Imlay City Dental, P.L. L C.
216 East Third Street :
Imlay City, Michigan 43444

g 510-724-8080

DATEOf BIRTH___1 [

NAME ;
First Initial Last
~ STREET cITY . . STATE ZIP
E-MAIL : HOMEPHONE ______~ GELL PHONE
CHEGK APPROPRIATE BOX: [_IMINOR [JemneLe [_IMARRIED [Joworcep [_]wipowep Ds;PAHATED
PATIENTS O :
D GUARDIAN'S EMPLOYER WORK PHONE
BUSINESS ADDRESS CITY STATE zZIP
SPOUSE OR
PARENTIGUARDIAN'S NAME _ EMPLOYER
IF PATIENT 15 A STUDENT, NAME OF COLLEGE e CITY STATE
BY WHOM WERE YOU REFERRED TO US? MAY WE THANK THEM?
 PERSON TO CONTACT N AN EMERGENCY PHONE

"RESPONSIBLE PARTY

PERSON RESPONSIBLE FOR THIS ACCOUNT : RELATIONSHIP TO PATIENT.
ADDRESS _ cITyY STATE ZiP
E-MAIL _‘ HOME PHONE.—— CELL PHONE
DRIVERS LICENSE #  BIRTHDATE__ L/ FINANCIAL INSTITUTION
EMPLOYER WORK PHONE _

IS THIS PERSON GURRENTLY A PATIENT IN OUR oFFice? [ _|ves I:INo

"INSURANCE IN FORMATION
NAME OF INSURED, ‘ RELATIONSHIP TO PATIENT,
BIRTHDATE__{__{____ SOCIAL SECURITY # = “ DATE EMPLOYED
NAME OF EMPLOYER ' WORK PHONE
EMPLOYER ADDRESS CITY. STATE___ZIP
INSURANCE COMPANY __ GROUP#___________ UNION OR LOCAL#
INS. CO. ADDRESS CITY. . STATE___ZIP.

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ JYES [ JNO IF YES, COMPLETE THE FOLLOWING:

NAME OF INSURED : : RELATIONSHIP TO PATIENT.

BIRTHDATE__/__/____ SOCIAL SECURITY # DATE EMPLOYED

NAME OF EMPLOYER S i WORK PHONE
EMPLOYER ADDRESS ‘ _ __CITY ' STATE___ZIP
INSURANCE COMPANY ‘ - GROUP#__________UNION OR LOCAL#

INS, CO. ADDRESS CITY. STATE ZIP

"FINANCIAL ARRANGEMENTS

. FOR YOUR GONVENIENCE, WE OFFER THE FOLLOWING METHODS OF PAYMENT. LATE CHARGES

PLEASE CHECK THE OPTION YOU PREFER. PAYMENT IN FULL AT EAGH APPOINTMENT, LIl t?:? nﬁilpﬂydiil;‘ MW balmmlhm 25 days of the.
meonthly a late charge % on the bal,

[Jcasn []PERSONAL CHECK b owed sl be asscsscd,cach month G ..:f?.f.‘m

[[] CREDIT CARD (ViSA, MC, DISCOVER) o) Ui stk e Yo kgep s acesrml i cocutey

: e to provide

D 1 WISH TO DISCUSS THE DENTAL OFFICE'S POLICY furygmtﬂgWFMlﬁ or wheie ihere is lmﬂsﬁ;ﬁmad -
tional service. Inthecaseofdefmﬂtonpaymem of this account,
I agree to pay collection costs and reagonable attorney fees
1ncunedmmm1pungwmllectonﬂusnmmm:ormyfu1m

SIGNATURE OF PATIENT-OR-PARENT/GUARDIAN IF MINOR ) outstanding account balances.



¥ ST

PATIENT NAME

MEDICAL DOCTOR

PATIENT MEDICAL HISTORY

Date of Birth

"%

Imlay City Dental, P.L.L.C.
216 East Third Street

Gl h Imlay City, Michigan 48444
. £10-724-8080

11. Do you have or have you had any of the following?

OFFICE PHONE Date of Last Exam High Blood Pressure ves[ ] noL]

Heart Attack ves[ ] no[]

1. Are you under medical reatmant NOW?... . ..ccuiereosesimrmesenmssrerissmssssnsas ves [ no[] Rheumatic Fever ves[ 1 no [

2. Have you ever been hospitalized for any surgical operation wiers A"!"’" ves [ wo[]

or serious iilness, within the last 5 years?..........cinneniiiienn YES L—_l NOE] ::L:::‘f’sm"m :: S :g%

Ifyes; plaase opiain Low Bl00d Preasur®........mmmmmmmmemnn YES (1 NO L]

Epilepsy/ConvulSions....cussmmmsersssssssen YES [:l NO D

3. Are you taking any medication(s) including non-prescription medicine?..YES [_1no[] Leukemia ves (] vo [

if yas, what medication(s) are you taking? Diabetes ves [ ] no (]

Kidney Diseases, ves[ ] no[]

P — ves [Ino[] AIDS OF HIV INfaGHON. .o YES O o]

5. DO YOU USE 10DACCOT ... irriierciermemine e e sssn s e seesr s s nmeesrs i YES E] NOD Thymld-ProbIem vesL ] no[]

Heart Disease. ves [ ] no[]

6. Do you use controlled SUDSIANCEST......c..ccicmrnrvreinic s ssnsss e srenae s YES D NOD Cardiat Pacemaken.. ..o YES D NO D

7. Are you wearing contact 1enses?......cciiiirrnnn s s YES D NOD Heart Murmr. ves[ ] no[]

8. Do you have a persistent cough or throat clearing not associated Angina ves[Jno[]

with a known illness (lasting more than 3 Weeks)T.....c.cevwerrnvrcerarneerees YES r:_l NO[:] Frequently Tired ves [_] no{ ]

9. Are you allergic to or have you had any reactions to the following? Anamin ves [ wo [

Local Anesthetics (e.g9. Novocain) YES |:| NOL___] gmphtsema ::: [%I :g%

Penicillin or any other Antibiotics........ccce i YES |:| NOD A:'::ietis YES D NO L__]

{please list) ' Joint Reptacement of IMPIANt.....mwr YES [ NO[]

HepatitisiJaundice ves [ no[ ]

SUHA DIUGS..vrv-roeeveecerrsessasssarssssss s sssssseecesssessesss e esssses s ves [ no[] Sexually Transmitted Disease...........YES (] N0 []

BB ERIER ey agpossedome e s s i e S 820 ves [Jno[] Stomach Troubles/Uicers..... . vEs [ no ]

SOUBIVES. . -eeresceersseemesessees s sseesesseees e ssss et smssene s enssee st s nsnsssoes ves [ no(T] Kehes Falnn ves (] no[]

Easily Winded. vEs [ ] no [

U —— e YES COwno] St ves ] no[]

ASDIFIN. ..ottt st st snsa s srmaa e bbb e YE’S EI NOD Hay Fever / AlBrgies ... YES ] NO[]

Any Metals (8.g. NICKE!, MBICUNY, B1C.). ..ot veés [_] N(_)El Tuberculosis : ves[ ] no[]

LAEX RUDDIBE.cceeverreeerr s seseeesesessseseeesssssssssessssssssssimssasosssossssesseneeesssssens ves-[ Jnol] RAGiBton THEFBPY. - mmmmmmnisns e YES ] NO ]
Other (please list) ‘ Glaucoma, ves[_Jno[] .

Recent Weight Loss... yes| i Nno[ ]

10, Women Only: . Liver. Disqase ves[ 1 no[]

- Heart Trouble, ves[] no[]

a) Are you pregnant or think you maybe?............coeivenrnesssirecressnennnnns YES E] N0|:| Respiratory Problems....umummmns Y€ [ ] NO[]

b} Are YOU NUISING?...c..coiiimere e nineb s sbbs s s st st aass s nan i nae s YES D NOD Mitral Valve Protipse. . wsmenenYES [ ] NO[]

¢) Are you taking oral contraceptives?......... Yes [Ino[] Other
COMMENTS

AUTHORIZATION AND RELEASE "

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
T understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diag-
nosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors and/or
health practitioners. I authotize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable

to me. [ 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.

Signature of patient (or parent/guardian of minor) Date

Signature of Dentisé



