Cave Creek Family Dentistry

Patient Information

Patient Name: , . Date:
Last, First, Mi (Preferred Name)
Birth Date: Social Security #: Email: ‘
Phone (Home): Celt ” Work: Ext.:
Address:
Street ) Apt. #
City State Zip

Insurance Information

Name of Insured: . Is Insured a patient:
Insured’s Birthdate:  ID#: Group #:
Insured’s Address: ' ,
Street City State Zip Code
Insured’s Employer Name:
Address:
Street City State ’ Zip Code

Insurance Plan Name;
Address:

Street City State Zip Code

Billing insurance benefit programs is a courtesy to the patient. Any co-pay is an estimate the patient is ultimatelv responsible for their balance

Consent for Services

As a condition for your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients
for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

A service charge of 1.5% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written
Financial arrangements are satisfied.

In consideration for the professional services rendered to me, or at my request by the Doctor, I agree to pay therefore the reasonable value of said service
To said Doctor. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition
And [ further agree to pay all costs and reasonable attorney fees if suite be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form

T agree to assign insurance benefits to the dental provider.

L3

I have read the above conditions of treatment and payment and agree to their content.

&

Date Relationship to patient:

Signature of patient, parent or gnardian

Date Relationship to patient:

Signature of guarantor or payment responsible party



MEDICAL HISTORY

TPATIENT NAME

Birth Date

’

following questions. .
PR

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

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

Have you ever been hospitalized or had a major operation? () Yes O Ne

Have you ever had a serious head or neck injury? ) Yes O No

Are you taking any medications, pills, or drugs? () Yes O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes' ( 2 No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing blsphosphonates'?O Yes (O No

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

Do you use tobacco? () Yes O Ne

Do you use controlled substances? () Yes () No

if yes, please explain:

if yes, please explain:

If yes, please expiain:

I yes, please explain:

~Women: Are you
Pregnant/Trying o get pregnant? () Yes D No

Taking oral contraceptives? () Yes () No

Nursing? () Yes() No

—Are you allergic to any of the following?

[ ] Local Anesthetics

[ ] Latex

[ Sulfa drugs

Have you ever had any serious ifiness not listed above? () Yes () No

I} Aspirin ] Penicillin {7} Codeine (7 Acrviic [} Metal
7] Other if yes, please explain:

~Do you have, or have you had, any of the followmg ? - -
AIDSHIV Positive () Yes () Ne | Cortisone Medicing (O Yes () No | Hemophilia (O Yes () No | Radiation Treatments O Yes (3 No
Alzheimer's Disease (O Yes { ) No | Diabetes Y Yes () No | Hepatitis A (O Yes (O No | Recent Weight Loss () Yes () No
Anaphylaxis (D Yes O No | Drug Addiction O Yes (O No | Hepatitis BorC (O Yes O No | Renal Dialysis (O Yes () Ne
Anermia " Yes () No | Easily Winded O Yes () No | Herpes O Yes O No | Rheumatic Fever O Yes (i No

. Angina (O Yes () No | Emphysema (O Yes (O No | High Blood Pressure () Yes () No | Rheumatism (O Yes {) No
Arthritis/Gout (O Yes (O No | EpilepsyorSsizures () Yes {) No | High Cholesterol '\) Yes () No | Scarlet Fever  Yes (O No
Artificial Heart Valve C; Yes (O No | ExcessiveBleeding (O Yes () No | Hives or Rash O Yes () No | Shingles O Yes O No
Artificial Joint (0 Yes () No | Excessive Thirst (©) Yes () No | Hypoglycemia (O Yes (U No | Sickle Cell Disease "+ {) Yes () No
Asthma (O Yes (O No | Fainting SpellsiDizziness () Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease (O Yes ('No | Frequent Cough O Yes () No | Kidney Problems () Yes { No | SpinaBifida 3 Yes () No
Blood Transfusion () Yes (3 No | Frequent Diarthea (O Yes O No | Leukemia (O Yes (O No | Stomachiintestinat Disease () Yas () No
Breathing Problem ) Yes () No | Frequent Headaches () Yes () No | Liver Disease QO Yes O No '} stroke (O Yes (O No
Bruise Easily O Yes () No | Gonital Herpes () Yes (O No | Low Blood Pressure () Yes () No | Swelling of Limbs (D Yes () No
Cancer O Yes O Ne | Glaucoma O Yes O No | Lung Disease (O Yes () No | Thyroid Disease (2 Yes (J No

- Chemotherapy ) Yes () No | Hay Fever O Yes ( No | Mitral Valve Prolapse () Yes () No | Tonsilitis () Yes () Na
Chest Pains {0 Yes () No | HeartAttack/Failre () Yes () No | Osteoporosis O Yes () No | Tuberculosis (\} Yes () No
Cold SoresfFever Blisters () Yes.(C) No | Heart Murmur O Yes O No | PaininJawdoints () Yes () No | Tumors or Growihs s }{'es 8 N
Congenitat Heart Disorder( ) Yes (O No | Heart Pacemaker (O Yes (O No |- Parathyroid Disease () Yes () No \L;i:;::eal Disease s} Y:: e} Ng
Convulsions (O Yes () No | Heart Trouble/Disease {_) Yes () No | Psychiatric Care () Yes () No Yellow Jaundice & Yes O No

Comments:

-

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) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

- DATE




