Welcome to Our Practice This confidential information will help us prepare for your visit.

NAME
Mr Mrs Ms Rev Dr

I prefer to be addressed as

Birthdate ~ /  / SS# - -

Address PO Box

Zip

UsSingle UMarried Divorced Widowed Separated

Home # Work # Ext

Please provide your cell # for emergency purposes:

Cell#

Email:

Employer

Occupation There for  yrs

Who may we thank for referring you to our office?

Other friends or family members seen in our office?

Account Information
Name on Account UsSelf  WSpouse UOther

Preferred Payment Arrangements (please check one)
U Cash or personal check at time of treatment
1 Visa, MasterCard or Discover at time of treatment

U I wish to establish credit with your office for personalized
financial arrangements. I authorize a credit history report.

Spouse’s Name

Birthdate  / /  Phone#

Employer

Occupation There for yIs

What brings you in to see us?

What should we know about you in order to work well
together?

How has your past dental treatment worked out for you?

PLEASE TURN OVER AND COMPLETE THE
ADDITIONAL INFORMATION ON BACK ......




My current MEDICAL health is

O excellent O good

U poor

Are you under the care of a physician?

Physician Name

O No U vYes

Office telephone

List all medications you take (prescription and over counter)

Have you ever had the following

WHeart Attack WHeart Surgery

WPacemaker WRheumatic fever
UScarlet Fever WHepatitis
WCancer UChemotherapy

UHIV / Aids WShingles
UFever Blisters  Cold Sores

UStroke USinus Trouble
UDiabetes WTuberculosis
QUlcers QColitis
UAnemia dAsthma

U Arthritis WEmphysema
UFainting UGlaucoma

WHospitalized

OHeart Murmur
dAcid Reflux/GERD
UKidney Problems
URadiation Treatment
QArtificial Joint
OArtificial Valve
WEpilepsy / Siezures
WPsychiatric Problems

WDrug/Alcohol Dependence

WHemophilia / Bleeding
WVenereal Disease
UDifficulty Breathing
UPremedication Required for dental treatment

WHigh / Low Blood Pressure
UBlood Transfusion
WSevere or Frequent Headaches

The information present on these pages is true to the best of
my knowledge. The undersigned authorizes the doctor to take
X-rays, study models, photographs, or other diagnostic
materials deemed appropriate by the doctor to make a
thorough diagnosis of my dental health condition. I authorize
the doctor to perform any and all forms of treatment,
medication and therapy that may be indicated in connection
with the services required for my dental health. I understand
that the doctor will discuss treatment before it is initiated. I
further authorize and consent that the doctor choose and
employ such assistance as deemed fit.

I understand that the responsibility for payment for
professional services provided in this office for myself or my
dependents is mine, due and payable at the time services are
rendered unless written financial arrangements have been
made and signed by me. In the event of default I promise to
pay interest on the indebtedness, together with any collection
costs and attorney fees as may be required to effect collection.

All past due amounts are assessed 2% per month

SIGNED DATE

Are you Allergic to or have had difficulty with any of the

following substances ....

WPenicillin UTetracycline  WLatex

W Aspirin UCodeine WDental Anesthetic
USulfa UErythromycin

UOther Drugs

Do you exercise regularly UYes UNo

If YES what do you enjoy doing?

Preferred Pharmacy

Dental Insurance Information and Agreement

As a service to our valued patients WE SUBMIT TO ALL
INSURANCE COMPANY PLANS AND FILE ALL
INSURANCE CLAIMS ELECTRONICALLY.

A COPY OF YOUR INSURANCE CARD IS REQUIRED
FOR OUR FILES.

The responsibility of the insurance company is to you and it is
important that you insure you are reimbursed properly. Fees
for services provided to insured patients are the usual and
customary fees charged to all patients for similar services.
Your policy may base its allowance on a fixed fee schedule
determined solely by your employer. The percentage of the
fee paid may therefore be different than the percentage stated
by your insurance company or different than the percentage
listed in your benefit booklet. We will do our very best to be
certain that you receive all of the benefits due to you from
your insurance carrier, if you have questions please contact us
at 293-7778.

1 wish to have you file my claims electronically. I have read
the above completely and agree to the arrangements stated.

SIGNED DATE

For Women

Are you taking birth control pills

Are you pregnant
Are you nursing

OdNo QYes
OdNo QYes
OdNo QYes

Thank you for filling this form out completely. I look
forward to serving you! If you have questions regarding
this form or any aspect of our dental practice please call.

Steve Davidson 293-7778 Office
293-7632 Home







