
PATIENT INFORMATION
First Name .1. -Last Name Sex -Male -Female

Date of Birth Age-Social Security #

Home Tel. # (_ ) ___. Business Tel. # (_ ) Cell  # (_ )

Address- Apt. #- City Siate_ Zio-

Mailing Addres City-State- Zip

Employer Tel. # (- )
Dentist Referred

lf other than above, who will be responsible for your account? Ll Spouse n uor f o"o E otner
Name - Social Security # Tel. # (-)

Address City State zip

Tel. # (-

PRIMARY INSURANCE INFORMATION

Patient Relationship to Policy Holder:

_ Self _ Spouse _ Child _Other

S e x o f P o | i c y H o | d e r - M a | e - F e m a | e D a t e o f B i r t h : -

SECONDARY INSURANCE INFORMATION

Policy Holder Name

Patient Relationship to Policy Holder:

- Self - Spouse - Child -other

Sex of Policy Holder _ Male _ Female Date of Birth:

Policy Holder Address

City State- Zip

Employer

Tel. # S S #

PRIMARY DENTAL INSURANCE COMPANY:

Name of Ins. Co.

T e l . # (  )

Does your plan cover: ! Dental

GroupLGroupName

n uedicat fl gotn

Local

Name of lns. Co.

SECONDARY DENTAL INSURANCE COMPANY:

Name of Ins. Co.

Does your plan cover: I Dentat ! tuecicat I eotn

Group ll-Group Name

Local

SECONDARY MEDICAL INSURANCE COMPANY

Name of Ins. Co

Tel. # (

Does your plan cover: fJ Dental n uedicat E aotn

Group ll - Group Name

Local

Tel. # (

Does your plan cover: I Dental

Group *l -Group Name

Local

ff Medicat I gotn

Payments are due within 30 days of service. In cases where insurance claims are pending, monthly payments on your account are expected. A finance charge
oI 1-112"/" month(annual percentagerateof 18%) wil l  appear onALLchargesoutstandingformorethan90days. Thepatientagreestopayanycol lect ionfees,
cos ts  and reasonab le  a t to rney  fees  in  the  event  i s  ins t i tu ted .  We are  no t  p rov iders  w i th  DSHS we do no t  accept  Med ica l  Coupons.

Guarantors Signature

BWM -61

Date

Yakima Olal & Maxil lotaci;r l  Surgety Associ l tes
INSTANT PFESS, INC



HEALTH HISTORY
Pat i r -nt  Nantc _Agc Date of Birth_

l- lr ' iglr t  Wcight __ lbs. Patient Phone No

ivlcdical Doctor: Gcncral Dcntist:  Refening Doctor

Nanrc and plrorrc rrur.nbcr of thc adult s,ho rs your r ide. caretakcr or crnergcnci- contact pcrson

M__,_ F_

CONFIRMED:  Y N

tIAVIl YOU OR DO YOU CURRENTT.Y HAVE

Ycs No

Asthnta

_ Shortness of  Brcath

Rcccnt  Colds

Ycs No

Diabctcs

U lcc r

Arthri trs

Yes No

AlcoholiDrug Usc

- High/Low Blood Prcssure

Heart Murtnur

Hay Fever
-['ubcrculosis

Glaucoma

Ancnlla

Rhcumatic Fcvcr

Jaundicc,  Hepat i t is

Kiciney Diseasc/l) ialysis

Epi lcpsy/Scizurcs

Blecding Disorciers

Radiat ion / Chcmo Thcrapy

Mal r gnant I  Iyperthcrrnia

AIDSiHIV +

Chest  Pa in ,  Ang ina

Hcart Troublc (Attack)

Strokc

Strong (iag Rcflcx

Thyroid troublc

Sleep apnca

Lrver Discasc

PL[ASI l  ANSWI lR C; IV INC A SI IORT EXPLANATION WHERL,  APPROPRIATE

Ycs No

I am undcr a physici ln's carc at thc prescnt l i rr

I  havc bccn hospital izcd in thc last 2 ycirrs fnr

Do yor-r or havc yoLl cvcr takcn a dnrg f irr  ostcoporosis clr bonc canccr' .}  l f  yes whcn startct l  stoppcd

I have bccn put to slccp tbr thc fol low'ing opcration(s):

Bad rcact ions you or  vour rc lat ivcs halc had to anesthesla:

l lar . 'e  you cvcr takcrr  cort isonc.  ACTH. or  other steroid ' l :

_ Have you cvcr snrokcd'.) I f  so. horv ntuch' l  Whcn did you qurt ' l

[ )o vou plav a $ ' ind instn l l l ]cnt ' l

D0 Vou cvL'r  $ 'L 'ar  contact  lcnscs' . '  I f  yes.  r" 'hat  tvpe' . ) C lasscs' l

Do r 'ou havc anv art i f ic ial joints or hcart valrc '  replaccnrc'nts' l  I f  vcs. pleasc cxplain



MEDICATION
ou have taken in the past year and what you are taking themPlease any pil ls, drugs, or medications

Condition Being Treated

ALLERGIES
Please list any medicines you are allergic to; describe the type of reaction

for

Name

2.

3 .

4.

5 .

6.

7 .

8 .

9 .

Name Reaction

WOMEN
Is there a possibil i ty of you being pregnant' i
Are you currently breast f 'eeding'l
Are you taking birth control pil ls? *(Note: Prolonged use of Antibiotics (longer than two weeks) may alter the effective-
ness of birth control pil ls. Consult yclur physician/gynecologist for assistance regarding additional methods of birth
contro l . )

2

J .

4.

5.

6 .

Yes_ No_
Yes_ No_
Yes No

I certify that I have read and understand the questions above. I acknowledge that my questions, if any, about the inquiries set forth above
have been answered to my satisfactittn. I wil l not hold my surgeon or any other member of his staff, responsible firr any errors or omissions
that I have made in the completion of this form.

Signature of patient: Date

Health History Update

Date Changes Initials

BWM O3A BACX
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