Narrows Family Dentistry
Patient Information

Date:
Patient Name: Preferred Name:
Last First Mi
O Male O Female O Married 0O Single O Child O Other

Social Security #: Birth Date:

Phone (Home): (Work): Cell:

Address:
Street Apartment #
City State Zip Code

Whom may we thank for referring you to our practice?

In case of emergency, who should be notified? Phone:

=
Health Information

Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O Abnormal Bleeding O Heart Surgery O Thyroid Disease Allergies
O Anemia O Hepatitis O Tuberculosis Antibiotics
O Arthritis ABorC O Tumors O Cephalosporins
O Avrtificial Joints O High Blood Pressure O Ulcers/Reflux O Clindamycin
O Asthma O HIV/AIDS O other: O Erythromycin
O Blood Transfusion O Kidney Disease O Penicillin
Date: O Liver Disease [ Tobacco Use O Tetracycline
O Cancer O mitral Valve Prolapse Type: O Aspirin
Type_ O Pacemaker Howlong: O Codeine
O Diabetes O Psychiatric Treatment O Dental Anesthetics
Type lor2 O Radiation Therapy Females O LATEX
O Epilepsy/Seizures Area O Pregnant O Metals
O Emphysema O Sexually Transmitted DueDate:_ O sulfa
O Fainting Diseases O Nursing O other Allergies
O Facial Trauma/Surgery O stroke 0O Birth Control
O Glaucoma O Sinus Problems
O Heart Disease O Stroke
O Heart Defect-Congenital Date:

¢ Have you ever had any complications following medical or dental treatment? O Yes O No
If yes, please explain:
eHave you been admitted to a hospital or needed emergency care during the past two years? O Yes O No
If yes, please explain:
¢ Are you now under the care of a physician? 0O Yes O No
If yes, please explain:

o Name of Physician: Phone:

e Are you currently taking any medications, if so, please list:

¢ Are you happy with your smile? If not, what would you change?

¢ Are any of your teeth sensitive to hot/cold or sweets?

e Have you or anyone in your family been treated for gum disease?

¢ Do you have braces? Orthodontist Name:

Treatment Authorization
| authorize and give consent to perform dental services agreed between doctor and patient and/or parent or guardian to be necessary or advisable
including the use of local anesthesia and other medication as indicated. | certify to the above statements regarding my medical condition.

Patient/Parent Guardian Signature Date




Narrows Family Dentistry

Spouse or Responsible Party Information

The following is for: O the patient's spouse O the person responsible for payment

Name:
OMale OFemale OMarried OSingle OChild O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code
Employment Information
The following is for: O the patient O the person responsible for payment
Employer Name: Occupation:
Address:
Street City State Zip Code
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes [ No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code

Insured's Employer Name:
Address:

Street City State Zip Code

Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name and Address:

Secondary

Name of Insured: Is insured a patient? O Yes O No
Last First Mi

Insured's Birth Date: ID #: Group #:

Insured's Address: .
tl
Insured's Employer Name:

Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse 0O Child O Other

Insurance Plan Name and Address:

reet City State Zip Code

Consent for Services

As a condition of 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.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This
office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account. However, this dental office
cannot render services on the assumption that our charges will be paid by an insurance company, and as such, | am accepting full financial responsibility for all charges for services or items provided to
me or patient. | understand that filing a clam with my insurance company does not relieve me from my responsibility for the payment of all charges.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

| understand and acknowledge that if any unpaid amounts owed by me are assigned to a third party for collection. | will be responsible for paying attorney fees, interest, court costs, and other costs of
collection, including collection agency fees

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

This form will also give authorization for my physician to release any medical information necessary to process any insurance claims, for treatment and for general health care operations. This includes ,
allowing the release of information to any specialty care provider or entity that | am referred to.

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

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




