


H MEDICAL HEALTH HISTORY
1) HOW WOULD YOU DESCRIBE YOUR PRESENT HEALTH? Excellent Good Fair Poor
2) LIST YOUR CURRENT PHYSICIAN(S):

a) . Type How Long?.
b) Type How long?
3)Date of last complete physical exam—____ Purpose
Findings Height Weight
Circle "NO" or "YES" Explain

4) Are you aware of any changes in your general health in the last year? NO YES

5} Have you been hospitalized for illness or surgery in the past two years? NO  YES

6) Have you been under a medical doctors care during the past two years? NO  YES

7) Have you ever had excessive bleeding that required special treatment? NO  YES

8) Is there any history of diabetes in your family? NO YES

9) Are you required to restrict your work activity in any way? NO YES

10) Are you on a special or restricted diet of any kind? . NO YES

11) A) DO YOU SMOKE? NO YES Howmuch? ___________ How Long?

b) DO YOU USE SMOKELESS TOBACCO? NO YES Howmuch2 ___ How long?

12) LIST ALL MEDICATIONS YOU ARE NOW TAKING (include all over the counter)

13) PLEASE CIRCLE ANY OF THE FOLLOWING MEDICATIONS YOU ARE ALLERGIC TO:

Penicillin Vibramycin Novacaine Tylenol Codeine  Valium Latex Allergy
Erythromycin ~ SulfaDrugs Carbocaine Aspirin Demerol Barbiturates Other

Tetracycline Keflex Xylocaine Anesthetics Morphine Scopalamine

B Indicate which of the following you have had or have at present. Circle "NO" or YES" to each item.

» Heart Trouble................... NO VYES - Attificial Joint (Knee, Hip)........ NO YES - Cancers or Tumors.............
- Heart Disease or Attack.... NO YES - Kidney, Bladder Trouble............ NO YES - Radiation Treatment............
Angina.....occooooieieee NO YES - Thyroid Disease:............ccc......... NO YES - Chemotherapy..........cc.coce....
- High Blood Pressure......... NO YES -« Emphysema.......ccccccceennenen. ... NO YES - Arthritis/Rheumatism...........
+ Low Blood Pressure......... NO YES - Persistant Cough.................... NO YES - Glaucoma..........cceviriuiinnnne
« Heart Murmur.................. NO YES - Tuberculosis.............occceneeee. NO YES - Contact Lenses..................
» Rheumatic Fever.............. NO YES -Asthma.......ccccoomniiicinienn. NO YES -« Hepatitis.........cocrrerriienenen.
« Congenital Heart Lesions -NO YES - Hay Fever.............ccceoeiii NO YES - Liver Disease..........ccco.ceoee
« Artificial Heart Valve......... NO YES - Sinus Troubles........................ NO YES - Jaundice........cccomniiiininnenn.
+ Scarlet Fever................... NO YES - Allergies or Hives................... NO YES -AIDS....s NO
- Heart Pacemaker.............. NO YES - Diabetes.......cccceriiiriiiiiinnn NO YES - Blood Transfusion...............
+ Heart Surgery.................. NO YES - Frequent Thirst and/or - Drug or Alcohol Addiction....
+ Shortness of Breath......... NO YES Urination ...........ccoovecinnninenns NO YES - Hemophelia..............cc..........
upon Mild Exertion
+ Require More Than Two * Sroke...cooo i NO YES - ANervous Person................
Pillows to Sleep................ NO YES - Epilepsy or Seizures.................. NO YES -Ulcers...ccccccmiiininiiiiinnnnns
« Ankles Swell.............c......... NO YES - Frequent Headaches................. NO YES - Veneral Disease..................
cAnemia.........cooeeneneeiinenne NO YES - Fainting or Dizzy Spells............. NO YES - Psychiatric Care..................
« Sickle Cell Disease............ NO YES - Phen-Fen for Weight Loss........ NO YES - Unintentional Weight

Gain/LoSS.......ueveeeieeaaiiienn,

M If Female are you:
Pregnant?.......cccccoocivieeiinnenne. NO YES  Through Menopause?.........cccccoevvieiiicirieninennnn. NO
Taking Birth Control Pills?......... NO YES  Taking Hormone Medication?...................cceel NO

N Do you Have any medical condition/diseases not listed above that we shouid know about?
NO YES  Explain
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B 7o the best of my knowledge, all of the preceding answers are true and correct. If | ever have any changes in my health

or if my medicines change, | will inform the doctor on or before my next appointment without fail.

Patient’s Signature Date Doctor’s Signature Date
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Insurance/Financial Policy

Our fees are usual and customary for quality dental in this area. Insurance
companies use different fee schedules, which may vary greatly. Please
remember that your insurance policy is a contract between you and
your insurance company. The ultimate responsibility of payment for services
rendered is yours. Payment is due at the time of your visit. We accept
cash, checks, and credit cards (Visa, MasterCard, Discover, American Express).

% We are not on any preferred provider listings so we are Out of Network

+« Payments for all procedures are due in full at the time of service.
Although we are willing to complete insurance forms and submit a claim
on your behalf, we do not accept responsibility for the outcome of the
transaction.

% We do not file Medical Insurance but we will be happy to provide
necessary medical codes.

+ The parent or guardian who brings the child for their initial visit is
responsible for payment independent of what a divorce decree may state.
Reimbursement must be made between the divorced parents, as we will
not intervene.

% There will be a $30.00 service charge for all returned checks.

*1 have read and fully understand the above policy.

*| realize that | am financially responsible for all charges whether they are
covered by my insurance or not.

Signature Date Name Printed



Please note: If you do not have your DENTAL insurance card
with you (exception Metlife) at the time of your appointment, we
will be unable to file your insurance. You will receive a doctor’s

walkout statement that you can file.

Dental Insurance Information

Policy Holder’'s Name:

Policy Holder’s ID or SSN:

Policy Holder’'s DOB:

Policy Holder’'s Employer:

Insurance Company Name:

Claims Mailing Address:

P. O. Box or Street #

City, State, Zip Code:

Group # Phone:

Payor ID #

Signature Date

We do not file Medical insurance but will be happy to provide you with
necessary codes needed to file your claim.





