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PATIENT ID:

PATIENT NAME:

MAILING ADDRESS:

HOME PHONE:

CELL PHONE:

BIRTH DATE:

SEX: i

SOCIAL SECURITY:

EMAIL:

EMPLOYER:

INSURANCE COMPANY:

REFERRED BY:

PREVIOUS DENTIST:

. EMERGENCY CONTACT & PHONE:




TIME 3:08 PM Dental Arts Of Eagle DATE 3/6/2013

PATIENT NAME

Although dental personnel primarily treat the area in and around your mouth your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will recsive. Thank you for answering the
following questions. |

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? (") Yes ) No
Havoyouwhadauﬂoushndomaekmjury?@ Yea () No

Are you taking any medications, pifls, ordrugs? (_) Yes () No

Do you take, or have you taken, Phen-Fan or Redux? O Yes D) No
e ks, S, Ak ot a8 v

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No
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if yes, please explain:
if yes, please explain:
if yas, please sxplain:
If yes, please explain:
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 Pregnant/Trying 1o get pregnant? ) Yes ") No Teking oral cantraceptives? ) Yes C)No  Nursing? () Yes ) No
,.-Ara you a,bm‘c to .ny ofthe fo"oMng? o v AP A 15, 08 e a4t s 8. wwamanir op 0 1 e i N et 3 _;_..-w. ATt~ o et et g et 8, s oo herarp e e
+ (] Aspirin (] Penicillin (7] Codeine [] Local Anes [ Acrylic  [] Metal [] Latex [7] Sutfa drugs
i [[] Other if yes, piease expiain:
..-Do m haw' or hlVO yw h‘d’ any O'me 'o"Mﬂg?’"'““"""’"" T e S WO 7 400 TR o & B S Pt e B o T 2 9 e R e A P LS ML) S st s oo s ot —..,....w..m..vt:
! AIDS/HIV Positive O Yes O No | Cortisone Medicine O Yes (O) No | Hemaphilia {_) Yes () No | Radiation Treatments O Yes O) No |
! Aizheimers Disease  (O) Yes () No | Diabetes D Yes () No | Hepatitis A ) Yes ) Mo | Recent Weight Loss o Yes () No
" Anaphyiais () Yes (C) No | Drug Addiction () Yes () No { Hepatitis Bor C (0 Yes () No | Renal Dialysis ) Yu('juo*-
- Anemia D) Yes (O No | Easily Winded O Yes ) No | Herpes 0) Yes ) No | Rheumatic Fever O Yes () No !
. Angina () Yes () No | Emphysema O ves () No High Blood Pressure () Yes (_) No | Rheumatism QquNo;
i Arthritis/Gout Q) Yes ) No | Epilepsy or Seizures ) Yes () No | High Cholesterol () Yes () No | Scarlet Fever (O Yes O) No
| Artificiel Heart Valve (O Yes () No | Excessive Bleeding (O Yes () No | Hives or Rash (7) Yes () No | Shingles O Yes ) No |
. Artificial Joint () Yes () No | Excessive Thirst O Yes (O No | Hypoglycemia (2) Yes () No | Sickle Cell Digsase C)Yss(:_)No’
. Asthma ) Yes C) No Fainting Spells/Dizziness (") Yes () No | Imegular Heartbeat O Yes O No | Sinus Trouble O Yes () No
. Blood Disease (D Yes O No | Frequent Cough () Yes () No | Kidney Problems () Yes () No Spina Bifida QYuQuo
Biood Transfusion (O Yes O No | Frequent Diarrhea (O Yes () No | Leukemia Q Yes ) No Stomech/inteatinal Diseasa () Yes () No
Breathing Prablem O Yes O No | Frequent Headeches 7 ¥es (") Mo | Lier Dissase O Yes (o | Stroke () Yes () No |
. Bruise Easily () Yes () No | Genital Herpes ) Yes O) No Low Blood Pressure () Yes () No | Swelling of Limbs () Yes () No
Cancer (D Yes O No | Glaucoma () Yes () No { Lung Disease () Yes () No | Thyroid Disease Yes Q No
. Chemotherapy (O Yes O No | Hay Fever " Yes O No | Mitral Vaive Proiapse () Yes () No | Tonsilits () Yes { ) No |
; Chest Pains O Yes () No | Heart AttackFailure () Yes () No | Osteoporosis ) Yes O No ;"“‘WW' : :“H:g\
Cold Sores/Fever Blisters () Yes () No | Heart Murmur Q Yes O No | PaininJawdJoints () Yes () No ,""”"IWG'““'"" ; v: -
+ Congenital Heart Disorder() Yes () No Heart Pacemaker QO Yes () No Parathyroid Disease () Yes () No Venereal Dissase xleubNo}
 Convuisions O Yes O No | Heart Trouble/Disease (O Yes () No | Psychiatric Care O Yes O) No Yellow Jaundice S ves v No
Have you ever had any serious iliness not listed above? O Yes (O No
" To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) heaith. it ls my responsibility to inform the dental office of any changes in medical status.
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Payment for services are due at the time services are rendered unless payment
arrangements have been approved in advance by our staff,

If you have dental insurance we will work hard to help you receive your maximum allowable
benefit. With there being so many different providers and plans, it is impossible for us to know
all of our patient’s benefits. It is very important for you as a dental insurance policy holder to be
aware of the plan benefits, deductibles, and exclusions. We will gladly discuss your proposed
treatment and answer any questions that you may have relating to your insurance. You however.
must be aware that: Your insurance is a contract between you, your employer, and the
insurance company. We are not a party to that contract. Most insurance companies have a
yearly deductible that is your responsibility to pay. Most insurance companies only pay a
percentage of the cost and you will be responsible for the remainder. Not all services are a
covered benefit in all contracts. It is important for you to contact your insurance provider
and ask if there are any clauses, or waiting periods. As a courtesy, our office will submit
claims to your insurance provider. If for any reason the claims go unpaid you will be
responsible for all charges.

If payment is not made as agreed, you shall be responsible for any and all interest (at 1.75% per
month or 21% per annum), reasonable attorney fees, costs of collection and court costs incurred
in efforts to enforce this agreement.

I, the undersigned, , in consideration of goods and/or
services rendered pursuant to this agreement, do hereby personally, individually, and
severally guarantee the full payment of all sums of money due and owing to Dental Arts of
Eagle. In addition, any sums of money that may become due and owing or past due
according to the terms of this agreement; shall be my responsibility.

NAME (print): NAME (signature):
DATE:




