
EARNEY DENTAL ASSOCIATES, INC.
 

 HEALTH HISTORY

NAME Last First M.I. BIRTHDATE AGE

NAME OF SPOUSE HOME PHONE (AREA CODE + NUMBER) YOUR SOCIAL SECURITY NO.

RESIDENCE ADDRESS CITY STATE ZIP

EMPLOYED BY CITY STATE BUSINESS PHONE

REFERRED BY ADDRESS

WHO WILL PAY FOR THIS ACCOUNT?

NAME OF YOUR DENTAL INSURANCE COMPANY
It is important that we know about your dental and medical history. Many things have a direct bearing on your dental 
health. We will review the questionnaire and discuss it with you in detail. Information you give us is strictly confidential 
and will not be released to anyone without your permission.



I certify that I have read and understand the above information. The above questions have been accurately answered. I understand that providing 
incorrect information can be dangerous to my health. I understand that my dental insurance carrier may pay less than the actual bill for services. I 
agree to be responsible for payment of all services rendered on my behalf or my dependents.

A finance charge of 18% APR will be added to outstanding accounts past 60 days.

Our office is fully committed to compliance with HIPAA guidelines by appropriately maintaining our patient information and billing processes in a 
secure and private manner in compliance with national standards.


