Chart #

FOR OFFIGE USE OMLY
Patient Information
Patient Name: Date:
Last, First M (Preferred Nama)

GCender: Family Status:
Social Security #: Birth Date:
Phone (Home): (Work); Ext Mabile Phone:
Email address: QOther Phone:

Preferred appointment times: O Morning [ Afternoon Ol Evening OAny Time OM OT Ow OT OF OS
Address:

Streat Apariment #
City _State _ Zip Code
Health Information
Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
OAIDS 3 Fainting O Nervous Disorders O Ulcers
[ Allergies O Glaucoma O Pacemaker O Venereal Disease
O Growths O Pregnancy O Codeine Aliergy
O Anemia O Hay Fever Due date: O Penicillin Allergy
0 Arthritis 0O Head Injuries O Radiation Treatment OTHER:
O Artificial Joints {1 Heart Disease [ Respiratory Problems O
O Asthma O Heart Murmur O Rheumatic Fever
O Blood Disease O Hepatitis [ Rheumatism a
O Cancer [ High Bload Pressure [ Sinus Problems
O Diabetes O Jaundice O Stomach Problems
[ Dizziness O Kidney Digease O Stroke
[ Epilepsy O Liver Disease O Tuberculosis
O Excessive Bleading O Mental Disorders O Tumors

» Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

= Have you been admitted to a hospital or needed emergency care during the past two years? [OYes ONo
If yes, please explain:

= Are you now under the care of a physician? OYes T No
If yes, please explain:

» Name of Physician: Phone:

= Do you have any health problems that need further clarification? [OYes ONo
If yes, please explain:

» Are you taking any medications, including non-prescription medicine? If so, please list:
Prescribed:

Over the Counter,

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail,

Date;

Signature of palient, parent or quardian



| sndergtand that Dr. David Dykes is NOT a participating provider with my insurance

Spouse or Responsible Party Information
The following is for. [ the patient's spouse the person responsible for payment

Name: _
CimMale [ Female OMarried OSingle OChild O Other
Sccial Security # Birth Date:
Phone (Home): {(Work): Ext: Best time to call:
Address:
Aparimend #f
S L — Fotscs
Employment Information
The following is for: [l the patient O the person responsibie for payment
Employer Name:; Occupation:
Address:
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes 0 No
Lagt Frgl 1]
Insured's Birth Date: D# Group #:
Insured's Address:
Beroet City Statn Zip Ceda
Insured's Employer Name:
Address:
Sormal City Stale Zip Cota
Patient's relationship to insured: O Self O Spouse O Child [ Other
insurance Plan Name and Address:
Secondary
Name of Insured: is insured a patient? OYes [ONo
Lasl Firs2 .,
Insured's Birth Date: D # Group #:
Insured's Address:
Strasd City Sitate Zip Cade
Insured's Employer Name:
Address:
Stroal City Slate Zp Code
Patient's relationship to insured: O Self O Spouse [CIChid OOther

| Insurance Pian Name and Address:

Consent for Services
A2 5 CONMDCA af your tmalménd by this office, financial arangaments must b meds in advance. The cractice deperds span reisibureamant from tha pationts for the catts Incurmed in heir core and finansa
respanaitilily 00 the part of sach patien mus! bo gatarmingd before treatment.
All emmergancy denial pervices, or any deatal services parformed without previcus IENCIE IFargements, must b PAXE for In Cash o} th fime satvicss 818 parkvmed.
Pafiats who eany Gontal Ineursnce Lnderstand that 88 danial senvicas fumishad are chivged directy to the pasient e thel e of sha b parsonally respansible R p&yTAN Of Nl G4ntal scrncos. This office wil
halp propare v palients insurance forms or assist in making collections from insunants compenies and will redt amy such colRGINS 10 the pationt's deccunl. Howavar, TiS Jental o¥ice cannot render
‘mmmmmhmd1m that our chares will be pald by &0 NcUTanoe COMpany.
ahergo Pt monih (18% par anmem) on e wnpaid BRINGS wift ba charged on ol Stounts sxcasding 60 days, unless praviously Wiithen fnanci arrangements ars satisfd

Iw_vmthmmimummmmmuﬂymW[«im«mm-mwmormwmmmm. = e
hmmmhhmmmmmmotumvromwwoaw_lwtnwmﬂw“w.vmummn“uum,um"wmmmin
ﬁmmmﬂ,ummma:wyhjg#umm:w%mm |Mﬁm%‘mmmq&ﬁ;mﬂuhummwuwm.h-iﬁ-g.mhm

payment thareol. | buriier 800 warcor of any breach of any lime or condisan herounder shall Aot CONANIAS B Waiver furter Lerm of Sondition oo coats
reascni etcrrioy foms f sl be nsltuted hergundar T * BN R A
Tarant my pormissicn (0 yaU O YOUr B55GNE0, 19 talophons M &1 HOME 6 B my work to disouus maties rsletsd 19 TIs fem.
| have raad 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:

ahy uarantor of payment/respensible party






