LCOME,

TO OUR PRACTICT!

Dlease take a few minutes to answer the following
questions so we can better assist you with your dental needs.

PATIENT

Date Soc. Sec. # Birthdate
Name
Last Name First Name Initial
Address Home Phone
City State Zip
Sex: D M D F D Minor D Single DMarried DLong Term Partner Dl)ivorced D‘Widowed ’:] Separated
Employer Business Phone
Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company.
Insurance Company Address

Subscriber LD. # Group #

ADDITIONAI

Insured Name

Last Name First Name Initial

Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip
Insured Employed By. Business Phone

Insurance Company

Insurance Company Address

Subscriber LD. # Group #

l $ Please complete reverse side
g e e e e e e e
—— Form #4065

(1299)



D LBV S SIRIOINON v ] L Y. (Women Unly) Are You: 0] .
; : Pregnant? ...

6. Do you use cocaine or other drugs? ........c.cccvceuivnncs ] ] Nu rgs ing? ... e e ] H
7. Do you wear contact Ienses? ..cicemicinnnsisssncnisens [] L] Taking birth controi pllls‘? ol L]
Please check all that apply:

B s oot L] EMphYSEMa i.sesississsisasazisasmmssinsins L] Pacemaker. — s )
e VR ] Epilepsy ....... L] Psychiatric Care ..........wmwmmnes: L]
Arthritis, Rheumatism ............. ] Fainting or Dizziness .........coueveniaees L] Radiation Treatment.......ccovvereeeeennens L]
Artificial Heart Valves .............. L] (T T O Respiratory Disease..........cccovcuviunnene []
Artificial JOINtS covereeersrscnncs ] Headaeheal, v iasmsminmsegitsenssonsines L] Rheumatic FeVer ... L
JLXT1101 T S— Heart MUITUE «.ooovovoveeeeeersesssessssnssnee | Scarlet FEVET v vureemeecemseesasnssnns ]
Back Problems ..........ccoeeeeeveeenees [ Heart Problems...........cemeseeceeeeeens || Shortness of Breath ...........ccooeeeveenee [
Bleeding abnormally, Hepatitis-Type oo ] Sinns Troubley. cicisiusnmims ]
with extractions or surgery ......... ] HETPES. c.cvoveeereeesssassssseseeseesssssssssneen ] Skin Rash ... .
Blood Disease ... | High Blood Pressure ... [ Stroke ... e
Cancer ... oetones ] HIV POSItIVE .....o.ovveveemusssmesesensesssssnees ] Swelling of Feet/Ankles .................... ]
Chemical Dependency ............. [] 7T SR — ] Swollen Neck Glands....... .
Chemotherapy ... ] P Y1 RS Thyroid Problems........cccccceccceveeenee ]
Chronic Fatigue Syndrome ..... [ ] Latex SenSitivity ........cssessssessseasssssee [ TONSTIES .vvevveeenesenreeseeneessessssessasaanes ]
Circulatory Problems ............. [_] b e Tuberculosis... o 1|
Congenital Heart Lesions......... L] Liver DiSease.............cnmmesesssseseeess || Tumor orgrowth on head/neck el
Cortisone Treatments ............. |_] Low Blood Pressure ..........cc.ceoniuiane [] Uleer.... — i
Cough - persistent or bloody..... [] Mitral Valve Prolapse..........ooccoccces || Venereal D;sease WU
Diabetes............. il Nervous Problems L]

| hereby authorize payment directly to for all insurance benefits otherwise payable to me for
services rendered. [ understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

[ authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions.

Signature of Responsible Party Date




