Patient Information

Patient Name Date /[
Address City Zip
Home Phone# Work Phone#
Email Cell

S5 - BD__ [ ! Ape Sex: Male Female
Employer Occupation

If in school, Name City

Date of last Dental visit:

Reason for today’s visit

Any special concerns/fears

Whom may we thank for referring you :

Primary Insurance Information Secondary Insurance Information

Relationship to Patient:  self spouse child other Relationship to Patient:  self spouse child other
Name of Insured Nume of [nsured

BD 554 ! ) B/ 554 ! /
Emplover Employer

Insurunce Company Insurnce Company

Policy / Group # Policy / Group #

Inz Co. Phone# Ins Co. Phonest

If patient is a child

Responsible Party: Relationship

Address City zip

Home Phone Work Phone Cell

Employer

Occupation

B/D S8#

SEAN MICHAEL ANDERSON, D.DS.

FAMILY, NEUROMUSCULAR & ESTHETIC DENTISTRY




Name

Date
Name of previous dentist: Last dental x-rays taken?
How often do you brush your teeth? How often do you floss?

What other dental aids do you use?

Do you have active dental problems?  (circle all that apply)

Bad breath  broken teeth  bleeding gums decay  loose teeth

Have you ever had any of the following procedures?

orthodontics teeth pulled periodontal treatment jaw broken
bite adjusted have had general anesthesia
Do you use a splint or mouth guard ? Yes No

If so please describe cause:

Occlusal Habits: (check all that apply)

clench / grind teeth cheek biting pipe smoking
nail biting pencil biting front teeth hit in front first
Sensitivity to:
hot or cold biting sweets
_ chewing
Have you ever had a hard time getting numb? Yes No

Do you get cold sores, blisters , or any other oral lesions frequently?  Yes No



Medical History

Name

Name of Physician:
Date of last exam:

Are currently under medical treatment? Yes No

If yes, please explain:

List any medications you are taking:

Medication R.eason

Do you have the following: (if yes, how is it controlled)

Hieh Blood Pressure
ontrolled by:

Diabetes
Controlled by:

Have you lost or gained a significant amount of weight in the past year?
If yes, lost lbs Or gained

For what purpose was your lost amount or gained amount?

Yes

Ibs

No

Do you sleep with more than two pillows? Yes No



Do you drink more than one alcoholic drink a day? Yes No

If yes, how many per day? # a day

Have you ever had any of the following:

yes no Heart attack, heart surgery, heart disease

yes no Shortness of breath

yes no Mistral valve prolapse

yes __no Pacemaker

yes no Rheumatic fever

ves no Cortisone medicine

yes no Anemic

yes no Ankles ever swell

yes no Subject to dizziness or fainting

yes no Stroke

yes no Ulcers

yes no Thyroid trouble

yes no Kidney trouble

yes no Hepatitis

ves no Liver disease

yes no Yellowjaundice

yes no Glaucoma

yes no Contact lenses

yes no Artificial joints or hip

yes no Tonsil or adenoids problems

yes no Tonsil or adenoids surgery

yes no Tumor or cancer

How was it treated?
. YE§ no Major operation
For what?

—__Yes no Tuberculosis

yes no Radiation therapy

yes no Chemotherapy

yes no Sickle Cell disease

yes no Bruise easily

yes no Nervous disorder

yes no Hemophilia

Ves no Blood transfusion

yes no ALD.S.

yes no HIV positive

yes no Epilepsy or seizers

yes no Psychiatric Disorder

Are you allergic to any medications? If yes, please list them below.




Do you have a heart murmur? Yes No
Do you have to be pre-medicated? Yes No

If no, Please explain why:

For women: (optional)

Are you pregnant? Yes No Ifyes, when is due date?

Have you ever taken the drug Fen -Phen, or any other prescribed dietary aid? Yes  No

If yes, please explain.

I hereby authorize the doctor and or staff of this dental office to administer medications and
to perform such diagnostic and therapeutic as necessary for proper dental care as agreed
upon through consultation with me. All information on medical and dental histories are true
to the best of my knowledge. I also authorize the doctor and or staff to contact my healthcare
giver(s) concerning my treatment if necessary.

Patient Signature Date

If patient is a minor, signature of parent or legal guardian Date



Financial and Insurance Policy
(Please Read Carefully)

As aPatient being treated for a medical or dental problem, it is easy to forget that a health
care office is also abusiness. We understand that; however, we want our patients to
know that an important part of any businessis collecting payment for services rendered.
We believe it is best to establish afinancial policy to avoid any misunderstandings.
Therefore, we have developed the following financial policy:

***\We require that you pay at the time of your treatment visit***
We accept cash, checks, MasterCard, VISA, American Express, and Discover.

We do offer “Dental Fee Plan and Enhance,” an extended payment plan with prior credit
approval.

For minor patients, the parent/guardian accompanying the minor is responsible for full
payment. For unaccompanied minors, non-emergency treatment will be denied unless
charges have been pre-authorized to a credit card, or payment by cash or check at time of
service has been verified.

***Missed appointment policy***

Unless canceled at least 24 hours in advance, our policy is to charge for missed
appointments at the rate of $98.00 per 30 minutes of appointment time scheduled. Please
help us to serve you better by keeping scheduled appointments.

***You are responsible for paying your bill***

Even if you have medical and/or dental insurance, remember that your coverage is a
contract between you and your insurance company. In the event, you insurance company
denies aclaim (refuses to pay) it is your resporsibility to pay your balanc ein full. 1f your
insurance company delays claim payments beyond 90 days from the date of service, it
will be your responsibility.

| agree to honor the policies outlined above. | agree to make full payment for services
rendered on the day of the appointment.

Date: Signature:










