacCo? .......covcieiiiiiiiiiicie e [] []
3. Have you ever had periodontal (gum) treatment? When? [] []
4. Do you have an unpleasant taste or odor in YoUr MOULN? .......ccciiiiiiiii e [] []
5. Isthere a family history of UM ProbIEMIS? . ... .eeii e eetee e e aree e e e eares [] []

BITE AND JAW JOINT

YES NO
1. Doyou grind or Clench YOUIr TEETN? .........ooii et e e et e e e e bte e e e e bte e e e ebsaeeeentaeaeeans [] []
N -1 o IV/o 10 el o =YV -{V] s s oloT 010} (o] & ¥=1 o] VAP R [] []
3. Canvyou eat a bagel cOmMFOrtably? ........ooo i e e e e e et e e e e e abe e e e e abe e e e enaraeeeeanrees [] []
4. Do you feel like you have MOre than 0Ne BILE? ..........ccevcviurieeviieeereseeeieeeee s sesseesess s ssses s essasssnens [] []
5. Have your teeth changed, become shorter, thiNNEr, OF WOIN? ........c.oveueueeeeueeeeeeeeeeeeeeeeeeseeeeseseeeseeseseseees [] []
6. Have you ever had jaw joint pain, Clicking, OF POPPING? ......cvvveeveveeeeeeeeeeeeeseeeeeeeeeseeeeseeeeseeeseseeessseseseseens [] []
7. Have you had orthodontic treatment? When? |:| |:|

SMILE ASSESSMENT

YES NO
1. Do you like to smile wide enough t0 ShOW YOUF TEETN? .........viveiveeeeeeeeeceeeeeeeee e [] []
2. Would you change anything with the way your teeth [00K? ..........cc.o.euieiviuiieireieeeeeesseseeessseesessseesesseneenes [] []
3. Have you ever whitened (bleached) your tEeth?..........ooo i e [] []
4. Have you been disappointed by the appearance of previous Work?........ccccccevveieeiicciee e e [] []
5. Areyou interested in improving the appearance of your teeth? .........ccoooiiiiiiii e [] []
6. Would you like to learn more about modern cosmetic ProCeAUIrES? .........coveeeiiieiieeecieeeereeereeeereeeeveeesareens [] []

PERSONAL HISTORY

YES NO
1. Are you fearful of dental treatMeENT? ........ooo i e e e e s s te e e e s bae e e e seataeeeeaes [] []
2. How fearful on a scale of 1(1east) t0 10(MOSE)? ....cccuriiiiiiiieiiiriee ettt eeare e e eebre e e erabaeeeseabaeeeseasaeees
3. Have you ever had an unfavorable dental XPeri@nCe?........oc i ieeieiie ettt srae e sae e [] []
4. Have you ever had a complication from dental treatment?.........ocvveiieiecii e e [] []
5. Have you had trouble getting numb or had reactions to ShOtS? ........cccveeeeii i |:| |:|



WILLIAM SCHLUTER, DDS FINANCIAL POLICY

D ENTI S TR Y

GOAL

The major objective of our office is to provide our patients with the highest quality dental care.
Our service is based on a friendly, mutual, but businesslike understanding between doctor and
patient. We feel any misunderstandings can be minimized if financial policies are agreed upon at
the beginning of treatment. The following information is to acquaint you with our financial
policies.

PATIENTS WITH DENTAL INSURANCE

As a courtesy to our patients with insurance, we will bill their insurance provider for them at time
of service. Our office will accept assignment of benefits from your insurance company, which
allows them to send payment directly to us rather than having you pay for your services in full at
time of service. Our office will estimate the portion of the services not covered by your
insurance, either due to policy information and/or patient copayment percentages. This
estimated patient portion is due at time of service; should your insurance pay more than we
anticipate, we will promptly reimburse you.

PATIENTS WITHOUT DENTAL INSURANCE

All fees for services are due at time of service.

ALL PATIENTS

Our office accepts cash, check, Mastercard, and Visa. Our office also offers, to patients who
would like to make monthly payments, an option to provide third party financing through Citi
Health Card. If you are interested in utilizing the Citi Health Card payment plan option, please ask
our staff.

Patient Name (please print)

Patient Signature Date
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