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Name ss# Birth Date

Address City zip
Home Phone Office Phone Marital Status

Cell Phone

Occupation

Ernail Fax

Title Occupation {Spouse)

Business Name & Address

Dentist's Name Heferred To This Office By

ln Case of Ernergency Notify Relation _ Phone

Approximate Date of Your Last Medhal Appointment

Narne of Physician Fhysician's Address (city)

Dental lnsurance: Yes 

--- 

No __-- Major Medical lnsurance: Yes 

- 

No

Are you in good GENEFAL HEALTH?.

Have you ever had excessive bleeding from wounds or extraetions? -. . - -

Has a physician ever told you that you have heart trouble? . .

Do you get short of breath easily?

Have you gained or lost much weight recenlly?.

Are you taking any medicine at the present time? {Oral @nmceptives, Aspirin, Vitamins, etc.) . . . .

What?

Are you allergic to any medicihes? (Such as Penicillin, Codeine, Tylenol, Local anesthetcs, etc.). - Yes No

l/Vhat?

Have you had any surgical operations? (Such as Appendectomy, Hysterectomy, Tonsillectomy, etc.) Yes No

What?

Do you have or you had:

Diabetes- .. .. -... Yes No Anemia .... . .. . Yes No

Flheumaticlever.. ..".... Yes No Ashma Yes No

Livertrouble (Hepatftis). . . Yes No Kidney trouble . . Yes No

High blood pressure .. . . - Yes No Allergies . .. .. . . Yes No

Females - Are you pregnant? . . , . Yes No Nervousness . .. Yes No

AnyDiabetesinyourfamily?............ Yes No AttifhialJoints. ......-. Yes No

MitralValve Prolapse ... . Yes No Osteoporosis ... Yes No

HaveyouevertakenmedicationlorOsteoporosis?... .,.. Yes No

Have you ever had Chemotherapy Yes No

Any other health condition?

Are you under abnormal stress? (Madtal, Business or Social) . . . . . Yes No

Do you have any prosthetic joints (such as knee or hip rsplacement)? . . . . Yes No

Have you ever been told to take antibiotics before dentral treatrnen(, . . . . . Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

10.

11.

12.

13.

14.

15.

T}ENTAL IIISTORY

1. Are you having dental pain?. ... Yes No

2. Doyouhaveanysoresorswollenareasinyourmouth?....... ........... Yes No

3. Does lood pack between your teeth?...

4. Doyourgumsbleedwhenyoubrushyourteetfrf............. ............. Yes No

5. Haveyou everhad periodontal treatment? (Scalings, Surgery, etcJ...,...... ..'..'....' Yes No

6. How often do you visit the dentist?

7. What is your chief complaint concerning your mouth or teeth?

FORM 110551 Rl02y06 ITEM Bt01

Signature Date



Dental Insurance Information
Primary
Name of Insured: Is insured a patient? EI Yes tr No

Insured's Birth Date:

Insured's Address:

SS# Group # ID#

Insured's Employer Name:

Address: Phone:

Patient's relationship to insured: tr Self tl Spouse EI Child tr Other

lnsurance Plan Narne:

Address: Phone:

Is insured a patient? EI Yes fl No

ID#

Secondffy
Name of Insured:

Insured's Birth Date:

Insured's Address:

SS# Group #

Insured's Employer Name:

Address: Phone:

Patient's relationship to insured: tl Self tl Spouse tr Child El Other

lnsurance Plan Name:

Address: Phone:

Consent for Senices
As a condition of your treatment by this offce, financial arrnngemenb must be made in advsnce. The practice depends upon
reimbursement from the patients for the oosts incuned in their care and financial responsibility on the part ofeach patient must be
determined before heafinent. Therefore, it is the policy of this office to do a credit check on patients that will have a balsnce on
account. All emergenry dental services, or any dental services performed without previous financial arrangements, must bo paid for in
cssh at the time services are performed.

Patients who carry dental insurance understand that all dental services firnished are charged directly to the patient and that he or she is
personally respousible for paymoffi of all denal services. This offioe will help prepare the patienh insunnoe fonns or assist in making
collections from insurance companies and will credit any such mllections to the patient's account Howwer, this dental office cannot
render services on the assumption that our charges will be paid by an insurance company.

A service chatge of I 7zolo pet month (18o/o per annrun) on the rmpaid bolance will be charged on all accormts exceeding 60 days,
unless previously written finarcial arrangements arc satisfied. In understand that the fe€ estimate listed for this dental care can only be
extended for a period ofsix months from the dato ofthe patient exarnination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay ihercfore lhe reasonable
value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five days of billing if credit shall
be extended. I firther agree that the reasonable vslue of said services shall be as billed unless objected to, b me, in writing, wittin
the time of payment thereof. I furthor agree tlnt a waiver of any breach of any time or condition hereunder shall not constitute a
waiver ofany further term or condition and I further agree to pay all costs and reasonable attorney fees ifsuit be instituted hereunder.

I grant my permission to you oryour assignee, to telephono me at home or at wod( to discuss matters related to ltis form.
I have read the above conditions offieatment and payment and agnee to theircontcnt.

Date: Relationship to Patient:
Signature of patient parent or guardian

Signature of guarantor of payment/responsible party
Date: Relationship to Patient:



CONSENT FOR USE AND DISCLOSURE
SF HEALTH I f\IFCIRfI'IATI ON

SHCTION A: RATIE$T cllttltc c0ltl5fllT

Addressi:

&leprrorrcf * ., ,- :E.rn6il:

Rarientfr.. _,, , ,.,. .-.. ..._ .,_.,,.,...-.,.fui91$enrrity*t

SECIION B: TO IH8 PfrNEilT_ PLGISE REID THE FOI.LOIffiIIG SfATE|uIENTS GffiETUT.LY

htrpoeof Gonaerre Bysignlqgthbfrnapulritl consemloourLEeard(fsclmre ofyorrpfitEcted he6h.h infor.
mdion to €arry out l'Eatrncrt, paynent aaiuifm. ard t@ltmre qeradons.

NofceofPrhracyrRadliee:YouLrarctherigfrtorwdot-rtrfodedftiracyftactroesbeforelurdecide$lheths
to sign this Cofiserlt. &r Notlc€ prqrkles a descrlptlon d GJr $eaEnefrt' poyrflent actvides, anO feamnare oper-
ations.oftheuseanddisclognesvrrernaymateofyourprDtecBdhealminfurmauon ardofo8terimportar*rnat-
tetga6dJt$rurgoecgt heatb tnfrrrrdoa Acoffsf ot.r !{odeaccompanieethl'sConsenr Weencourageyou to
r€ad ft €rdrlly ard conpletett befure sigoir€ thls Corsnr
lltfe reserve tlre rigtt b change or.r privacy prcdcas as dgscribed in qrr lrlotice of ftivacy &actices. lf we change
our prit acy prasties, ue will lssue a revised f{aeie of Priuacy *aaiffi. ufrich witt contain tfie changer Thosc
changss rnay appty b any dla.s prectd heakh lr&nrl'dsr thaE ure matntain.

You ntatrobEa-nn acopyofourlwaedPliacyFac'tces. tnclL{&tgayrslistorEofs.FNdtce. atanydrnebycootading:

Cmtact kson:

reratue {985}872-2?18 e*. fgS5)58.p-4OZO ,_, ,_

E-mait:

Affies* 336 ProgressLve BLvd... ,I{ouma , t.e _.?oq6.O
Right to Retn&e: Yqr will hat € &e rlght to rerf<e thls Oonsent at any time by ghring us elrlaen notice of Jfirur
revocathn sutrn[teO n tnE Oootact ftrson [s0ed abo€. PEse urffsstard ttpt ralocaUon of this f,onsern will not
afrectarryacdgtuueEol(tnl?turf6ema,risGonsertbefueraeradredln rf€irocatlon andthstrrErnaychclineto
treat llou or to continue ueattngpu if you reude this Cnrmnt

SIGNTATURE

have had tull oppr&nity to read and consider rhe
conlenE of thls Consenr form 8nd your Nodce of klvacy kacticee. I understand thaf, by signiqg ttris Consent
rorm. I amgMngmyc{lnsentlotBruFeanrtdiffi.reofmypr*ecterlreaurinlUrmaumtocarryouttr@tment
pqyfltern acduitbs and hed& cart ofratltrrst

Slgnaturu.,r... ,, , ,,t-r. rr-. ,, r r ,,.r -,F- . ,,, ,-, ---..!.Datg:

lftttisConsernlssignedblfapssonalrepfssettatlwonbefiaFofthepatiert coftplcGthefolt6r,,in$

Fbrsonal Reprexruari€t Narne:

Relatlonship to Fatienu

YOU ARE E}ITTTI.ED TO A COPY OF TI{IS COHSEITTT JIFTER YOU SIGII IT:

lnsludc ccaryle0ed Sonsent iln the patleffi'$ charL

Rabalais


