  Chart #:   

FOR OFFICE USE ONLY

Patient Information
Patient Name:                                           
  Date:   

                                Last,                                   First                     MI                            (Preferred Name)

 Name of office or person referring you to our practice  ______________________________

Social Security #:                                 Birth Date:                   ___If Student/School___________                         __                             
Phone (Home):   
  (Work):   
 Ext:  
__(Cell)  _____________________ 

Address:
   __________________                                        E-mail Address:_______________________________
                            Street                           Apartment #                                                                                                          


  


_
                          City                                                                              State                                          Zip Code       

Nearest relative not living with you __________________________________ Phone__________________________
Health Information
Date of Last Dental Visit:   
  Reason for this visit:  

Have you ever had any of the following?  Please check those that apply:

	[image: image1.wmf] Allergies __________

	

	[image: image2.wmf] Anemia  

	[image: image3.wmf] Arthritis
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	[image: image11.wmf] Excessive Bleeding

	[image: image12.wmf] Appetite Suppressant
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	[image: image16.wmf] Head Injuries

	[image: image17.wmf] Heart Disease
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	[image: image19.wmf] Hepatitis A,B or C

	[image: image20.wmf] High Blood Pressure

	[image: image21.wmf] Jaundice

	[image: image22.wmf] Kidney Disease

	[image: image23.wmf] Liver Disease

	[image: image24.wmf] Mental Disorders

	[image: image25.wmf] Nervous Disorders
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	[image: image27.wmf] Are You Pregnant

	    Due date:_________

	[image: image28.wmf] Radiation Treatment

	[image: image29.wmf] Respiratory Problems

	[image: image30.wmf] Rheumatic Fever
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	[image: image32.wmf] Sinus Problems

	[image: image33.wmf] Stomach Problems
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	OTHER:
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Do your gums bleed when you brush?     Yes____ NO ____
Are your teeth sensitive to heat or cold?  Yes____ NO ____

Do you grind or clench your teeth?           Yes ____NO____

Are you having any discomfort at this time?  Yes____ NO____
( Have you ever had any complications following dental treatment?    [image: image43.wmf] Yes  [image: image44.wmf] No

     If yes, please explain: 

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image45.wmf] Yes  [image: image46.wmf] No

     If yes, please explain: 

( Are you now under the care of a physician?    [image: image47.wmf] Yes  [image: image48.wmf] No

     If yes, please explain: 

( Name of Physician: _______________________________________________  Phone: 

( Do you have any health problems that need further clarification?    [image: image49.wmf] Yes  [image: image50.wmf] No

If yes, please explain: 

  Are you taking any medication or drugs? If so list:  _______________________________________________

     Are you sensitive or allergic to any medications or anesthetics? If so list ______________________________

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date: 

   Signature of patient, parent or guardian

Reviewed by Dr. ____________________________ Date ____________
Spouse or Responsible Party Information
The following is for:   [image: image51.wmf] the patient's spouse    [image: image52.wmf] the person responsible for payment

Name:                   
 
                    [image: image53.wmf] Male   [image: image54.wmf] Female                               [image: image55.wmf] Married   [image: image56.wmf] Single   [image: image57.wmf] Child   [image: image58.wmf] Other 

Social Security #: ________________________________  Birth Date: 

Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call: 

Address: 


                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code

Employment Information
The following is for:   [image: image59.wmf] the patient                  [image: image60.wmf] the person responsible for payment

Employer Name:   
  Occupation: 

Address:
  




                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone

Insurance Information
Primary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image61.wmf] Yes   [image: image62.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #: 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name:

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image63.wmf] Self   [image: image64.wmf] Spouse   [image: image65.wmf] Child   [image: image66.wmf] Other ___________________

Insurance Plan Name and Address:
                                                           Phone #

Secondary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image67.wmf] Yes   [image: image68.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #: 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image69.wmf] Self   [image: image70.wmf] Spouse   [image: image71.wmf] Child   [image: image72.wmf] Other ___________________

Insurance Plan Name and Address:
                                                       Phone #

Consent for Services

I authorize the dental office to administer such medications and perform such diagnostic and therapeutic procedures as maybe necessary for proper dental care.  I hereby authorize payment of dental benefits directly to the dentist for services provided.  I acknowledge receipt of the HIPPA Notice of Privacy Practice’s and The Dental Materials Fact Sheet.  I have read the above conditions of treatment and payment and agree to their content.

_________________________________ Date:________ Relationship to Patient:________________   

Signature of patient, Parent or guardian
Policy

 We recognize how valuable your time is therefore, our office policy is to schedule as effectively as possible.  A $50.00 charge will be assessed per patient for each appointment that is not kept or is not given adequate 24 hour notice prior to cancellation.  Notification through the answering service after hours, over the weekend or holidays will not be considered acceptable as we do not receive these messages until the following normal business hours.
Signature_________________________________ Date: _____________

A Word About Your Insurance Coverage

As a service to our patients, we will be glad to bill your insurance.  But….we cannot guarantee the outcome of any payment, you are ultimately responsible for any balance on your account.  As we don’t want any hard feelings, we urge you to know your insurance plan, ie, coverage benefits and exclusions or that any information given to the office is contingent on many factors and “does not guarantee payment.”
Signature_____________________________ Date _______________[image: image73.wmf]
