Schwartz Family Dentistry Adult Patient Information

Name _ Birthdate _ / /
Address Home Phone

City _ State Zip Cell Phone

E-Mail Address Work Phone ext
Employer Fax Number

Social Security Number - - Dental Insurance: Yes No

Please circle 2 of the best ways to contact you: mail E-Mail home phone work phone cell phone
Name of person to contact in case of emergency Phone #

Spouse/ Partner Information

Name Birthdate __ /[
Address . Home Phone

City Sate _____7zip_____ CellPhone
E-Mail Address _ Work Phone ext
Employer Fax Number

Social Security Number - - Dental Insurance: Yes ~~ No___
Insurance Information

Primary Insurance 1D #

Subscriber’s Name DOB

Employer

Secondary Insurance ot iaw | sidllNR o B
Subscriber’s Name . DOB o .
Employer

Names of person(s) you authorize to discuss your medical and payment information with:
.. relationship:

2 relatonsbup: __~~~~~
Preferred Method of Payment: Cash _~~ Check ~ Visa ~ MC Discover
Credit Card Number: Exp. date:  /

Whom may we thank for referring you?

Office Policies:

-You are responsible for payment in full at the time services are rendered.

« We accept cash, checks, Visa, Mastercard and Discover credit cards.

- There is a $30.00 NSF Service Fee for all reurned checks.

- We offer payment plans to fit your budget. All payment plans must be agreed upon prior to the date of service. Please call the office
manager to discuss these oplions.

- If your account balance becomes 60 days past due, and you have not contacted our office regarding the past due amount, the amount will
be charged to your eredit card or begin 1o accrue interest on your account at 18% APR.

- We set aside time for our patients by scheduling appontments. If an appointment is cancelled without adequate notice or broken without
notice at all, it prevents others from scheduling appointments. If an appointment is cancelled without at least 24 hours notice, or broken
without a 24 hour notice, a missed appeintment fee of $50 will be charged to your account at our discretion. You may call our office to
cancel an appointment 24 hours a day, seven days a week.

I have read and understand the office policies stated above. Initial
To the best of my knowledge, all of the information provided is accurate.

Date / !

Signature



MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Haalth problems 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

following questions.

Are you under a physician's care now? () Yes () No  If yes, please explain:

Have you ever been hospitalized or had a major nperatinn?(:l Yes O Mo If yes, please explain:

Have you ever had a serious head or neck injury? ()} Yes () No I yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No  if yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? ()} Yes () Mo

Are you on a special diet? () Yes () Mo

Do you use tobaceo? () Yes () Mo
Do you use controlled substances? () Yes () Mo

Comments:

—Women: Are yoy—— R
Pregnant/Trying to get pregnant? () Yes () Mo Taking oral contraceptives? () Yes () Mo Nursing? () Yes () No

—Are you allergic to any of the following? m—
[] Aspirin 7] Penicillin [] Codeine [] Acrylic [ Metal [] Latex [] Local Anesthetics
[ ] Other If yes, please explain:

— Do you have, or have you had, any of the following? e

AIDSHN Positive () ves() Mo | Cortisone Medicing ) Yes(O) Mo | Hemophilia () ¥es(_) Mo | Renal Dialysis ) Yes () Mo
Alzheimer's Disease () Yes() Mo | Diabetes ) Yes (O Mo | Hepatitis A () Yes () Mo | Rheumalic Fever ) Yes () Mo
Anaphylaxis () Yes() Mo | Drug Addiction () Yes(() Mo | HepatitisBorC () Yes{) Mo | Rheumatism ) Yes () Mo
Anemia () Yes () No | Easily Winded (O Yes(O Mo | Hempes () Yes() Mo | Scarlet Fever ) Yes() Mo
Angina {3 ves() Mo | Emphysema () Yes() Mo | High Blood Pressure () Yes ()} Mo | Shingles ) Yes() Ho
Arthiitis/Gout () ves( ) No | Epilepsyor Seizures () Yes (O Mo | Hives or Rash () Yes(O) Mo | Sickle Cell Disease () Yes () Mo
Arfificial Heart Valve () Yes() No | Excessive Bieeding () Yes(J) No | Hypoglycemia () Yes(() Ho | Sinus Trouble () Yes () mo
Autificial Joint () Yes() No | Excessive Thirst () Yes() No | Imegular Heartbeat () Yes(() No | Spina Bifida () Yes() Mo
Asthma ) Yes() Mo | Fainting Spells/Dizziness(_) Yes () Mo | Kidney Problems () Yes(D) No | Stomachiintestinal Disease () Yes(_) Ho
Blood Disease () Yes() Mo | Frequent Cough ) Yes() Mo | Leukemia 3 ves() No | Stroke () Yes{Z) Ho
Blood Transfusion () Yes() Mo | Frequent Diarhea () Yes () Mo | Liver Disease ) Yes() Mo | Swelling of Limbs () Yes() Mo
Breathing Prablem () ¥es(T) Mo | Frequent Headaches () Yes(() No | Low Blood Presswe () Yes(() Mo | Thyroid Disease () Yes{J) Ne
Bruise Easily () Yes() Mo | Genital Herpes (O3 Yes () Mo | Lung Dissase () Yes() Mo | Toasiitis () Yes() Ho
Cancer ) ves() Mo | Glaucoma () Yes () Mo | Mitral Valve Prolapse () Yes(() No | Tuberculosis () Yes() Mo
Chemotherapy () Yes(D) Mo | Hay Fever () Yesi() Mo | PaininJaw Joints () Yes{) Mo | Tumaors or Growths () Yes() Mo
Chest Pains (O Yes() Mo | Heart AtackiFailwe () Yes() No | Parathyroid Disease () Yes(O) Mo | Ulcers () Yes () Mo
Cold Sores/Fever Blisters () Yes () No | Heart Murmur () Yes() Mo | Psychiatic Care () Yes() Mo | Venereal Disease () Yes(() Na
Congenital Heart Diserder() Yes() Mo | Heart Pace Makes {0 Wes(() Mo | Radiation Treatments(_) Yes(_) Mo | Yellow Jaundice ) Yes () Mo
Convulsions {3 ves () Mo | Heart Trouble/Disease () Yes ()} Mo | Recent Weight Loss () Yes () Mo

Have you ever had any serious illness not listed above? () Yes () Mo If yes, please explain:

dangerous to my (or patient’s) health. 1t is my responsibility to inform the dental office of any changes in medical status,

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE
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