
Date:
Patient lnformation Sheet

Date of Birth
Patient Name:

Address:

Soclal SecuritY Number:

Spouse Name:

Primary lnsurance: Carrier Name:

Email:

Driver's License Number:

Dateofbirth: Phone:
I

Mailing Address:

Provider#

lD Number: Group Number:

SN: - Dqte of Birth: -
Pollcy Holder N

Employrnent lnformation: Company Name:

Address:

Years EmploYed:

Emrirgency coritaa: N a me:

Phone: Person Responsible for account: r_/-

Occupation:

RelationshiP:

p.ti€nts R6ponsrbi[ties and offke poficres: we are commttted to providing you with the best possibre care and herping you achieve your

optimum oral hdalth. To*.rir,n"r. go.ls, we would iite to erptain'your financial and scheduling responsibilities with our practice'

payment payment is due et the time of services rendered. Financial arrangements are discussed during the initlal vlsit and a financial

agreement is cornpleted in advance of preforming anytreatment wlth our practice' we accept the following forms of payments cash' check'

Visa, MasterCard, Discover.

Dental Benefit plans: your denal beneftt is a contract beh^reen you or your employer. Benef'rts and payments received are based on the terms

of the contract negotiated bet$/een you and your employer based on plan' we are happy to help our patlents understand their benefiB in

order to maxlmize their coverage. lf we are in network with your dental plan, you :":tlolt]l]: 
for-glyJour portion of the approved fee

determined by your pran. we are required to corect the patient portion (deductible, co -insdrance or copay that is not covered by the

insurance, lf our estimate is less then the amount due on the ttiount revised to reflect ore-dlusted amount'

Appolntments: we reserve the doctors time on the schedule for each patient procedure and are diligent about belng on tlme' Because of this

courtesy, when a patient cancels an appointment, tt impacb the quality of service we provlde' To maintain utmost Service and care' we do

requlre a 24-hour noilce to cancel or reschedule ,n .ppoin t** iailure to notfi the offlce wlll lesult ln a charge s50'00' The fee for a mlssed

appointment wlll need to be paid before your next appointment'

Ho^, dld you hear about our Prastlce: lnsurance company: Yes / No Friend / Family Member:

Authorlratlon,s: I understand that the information I have siven todav ls correct to 'i,:*::,::3*:*:1j: 
I authorize this dental ",ffi|j

il"#ffi;;;;ffiil; s'irvices*ra' mai neeo.ni hru" consented during diagnosis and treatment'

I have read the informatlon above and agree to the financlal and scheduliqg terms' (lnitial)

r authorize the release of information necessary to process my dentar craims and to other doctors involved in my tr€atment plan'

-(lnltial)

I hereby. authorize payment dlrectly to this doctor otherurise payable to me' Yes / No {circle one ).# (lnitial) ovER t



DO YOU HAVE OR HAVE YOU EVEB HAD:

ARTIFICIAL BONE/JOINT trNO trYES HIGH BLOOD PRESSURE trNO OYES

ABNORMAL HEART CONDITIONS

WHAT?

ONO OYES HEPATITIS. A, B, C & NON A. NON B

Date of lllness:

trNO OYES

HEART ATTACK ONO OYES GLAUCOMA trNO NYES

MITRAL VALVE PROLAPSE trNO OYES \STHMA NNO OYES

HEART MURMUR ONO OYES )RUG ABUSE BNO OYES

RHEUMATIC FEVER ONO trYES {LCOHOLISM trNO OYES

STROKE trNO DYES SEIZURE DISORDER ONO OYES

DIABETES DNO OYES 3RAIN INJURY D NO OYES

CANCER/CHEMOTHERAPY

WHEN?

ONO DYES \4ENTAUPHYSICAL HANDICAPWHAT? ONO OYES

iEMPHYSEMA BNO OYES SUOKE OR CEEIrING TOBACCO DNO OYES

SEXUALLY TRANSMITTED DISEASE T] NO D YES ANEMIA:"LOW BLOOD" NNO trYES

HIV/AIDS DNO NYES KIDNEY/LIVER PROBLEM INO OYES

EXPOSURE TO SOMEONE WITH AIDS trNO BYES ABNORMAL BLEEDING/HEMOPHILIA ONO trYES

TUBERCULOSIS trNO OYES 3ICKLE CELL TRAIT NNO trYES

THYROID PROBLEMS trNO trYES ARTHRITIS trNO OYES

TMJ PROBLEMS BNO trYES )THER PHYSICAL CONDIIIONS NNO OYES

ALLERGTC REACTTON {HTVES SWELLING) T0;
.PENICILLIN II NO tr YES

,CODEINE ONO trYES .ERYTHROMYCIN gNO OYES

-ASPIRIN ONO OYES .SULFA ONO OYES

. LATEX ONO NYES . DENTAL ANESTHETIC - "NOVOCAIN" DNO CYES

HAVE YOU BEEN HOSPITALIZED IN THE LAST FIVE

YEARS? IF YES, FOR WHAT?

trNO trYES ARE YOU CURRENTLY UNDER THE CARE OF A
)HYSICIAN?

ONO OYES

ARE YOU TAKING ANY BLOOD THINNERS

(couMADlN, HEPARTN, ASPIRIN, ETC...,)?

E] NO D YES ARE YOU TAKING ANY MEDICATIONS?

IF YES, PLEASE LIST MEDICATIONS

EI NO tI YES

ARE YOU TAKING HERBAT SUPPLEMENTS? DNO AYES qRE YOU TAKING ANY WEIGHT LOSS MEDICATIONS? trNO IYES

FOR WOMEN:

ARE YOU TAKING BIRTH CONTROL PILLS? ONO OYES

FOR WOMEN:

AREYOU PREGNANT? WEEKS# DNO NYES

NAME OF YOUR DENTIST

TFI FPHONF

NAME OF YOUR PHYSICIAN

TFIFPI.{ONF.


