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Dale of last dental X-rays

Check d it you have had problems with any of the'following:

fl Bleeding gums D l-oose teeth or broken fillings C Sensitivity to sweets

E Clicking or poppino iaw I Periodontal lreatment

[1 Fgod collection between teeth I Sensitivity to cold
fl Sensilivily when biting

U Sores or growths in your mouth

How often do you floss?. How cften do you brush?

Physician's Name 

-Date 

ol Last Visit

Have you had any serious illnesses ci cperalicns? [ Yes D tro il Yes, cjescribe

Have you ever hacj e. blcod transfusicr,? n Yes fl iJc i: y'es, give apDroxiinaie 'iates

(Women) Are you Dregr'rani? fl Y;s I i'lo Nuisir:g? []'ies ll No Taking birth conlrol pills? D Yes n No

Cnect< E] ii you have or have ha<i :'riy ci ihe io;ioiving:

l-l Arthritis, Rheumatisr:-r n Cough up Blood

I Artificial Heart Valves 'D Diaoetes

D AIDS
E Anemia

D ArtiticialJoints
D Asthma
I Back Probiems
[] Blood Disease
D Cancer

[-l ChernotheraPY
D CirculatorY Problerns

D Cortiscre Ti'eatmenis

D Cough. Persisteni

D EPiiecsY
C Faini:c;
n nt^..^-.tr-.l-l \:lcuLu:, rc

n Headacnes
n i'leair i:,iurrnur

Desciioe
! lemoc?^,ilia -

il ielatitis
C High Siocd Pressure
n iiiv Pcsirive
il iaw ?ain
! Kiciney Dlsease
I l-iver Disease
fl hiiir=i \/=lira Prni:nco

I Nervous Problenrs
I Pace:r:aker
f Psychlatric Cai'e
[] Radia:ion T:"eatment

D Rheumatic Fever
D Scarlet Fever
[] Shortness of Breath
D Skin Rash
D Stroke
I Swelling of Feet or Anides
n Thyrold Problems
fl Tobacco Habit
[] Tonsillitis
C Tuberculosis
U Ulcer

fl Chemical Depenciency fl Heari Pr'oblems

il Eespirator5r Disease fJ Venereal Disease

AL!_EFGIESMEDICATIONS -

Lisl Medicaiioirs you are cuiiei-i:l'l iaking.

I authorize mv insurance company io pay ic ihe Centisi or denial group all insurance benelits otherwise payable to

me lor services rendered. I authorize ii-re use oi this sigtraiure on ali insurance submissions.

I authorize the dentist to release all infarnration necessary to secirre the payment of benefits'

I understand that I arn iinancially respcnsible for all charges whether or not oaid by insurance.

Signature Daie

payfient is Cue in lull at tiflre al treatment unless priar arrangetT'ients have been approved.

Unless prior arrangemenls have been nrade, payment for trealment rendered is due at lhe time of your appointment.

Fcr patients with insur.ance, pa-ymeni oi cieductibles and/or co-paymenrs must be made at the time of your appointment.

FINANCE CHAFGE. lf I do not pay the eniire New Balance ,rithin 30 ciays of ihe morrthly billing date, a FINANCE CHARGE

will be added to the account for ihe current monthiy billing period. The FiNANCE CHAHGE will be a periodic rate of

1.5"k per monlh lor a minimum charge of $2.00 for a balance under $134.00, u,rhich is an ANNUAL PERCENTAGE RATE

ol tS% applied to the last monlh's baiar';ce, in ihe case oi Ceiai:ii oi paynieni i proinise io pay an'y legal interest on the

balance jue, togeiher v.riih any colleciion ccsts anc ;'eascnabla attorney iees incurred to eifect collection on this account.

Signature o! ResPonsibie P

I Adult Paiient I Father (or riusband) U Moiner (or Wiie) X Guarciian


