ADULT PATIENT QUESTIONNAIRE

NAME Home PH. Cell PH.
MAILING ADDRESS Work PH.
CITY STATE ZIP

PHYSICAL ADDRESS

SS# BIRTHDATE Marital Status
DRIVER'S LICENSE # EXP DATE

EMAIL

EMPLOYER DEPT

WHO MAY WE THANK FOR REFERRING YOU OR
HOW DID YOU HEAR ABOUT OUR OFFICE?

IF PHONE BOOK WHICH ONE? AT&T (BIG) TAHOE DIR (SMALL)
NEAREST RELATIVE NOT LIVING WITH YOU: NAME

ADDRESS PHONE #

IN CASE OF AN EMERGENCY CONTACT: NAME

PHONE # RELATIONSHIP

INSURANCE INFORMATION

INSURED PERSON SS# BD

INSURED PERSON MAILING ADDRESS

EMPLOYER DEPT

DENTAL INSURANCE CO GROUP #

INSURANCE ADDRESS PH #

T *DO YOU HAVE DUAL INSURANCE? YES N QFFkxirx
IF YES, COMPLETE FOLLOWING.

INSURED PERSON SS# BD

EMPLOYER DEPT

SECOND INSURANCE CQO GROUP #

INSURANCE ADDRESS PH #

kkkkkkkkkkkkkkkkkkkhkkhkkkkkkkkkkkhkkkhkkkkkkkkkkkhkkkhkkhkkkkkkkkhkkkkhkkhkkkkkkkkkkx

PLEASE READ AND SIGN FOLLOWING
CONSENT:
| the undersigned hereby authorize Chris Cerceo D.D.S. or Jeanie F. Kaufman D.D.S. to take x-rays, study models,
photographs, or any other diagnostic aids deemed appropriate by Drs. Cerceo or Kaufman to make a thorough
diagnosis of my dental needs. | also authorize Drs. Cerceo or Kaufman to perform any and all forms of treatment,
medication, and therapy, that may be indicated in connection with (Name of Patient) ,and
further authorize and consent that The Doctors choose and employ such assistance as deemed fit. | also understand
the use of anesthetic agents embodies a certain risk. It is also my understanding that all x-rays are permanent
records of this office. To transfer records, there will be a duplication fee and records will only be transferred if my
account balance is zero.

SIGNATURE DATE
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