Patient’s Information

Patient Name:

Last First Ml (Preferred Name)
Birth Date: Social Security #:
Home Address:
Street Apartment #
City State Zip Code
Phone (Home): (Work/ext): Cell:
E-mail:
Gender: [ JFemale [ ]Male Status: [ Married [ ]Single [ ]Widowed [ ] Divorced [ ]Child

What is the “ONE Phone Number” (or Pager) where the Patient (Parent or Guardian if under 18) can be
reached in case of an emergency:

Employer Name: Occupation:
Address:

Street City, State _Zip Code Phone
Responsible Party Information for Financial Account (i different from the “Patient”)
Name:

OMale OFemale [OMarried OSingle Social Security #: Birth Date:
Phone (Home): (Work): Ext: Driver’s Lic. St. & #
Mailing Address:
Street Apartment #
City State Zip Code

Your Preferred Method(s) For The Office To Notify You Of Appointments

Work Phone [ ] Home Phone [ ] Cell [ ] Text Message [ ] E-Mail [ ]

No Notification Requested [ ]

Broken appointments are subject to a cancellation fee. We will gladly waive the fee with an advance two
full working days (48 hour) notice of the scheduled appointment time. Our work week is Mon. — Thurs.

OFFICE POLICIES AND CONSENT

1. | hereby authorize the Doctor to take necessary x-rays, study models, photographs, or any other diagnostic aid deemed appropriate by the Doctor
to make a thorough diagnosis of the patient’s needs.

2. In case of a medical emergency, | authorize the Doctor to perform any and all forms of treatment, medications, and therapy that may be indicated

and further authorize the Doctor to choose and employ such assistance as he deems fit.

| understand the use of anesthetic agents embodies a certain level of risk.

| understand that before non-emergent therapy is begun | will be informed of these procedures and given an estimate of the fees.

| understand that dental insurance is a contract between the patient and the insurance company, and not between the insurance company and the

Doctor. The patient is fully responsible for all fees incurred. Fees are due and payable at the time services are rendered unless specific financial

arrangements have been make in advance of treatment. | further understand that a 1.5% per month (18% annually) will be added to any overdue

balance. In the event of default | promise to pay legal interest on the indebtedness, together with such collection costs and reasonable attorney

fees as may be required to effect collection of this note.

6. |l understand that each appointment scheduled is time specifically reserved and in the event of any changes | will give the office a minimum of 24
hours notice (messages left on the office answering machine require a two office working day notice).

7. lunderstand that quality dental care is often a result of several professionals (both general dentists and specialists) working together as a Team to
provide the best care for the patient. | understand this form and all information herein may be shared with the Team.

s. Patients with Dental Insurance: Al professional services rendered are charged to the patient and they are personally
responsible for payment of all fees. As a courtesy to you we will be glad to create the necessary forms so that your insurance company can

reimburse you according to the limitations of your policy. Please inform the business staff at the completion of each appointment if you wish for us
to generate your insurance forms.

ok

To the best of my knowledge, all of the preceding answers and information provided are true and
correct. If | ever have any change in the above information, | will inform Dr. Myers’ staff so that
my records can be updated. | have read the consent, understand and agree and will abide with
the content.

Signature of patient, parent or guardian X Date:

MEDICAL HISTORY




Current Family Physician: Physician’s Phone #
Are you currently under the care of a physician? [ [Yes [ ]No

For what condition are you being treated?
Pharmacy of choice: Pharmacy Phone #

Please list your medications below
Medication Name | Reason for Taking Medication Medication Name | Reason for Taking Medication

Have you ever been treated for cancer with radiation or chemotherapy? [ ]Yes [ ]No

If so when and what area?

Are you allergic to medications, latex gloves, local anesthetics, etc.? If so, what?
Are you subject to fainting spells: []Yes []No

Does your medical history include any of the following conditions?

OAIDS O Excessive Bleeding O Liver Disease O Stroke
O Allergies O Fainting O Mental Disorders O Tuberculosis
O Glaucoma O Nervous Disorders O Tumors
O Anemia O Growths O Pacemaker O Ulcers
O Arthritis O Hay Fever O Presently Pregnant [ Venereal Disease
O Artificial Joints [0 Head Injuries Due date: [ Codeine Allergy
0 Asthma [0 Heart Disease [0 Radiation Treatment O Penicillin Allergy
[0 Blood Disease 0 Heart Murmur [0 Respiratory Problems OTHER:
[ Cancer [0 Hepatitis 0 Rheumatic Fever O
[ Diabetes [0 High Blood Pressure 0 Rheumatism
O Dizziness O Jaundice O Sinus Problems O
O Epilepsy O Kidney Disease O Stomach Problems

Please list any other medical problem you may have or had.
Do you use tobacco products? If so, what and how much

Dental History.' Are there any dental problems you would like addressed?

Which do you consider most important? __ preserving natural teeth  ___ eliminate pain ___appearance of your smile ___eliminate infection
What is your reaction to having dental treatment? __ enjoy the experience _ donotmindit _  dreadit __ worry about it
When was your last dental appointment? Purpose of last dental appointment?

How often do you brush your teeth? What do you use to clean between your teeth?

What texture of toothbrush? __soft _ med. _ hard Do you use an electric or manual toothbrush?

Please check any of the following habits, conditions or concerns you have:

[ Ibleeding gums [ Imissing permanent teeth [ Jappearance of teeth [ ]sensitive teeth

[ ]facial muscle pain [ ltender or swollen gums [ Iclinch or grind teeth [ ]existing cavities
[ Jtired jaws [ Jbroken teeth or fillings [ Ifrequent headaches [ Joag easily

[ I"sweet tooth” [ Jchew ice [ Jchew hard crunchy foods

[ Jhistory of gum surgery [ Jhistory of radiation or chemotherapy for cancer related problems

Please add anything you feel is important that will help our office serve you better:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If |l ever
have any change in my health or information provided, I will inform this office’s staff at the next appointment
without fail.

Signature of Patient (Parent or Guardian) X Date




