DENTISTRY at WESTLAND - PATIENT INFORMATION

Name: Sex: M/ F o Married o Single o Child Date: / [
Last First Mi
Address;
street city state zip code
Phone (home) (work) (Cell)
Preferred Appointment times o Morning o Afternoon o Evening o Anytime
Birth Date: / / Social Security # - - Email Address
Employer Name: Occupation:

How were you referred to this office? (check all that apply)

Dentistry at Westland Website Direct Mail Newspaper Ad Insurance Provider Directory

Friend Other
Former Dentist: I've changed dentists due to:
HEALTH INFORMATION - For the following questions, circle yes or no .......
L A (= IRo LU I o Ie ToTo o I 4 =T 11 o SRR Yes No
2. Has there been any change in your health in the Past Year?.........o e Yes No
3. My last physical exam was on / /
4. Are you now under the care of @ PRYSICIANT. ... uuii ittt e e e ae e e sab e e e s aeeeeens Yes No

If so, for what condition?

5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 years?........cccccceevieeiiiiiiinnnnnes Yes No
7. Are you taking or have you ever taken Bisphosphonates for osteoporosis or chemotherapy for multiple
myeloma or other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia or Zometa) 7 .............. Yes No
8. Are you taking any medicine(s) including diet pills, non-prescription, vitamins,
homeopathiC Or NATUrAl FEMEAIES?..... ..ot e et e e s bt e e e s nee e e e santeeeesanteeeesaeens Yes No

If so, please list:

Have you ever had any of the following? Please check those that apply:

o AIDS o Glaucoma o Mitro Valve Prolapse o Stroke

o Allergies o Head Injury o Nervous Disorder o Tuberculosis

o Arthritis o Heart Disease o Pacemaker o Ulcers

o Artificial Joint o Heart Murmur o Pregnancy o Venereal Disease
o Asthma o Hepatitis Due Date

o Blood Disease o High Blood Pressure o Radiation Therapy Other:

o Cancer o Jaundice o Respiratory Disease m

o Diabetes o Kidney Disease o Rheumatic Fever

o Epilepsy o Latex Allergy o Rheumatism m

o Excess Bleeding o Liver Disease o Sinus Problem

o Fainting o Mental Disorder o Stomach Problem

Do you smoke or chew Tobacco?

Past history of alcohol or chemical dependency?

Have you had any serious trouble associated with previous dental treatment?...........ccooiiiii e, Yes No

If so, explain:

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 doctor at my next appointment

Signature of patient, parent or guardian Date



Spouse or Responsible Party Information
The following is for: __ the patients spouse __the person responsible for payment
Name:
o Male o Female o Married o Single o Child o Other

Social Security # - - Birth Date: /[
Phone (home): (work) Ext: Best time to call
Address:

Street Apt #
City

City State Zip Code

Insurance Information

Primary
Name of Insured: Is Insured a patient? 0O Yes o No
Insured’s birthDate: ~ /  / 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
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 OSpouse o Child o Other

Insurance Plan Name and Address:

Consent for Service

As a condition for your treatment in this office, financial arrangements must be made in advance. All emergency dental services, or any
dental service performed without previous financial arrangements, must be paid for in cash 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.

| 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




