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Patient Information

Patient Nilme: Date:
Last, First Ml (Prefened Name)

Gender: Male FamilY Status:

Social Security #: Birth Date

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

Preferred appointment times: tr Morning E Afternoon tr Evening tr Any Time nM trT trW trT DF trS

Address:
Apartment #

City State Zip Code

Health lnformation

Date of Last DentalVisit: Reason for this visit:

Have you ever had any of the followirrg? Please check those that apply:
tr AIDS
tr Allergiers

tr Anemi:r
tr Arthritis;
tr Artiflciarl Joints
D Asthma
tr Blood Disease
E Cancer
tr Diabetes
tr Dizzinerss
tr Epileps;y

o Have you ever had any
lf yes, please explain:

E Excessirre Bleeding
tr Fainting
D Glauconra
tr Growths
tr Hay Fever
tr Head Injuries
D Heart Disease
tr Heart Murmur
tr Heoatiti:;
tr High Blood Pressure
E Jaundicr:
tr Kidney Disease

complications following dentaltreatment? D Yes tr No

tr Liver Disease
tr Mental Disorders
E Nervous Disorders
E Pacemaker
tr Pregnancy

Due date:_
tr Radiation freatment
tr Respiratory Problems
tr Rheumatic Fever
tr Rheumatism
tr Sinus Problems
tr Stomach Problems

El Stroke
ElTuberculosis
ElTumors
El Ulcers
ElVenereal Disease
CI Codeine Allergy
El Penici l l in Allergy
CITHER:
E]

E1

r Have yclu been admitted to a hospital or needed emergency care during the past tw<l y'ears? tr Yes O No
lf yes, please explain:

o Are you now under the care of a physician? tr Yes D No
lf yes, please explain:

.  Name of Physic; ian: Phone:

. Do you have arry health
lf yes, please explain:

oroblems that need further clarification? tr Yes O No

To the best of my, knowledge, all of the preceding answers and information provided are true and correct. lf I ever

have any change in my neittn, I will inform the doctors at the next appointment without fail.

Referral Information

Whom miay we 1'rank for referring you to our practice? trAnother patient, friend oAnother patient, relative

tr Dental Office D Yellow Pages tr Newspaper tr School tr Work tr Other

Name of person or office referring you to our practice:



The following is for:
Spouse or Responsible Party Information

U the patient's spouse lJl the person responsible for payment

Name:
tr Male tr Female tr Married tr Single tr Child tr Other

Birth Date:

Ext: Best time to call:

Social Security #:

Phone (Home):

Slreel Apartment #

Zip Code

The following is for:

Employer Name:

Address:

E the patient E the person 
=,*$X*illlLt"ttation

Occuoation:

Insurance Information
Primary
Name of Insured: ls insured a patient? D Yes tr No

lnsured's Birth Date:

lnsured's Address:

First

tD #: Group #:

Street City Slat€ Zip Code

Insured's Employer Name:

Address:
Street City

Patient's relationship to insured: tr Self tr Spouse tr Child O Other

Insurance Plan Name and Address:

Stat€ Zip Code

Secondary
Name of ilnsured: ls insured a patient? tr Yes 0 No

lnsured's Birth Date:

Insured's Address:

First

tD #: Group #:

Slreet City stats ziD code

lnsured's Employer Name:

Address:
Straet City

Patient's relationship to insured: D Self tr Spouse tr Child B Other
State Zip Code

Insurance Plan Name and Address:

Consent for Services
Asaconditionofyourteatmentbyt|isofics,financia|arrangem€}ntsmustb3mad8inadVanc€.Theprac1ic8dependsuPonreimbursern
carB and financial responsibility on the part of each pati€nl must be detemined bebre treatrnent.

All smergency dentd services, or any dental servicss performed v/ithout previous financial anangsments, must b€ paid for in cash at the lime services are p€rformed.

Pati9ntswhocarrdenta|insurancsunderstandthata||denta|ser,ic€sfmishsdarechargddlredly
s€rices.Thisofc€wi||he|FPrBParethepalientsinsuranc€ftm!iorassistinmakingco|lec1ionsfrominsUr@@mpan|e
Hwevsr, this dental ofrice ernnot render services on thg assumplion that our chargos will b€ paid by an insuran€ company.

A seryic€ charg€ of 1}{% per month ('l80/6 per annum) on the untrrid balane will bs chtg€d on all a@unts exceeding 60 days, unless praviously written flnancial arangsments are
satistied.

I undeEtand that the feo estimat6 listed for this dental care can orily be extsnded for a pariod of six months trom the date of the patient examination.

lnconsid9fationfortheprofossiona|seric€srendgredtome'oratmyreqUest'bytheDoctq,
th6Umesa idsg .v ic€sar6rnd9fed ,qwi th in fNe(5)daysofb i | | in ! ] i fqed i tsha l |eXt
byme,inwiting,withinth8timeforpayrnentthereof'|furtheragrasthatawaiv9rofanybrsachofanytimeor@nditionhereundershallnotconstituteawa
condition and I furlh6r agre€ to pay all @sts and reasfiable attomey fges if suit be instituted hereunder.

I granl my pemission to you or your assign€, to telephone me at home or at mywork to disass matters related to this fom.

I have read the above conditions of treatment and payment and agree to their content.

Signature of patient, prarent or guardian
Date: _ Relationship to Patient:

Date: _ Relationship to Patient:
of quarantor of



Informed Consen

You, the parienL have the rigjrt to accepr
your dentist. pnor to cons€nting to rrearr

for General Dental procedures

r acc'ept or reject dental trearment recommended br
ent. \ou should careful lr consider the antirc tpatedbenefits and commonly kno,*n risks of

the option of no reatmenr.

. _  _ L I v r y s l w

recommended procedure. alternative treafmenrs. or

Do not consent to reatmenr unless and u
compljcalions with lour dentist and ajl o
reaEn$nt, you are acknorvlqjging -r-our w
maser how sliglrr the probabilil l of occu

lt is ver,v- rnportant that vou ,prgvide 1.our nt isr with accurate information before. durrng. and

t r l  . rou  d iscuss  po tenr ia l  benef l t s .  nsks .  and
)our questtons are ans\. \  ered. Br consent ing io the
l i ingness Io accept | inL)r in r isks and compl icar ions. no
ence.

.u-ou fol low your dent ist 's advice and
after trmtrnent. Ir is equail1, imporrant th
recomnendations regarding raedication,

Examinations

Crowns

Preventa t ive

Bridge:;

most common being root canal rherapr tbl
permission to the denrisr ro mi lke anr al l  c

and post ireatment instructions, rei'errals to other
dendsa or specialists. and rerurn tbr sc led appointments. I t ' - r 'ou fai l  ro fbl iow the adr, ice of
your dentisl -y-ou ma) increas;e the chance of a poor outcome.

Please read and initial the items below

1. Treatment to be Providrf

I understand tha during mv course of

srsn at the bonom of rhe fbrm.

ent that the fbl lowins care ma1 be provided

r! r ces

e r

R esir-rrat ions.-

Pat ien t  In  i t ia is

Z. Drugs and Medicafions

I understrand that antibiotics, ernalgesics. other medications can cause allergic reactions
causing redness and swelling of ttssues: pan.  i i ch ing .  vomi t ing .  and, ,o r  anaphv lac t ic  shock
(severe allergic reaction). Parienr lnitials

,]. Changes in Trearmeet Plan

li undersand thar during trezrtnrlent it ma1 nec€ssar,v to change or add procedures because of
that were not discovered during eramination. the
wing rout ine restorat ive procedures.  I  g ive mr

r;onditions found while working on the r

ees  and add i t ions  as  necessar r .  Pa t ienr  ln i t ia ls

4. I give permission ro rhe denlal olllce ro
provrided, if applicable. Parienr Initiais

dental  insurarce provider lbr the treatment

Patient S ignature Date



I ,

{NAME OF PRACT|CE}
ACKNOWILEDGEMENT OF RECEIPT OF

NOTICE: OF PRIVACY PRACTICES
**You Malr Refuse to Sign This Acknowledgement*

, have received a copy of this office's Notice ofPrivacy Practices

{Please Print Name}

{Signiature}

{Date'}

For Office Use Only

We attemptecl to obtain written acknowledgement of receipt of our Notice of Privacy practices, but
acknowledgement could not be obtained because:

! Individual refused to sign

U Communications bianiers prohibited obtaining the acknowledgement

D An emergency situation prevented us from obtaining acknowledgement

tr Other (Please Specify)

@ 2002 Anerican Dental Assoclation
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Reproduct ionanduseofth isformbydent istsandtheirs laf f ispermined. Anyotheruse,dupl icat ionordistr ibut ionot th isformbyanyotherpartyrequrres
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