
WELCOME TO OUR OFFICE

Date:
Bi r th  Date:
Soc ia l  Secur i ty  # :

PATIENT
NAME:
Addres s:

Age:  _Sex:
Honre Phone:
Cel l  Phone:

Mar i ta l  Sta tus:

C i t y : State :  _Z ip :
E -Ma i l :
Bus ines s Phone:Occupzrt ion: Employer:

Name o f  c l oses t  r e l a t i ve  no t  l i v i ng  w i t h  you :
Addres s: Phone:
Whom may we thank for referr ing you to our ofTice'/

Robert M. Eyer, D.D.S.

PERSON RESPONSIBLE FOR PAYMENT - PATIENT. PARENT OR SPOUSE

Name:
Employer :

Bi r th  Da te :

Socia l  Secur i ty  # :
Employment
Occupat ion:

Address:
Bus iness  Phone :How long employed '?

Name of dental insurance
How wi l l  you pay ' /  Cash

company : Group #:
Check Credit Card

MEDICAL HISTORY
Name of '  fanr i  11,  phys ic i  ar r  : Addres s:
How is  your  genera l  hea l th ' l  (p lease c i rc le)  Exce l lent  Gooc l  Fa i r  Poor
Do you have,  or  have you ever  had.  any of  the fo l lowing? (p lease c i rc le)

Heart Disease

High Blood Pressure

Hcart Murmur Epi lepsy

Blood Disorder. Anemia Ditrbetes Psychi atric Treatnrent

Arthr i t is

Thyroid Disease Faint ing

Turnor History

Venereal Disease

Sinus Trouble

LIlcc-rs

Hepatitis

Radiation Treatment

Livr-r  ur  Kic lney Disease

Tuberculosis

HIV ARC HBV

Asthma. Emphysema

Al lergies

AIDS

YES NO

YES NO

Rheumatic Fel 'er Stroke

Have you ever  tes ted pos i t ive  fbr  ar ry  o f  the fo l low' ing b lood d isorders ' . )  (C i rc le)
Are you under  the care o f  a  phys ic ian now'J  Expla in

Do  you  have  any  d i sease .  cond i t i on .  o r  p rob lem no t
WOMEN: Are you pregnant? ( l f  YF.S, Delivery Date)
Are you a l lerg ic  or  sens i t ive  to  penic i l l in  or  rar l  o ther  drugs or  medic ine ' l  Exp la in
Do you need ant ib io t ics  fbr  denta l  work ' l  Exp la in
Have  youeve rbeen  hosp i t a l i zedand /o rhadsu rge ry 'w i t h i n  t he  l as t  f i ve  yea rs?  ( l f  YFS .  p l ease  exp la i n )

l i s t ed  above?  ( I f  YES .  l i s t ) YES
YES
YES
YES
YES

YES

NO
NO
NO
NO
NO

Do you use smokeless tobacco 'J  _  Do you smoke ' /
Are you tak ing medicat ion,  drugs or  p i l ls ' l  ( l f  YES.  l is t ) NO

DENTAL HISTORY
Do you have a spec i f ic  prob lem which neec ls  a t tent ion now' l
Have you had regular dental checkups'/
When was yot r r  las t  denta l  v is i t ' , ' What was done thcn' l
Do your ' - tums b leed when brush ing or  f loss ing '?
Have you been to ld  you have a -gum prob lem'?
Have you los t  many teeth? ( l f  YES.  why ' / )
Do you fee l  you wi l l  eventua l ly  lose a l l  your  teeth ' l
Are you apprehensive about receivin-e any dental treatment'J
Have there been any compl icat ions dur ing prev ious dcnta l  t reatment ' l

YES
YES

YES
YES
YES
YES
YES
\€S

NO
NO

NO
NO
NO
NO
NO
NO

TREATM ENT AUTHORIZATIOh" AND AC KNOW LEDGEM FNT
I consent to treatment as necessary or desirable to the care of the patient f i rst named above. for the diagnosis of dental dise:rse. deformity,
or treatment of dental emergency. These procedures rnay include radiographs, models. and intraoral examinal ion. In the case of a dental
emergency, I  consent to treatment as deemed necessary by the doctor. I  give my consent to the use of local anesthetic and relaxnnts for
completing the necessary dental treatment.
I ALSO ACKNOWLEDGE FULL RESPONSIBILITY FOR ITIE PAYMENT OF SUCH SERVICES AND AGREE T0 PAY FOR
TIIEM IN FULL.

S igned
Patient. parent or le-eal guardian

update



PHTIENT CONSENT FORM

I understand that, undor the Health Insuranco Portability & Accountablllty Act ol 1996 (HIPM), I

. have certaih rights to privacy regarding my protected health inlormation. I understand that this

.inlormation 
can and wil l  be used to:

Conduct, ptan and dlrect my troatment and follow-up among the mqltlple healthcare
providers who may be Involved In that treatment directly and indirecily.

. Obtain payment from third-party payers. t.

. Conduct normal hoalthcare op€ratlons such as quality assessmsnts and physician
certif ications.

I havo b€en intormed by you ol your Notice of Privacy Practicescontainlng a mor6 complete
dsscription of tho uses and dlsclosures of my health lnlormatlon, I have been given the right to
review such Notice ol Privacy Practices prior to bigninj this consent. I understand that this
organizalion has the rlght to changg lts Notice 'ol PrtvAcy Praclrces lrom time to tim6 and that I may
contact this organizalion at any tim€ at the address below to obtain a cunent copy of the Nolrce of
Privacy Practices.

I understand that t may r€quest in writing that you restrict how my private information is used or
disclosed to carry out treatmonl, payment or health,care operatlons. I also understand you are not

' required lo agr9o to my requested restrictlons, but.ll you do agree then you are bound to abide by
such reslrictions.

I understand that I may rovoke thls consent in writlng at any time, excopt lo the €xtent that you have
taken action relying on this conssnt.

Pat ient  Name:

Signatu re.

Relat ienship to Pat ient :

. . .

rTDr 7t!aa.rato{l olal l€l

Date:
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