MEDICAL HISTORY

Name

Circle any of the following which you have had or have at present:

|;|Heart Murmur || Arthritis [JSickle Cell Anemia [_]Heart Disease or Attack
|_|Stroke [ ] Rheumatism [ ]Thyroid Disease [[] Congenital Heart Lesions
|_|Angina Pectoris [] Kidney Trouble :lDiabetes ] High Blood Pressure
|__|Heart Failure [ ]Scarlet Fever [ |Substance Abuse ] Epilepsy or Seizures
[CIHeart Pacemaker [C]Rheumatic Fever [JAlcoholism [J Artificial Joint

[JHeart Surgery []Bruise Easily [ Tuberculosis (TB)  [_]Sexually Transmitted Disease
[ |Asthma []Cold Sores [ JUIcers [] Artificial Heart Valve
|_|[Emphysema / COPD [ JHemophilia [ ]Sinus Troubles [C]X-ray or Cobalt Treatment
__|Anemia [ ]Hepatitis [ ]Glaucoma I Chemotherapy

|_|Liver Disease [ JHIV Positive [ ]Allergies or Hives  [_]Fainting or Dizzy Spells

| _1Yellow Jaundice : Blood Transfusion :lPain in Jaw Joints [CJCortisone Medicine
[IMajor Surgeries [CJCancers or Tumors [CIPsychiatric / Mood disorders [_]Latex Allegy

Is there another medical condition not listed above of which we need to be aware?
Physician’s Name Address Phone:
Have you seen a medical doctor during the past two years?
Are you currently taking any medicine?
If so, please list:
Have you been warned against taking a specific medicine?
Are you allergic to or made sick by penicillin, aspirin, codeine or any other drugs or medication?
Have you ever had any excessive bleeding requiring special treatment?
When you walk up stairs or take a walk, do you ever have to stop because of
Pain in your chest, shortness or breath, or because you are very tired:

Do you use tobaccoinanyform?___ Whatformdoyouuse?____ How often?
WOMEN: Are you pregnant? If so, how many months?
DENTAL HISTORY
Former Dentist: Address: Phone:
How long has it been since your last dental visit? Were X-rays taken?

Is there anything specific you would like us to do regarding your teeth or gums?

Are you nervous about going to the dentist?
What can we do to make your dental visit more pleasant?

Would you like to know more about sedation techniques?

Are you having dental pain? _____ If so, where?
Do you currently have any of the following?

[} Decayed Teeth [0 Broken/Rough Fillings O Jaw or Joint Pain [0 Clicking/Popping Jaw Joint
[0 Missing Teeth O Loose Teeth O Bleeding Gums [0 Food Catches Between Teeth

“Are your teeth sensitive to:

[0 Sweets O Hot O cold [0 Biting Pressure Where?
Do you use dental floss? How often?
Are you happy with the appearance of your teeth?_____What would you change if you could?

Certification: I hereby certify that the answers to this history are accurate to the best of my knowledge.

Signature of Patient (or parent if Minor) Date
Reviewed by Date B/P P ASA I @I II IV




BUSINESS POLICIES

BILLING

Unless other arrangements have been made, payment is required at the time services are rendered.
Accounts extending over sixty (60) days will carry a service charge of 1% per month on regular and
accrued balances. Delinquent accounts (those unattended on a monthly basis) will be submitted to
collections automatically, and any applicable charges will be billed to your account. There is also a $15.00
charge for all checks returned for non-sufficient funds. You may either pay cash or finance your balance
with Visa, MasterCard, or Care Credit. For procedures requiring lab work, one half of the estimated cost
is due at the beginning of the procedure. For appointments requiring IV sedation or greater than three
hours in length, a deposit of $300.00 is required one week prior to reserve your appointment. The deposit
is not refuded if the appointment is failed or canceled within less than 24 hours. It is our office policy to
do a financial survey on all patients of this practice. This information is confidential and used only for
facilitating financial arrangements as necessary.

INSURANCE

If you do not have insurance, please be prepared to fully cover the fees for each visit. If you
do have insurance, our office will submit charges for services to your insurance company as a service to
you. Since most procedures are not covered completely by insurance, we ask that all deductibles and
co- payments be paid when the services are rendered. We will provide you with an estimate of what
your insurance will cover, however, this is in no way a guarantee of total cost or coverage, and is subject to
change depending on your particular policy. You will receive a statement each month if your account has
a balance, even if an insurance claim is pending. Ultimately you are responsible for all services rendered.

CANCELLATION / MISSED APPOINTMENTS

We require a 48 hour notice if you are unable to keep your scheduled appointment. We reserve the
right to charge up to $50.00 per half hour of reserved appointment time for those patients who do not keep
or cancel their appointment with less than a 48 hour notice.

I have read the policies of the office and agree to abide by them. I understand that I am totally
responsible for the fees for services rendered for my treatment or the treatment of the patient, for whom I
am responsible.

SIGNATURE DATE

DO NOT WRITE IN THIS SPACE

EMERGENCY TREATMENT EMERGENCY TREATMENT
DATE SERVICES RENDERED FEE DATE SERVICES RENDERED FEE
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