Today's Date:

Home Phone: include area code
Middle ( )

Address: City:

Mailing address

Occupation: Height: Weight: Date of birth:

SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
{ ) { )

If you are completing this form for another person, what is your relationship to that person?

Your Name Relatianship

Do you have any of the fcllowing diseases or problems: {Check DX If you Don't Know the answer to the question} Yes
Active Tuberculosis .. . .

Persistent cough greater than a 3 week duratlon

Cough that produces blood

Been exposed to anyone with tuberculosis ..

If you answer yes to any of the 4 items above. please stop and return tms form to the receptromst
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Yes
Do your gums bleed when you brush or floss? ..o, 3
Are your leeth sensitive to cold, hot, sweets or pressure?
Does food or floss catch between your teeth? ..
Is your mouth dry? ...
Have you had any penodontal (gum) treatments’ ...................... ] Do you wear dentures or partials?................
Have you ever had orthodentic (braces) treatment? Do you participate in active recreational activities? ..
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? ......

Do you have earaches or neck Pains? ...
Do you have any clicking, pepping or discomfort in the jaw? ...
Do you brux or grind your teeth? .........ccoieee e
Do you have sores or ulcers in your mouth? ..o

No
(]
O
O
O
O
O

oogogooog
ooaoooao

ooooooog2ye

treatment?...
1s your home water suppiy quondated?
Do you drink bottled or filtered water?..

Date of your last dental exam:
What was done at that time?

if yes, how often? Circte one: DAILY / WEEI(LY / OCCASIONALLY
Are you currently experiencing denta) pain or discomfort?.......... ]

Date of last dental x-rays:

What is the reasan for your dental visit today?

How do you feel about your smile?

Are you now under the care of a physician? ..........cecoeenniiiinnns Have you had a sericus illness, operation or been

Physician Name: Phone: mnclude ares code hospitalized in the past 5 ¥8ars? ........cceerreerrvve v

( ) If yes, what was the illness or problem?

Address/City/State/Zip:

Are you taking or have you recently taken any prescription

Are you in good health? .......cccoveeenne or over the counter medicine(s)?

Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
the past year? ......... and/or diet supplements:

If yes, what condition is bemg treated?

Date of last physical exam:




e

LI

Check DK If you Don't Know the answer to the question)

i Date Treatment began:

i Do you wear contact IeNSEs? ........cvrvviierermeinesnneeesns . O O O | Doyou use controlted substances (drugs)? ....ccceeveeeevcicvvcccnne. 00 0
Are you taking, or have you taken, any diet drugs such as Do you use tobacco (smoking, snuff, chew, bidis)? ... o o
Pondimin (fenflluramine), Redux (dexphenfluramine) or If so, how interested are you in stopping?
phen-fen (fenflluramine-phentermine combination)?................. 0O 0O O (Circle one) VERY / SOMEWHAT / NOQT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? ............ocoeececivemnnrncnncnnen oo o
medications, alendronate {Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
or osteoporosis or Paget’s disease?.........c...ccovevvecieccnnecnene (. O O | If yes, how much do you typically drink In a week?
ince 2001, were you treated or are you presently scheduled LY Are you R T
0 begin treatment with the intravenous bisphosphonates
Aredia® or Zometa®) for bone pain, hypercatcemia or skeletal
omplications resulting from Paget's disease, muHtiple myefoma [
of metastatic Cancer? ... e (1 0 [ L3

oint Replacement. Have you had an orthopedic total joint {hip, knee, elbow, finger) replacemMeEnt? ... ieer e e

ol 7

O G

Date: if yes, have you had any complications?

Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
o all yes responses, specify type of reaction. Metals O o o
ocal anesthetics O O O Latex{rubber) o 0o .

Aspirin O O O lodine o a o
Penicillin or other antibiotics O 0O O Hayfever/seascnal O o0 d
arbiturates, sedatives, or sleeping pills 0O O O Animals o o O
uffa drugs 0O O O Food O ©c g

Codeine or other narcotics 0O O O Other o O 0

i Please mark (X} your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes Neo DK Yes No DK Yes No DK

Heart murmyr. v O O | APEMiainnen 0 O O Chronic pain... .ooooooeee. 0O [0 [J Sleepdisorder............... o o o
Mitral valve prolapse. .0 O O |Bleodtransfusion ..............[J O O Diabetes Typel or ... 0O O O Mentalhealthdisorders.... 0 O O

Artificial heart valves oo o If yes, date: Eating disorder ... 0O O O  Sspedfy:

Rheumatic fever ..........0 O [ |Hemophilia. ... 0O O Malnutrition............... .0 O O Recurrent Infections............ O 0o o

AIDS or HIV infection......... O O Gastrointestinal disease ...... O 0O O  Type of infection:

Cardiovascular disease. ...... 3 [ O Arthritis...cccooceoveeecciernnennn 0O O G.E Refluwpersistent Kidney problems. ... O R B I
Angina ... L0 0O [ Autoimmune disease O O heartburn......cocoooeeiin., [0 (3 [ Nightsweats... .0 o o
Arteriosclerosis ................. 3 [0 [0 Rheumatoid arthritis .......... O O Jlcers.....coooooeerioeeneieein {J 0 0O Osteoporosis................0 0O O

angestive heart failure ... 13 O [ Systemic lupus Thyroid problems............... 0O O O Prersistent swollen glands
oronary artery disease...... [0 [ O erythematosus................ 3 O O Stroke........ 0o o Nneck.. ..o o o g
WO O O AsthMae..nnn. O O O Glaucoma.......cc.ocooeennn, O O O Severe headaches/
O O 0O Bronchitis.........ccceeeeeeeeee. [ O O Hepatitis, jaundice ar MiQraines ....................... o g
.0 O 0O Eemphysema.., L0 B O liverdisease... e O O [ Severeorrapidweightloss. 0 [ OO
.0 0O 0O Sinustrouble,, WO B O Epilepsy..ccooceiinriinnes O O O Sexuallytransmitteddisease. 0 O O
L0 0O O Tuberculosis..................... [T TJ {0 Fainting spells or seizures . 3O [2 [ Excessive urination............. | R I |
0O 0O 0O cancer/Chemotherapy/ Neurological disorders ... 0O 0o o
L0 0O o Radiation Treatment........ 0O O [ Ifyes, Specify:
00 O [ Chestpainuponexertion... [J O O
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? .. .....ice i se e oo

Name of physician or dentist making recommendation:

Phane:

lease explain:

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health

istory and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my guestions, if any, about inquiries set forth

bove have been answered to my satisfaction, I will not hold my dentist, or any other member of histher staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Do you have any disease, condition, or problem not listed above that you think | Should KPGw aBOUL? ........cceeerviviiiieiceee e

ignature of Patient/Legal Guardian:

Date:

Comments:

FOR COMPLETION BY DENTIST




Page 3
N RESPONSIBLE PARTY

Who will pay this account? (Whose name will appear on billing statement). ___ Self _ Spouse __ Parent or Guardian
If you checked “self” Please skip next section.

Responsible Party’s Name Social Sec#
Last First M.L
Address Phone# ( )
# Street City State Zip Code
Employer Address Wk. Phone#(__ )
# Street City State

Your relationship to the above responsible party:

FOR PATIENTS COVERED BY DENTAL INSURANCE

Subscriber’s Name Social Sec# ID#
Last First M.L
Employer Address Wk. Phone# ( )
# Street City State
Insurance Company Name Phone # ( )
Address Group #
Patient relationship to Subscriber Self Spouse Dependent

All Insurance Patients — Please sign Both signature lines below.
1 have reviewed the following treatment plan. I authorize release of any I hereby authorize payment to be sent directly to Rizkalla Dental Associated or the
information relating to this claim. | understand that 1 am responsible for named dentist of the group insurance benefits otherwise payable to me.
all costs of dental treatment.

* *
Signed (Patient or Parent if Minor) Date Signed (Patient or Parent if Minor) Date

* How where you referred to our office?

OFFICE POLICIES
WELCOME to our office. We are happy to have you as a patient. In an attempt to maintain our fees at a responsible level, we ask you to help
us by observing the following;

BROKEN APPOINTMENTS - If you cannot keep your appointment, 24-hours notice must be given to avoid missed appointment charge of
$25.00. This fee is not covered by ANY insurance; therefore, you will be directly responsible.

ACCOUNTS ARE DUE AND PAYABLE ON RECIEPT OF SERVICES - Payment in fuil for all services is expected the day that they are
rendered, unless previous arrangements have been made. Master Care, Visa, Discover and American Express are welcome.

DENTAL INSURANCE - Patients who have dental insurance are expected to pay their deductible and any co-payments in full at the time of
service. Please realize that professional services are rendered to person, not to an insurance company. You are ultimately responsible for all
fees.

The undersigned hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic aides deemed appropriate. [
certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquires set forth above have been
answered to my satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any errors or omissions that I
may have made in the completion of this form,

¥* L

Signature of Patient Date Signature of Dentist Date

Please read the following carefully and sign below.
I understand that a service charge of 1 %% per month on the unpaid balance (18% Annual Percentage Rate) will be charged on all
overdue balances, unless previous payment arrangements have been made.

1 also understand that I am financially responsible for all balances incurred in this office, by my dependents or myself. |
understand that if collection procedures are necessary to collect any outstanding balance, that I will be financially responsible for the

entire cost of all collection procedures.
*

Signature of Responsible Party Date

Again let me THANK YOU for taking the time to answer all the above questions.
You are a valued patient: We are here to serve you to your satisfaction. If we have not accomplished this, please talk to us.






