
Confidential 

(For Records and Pre-Treatment Evaluation) 

--- Patient Information -------------------------------, 
Date _____ Home Ph. _______ Work Ph. _______ Cell Ph.--------
Patient Name ----r"'.:�-----------,=-----------n::::::::-----------

Laet Middle 

Address -----------------.:.-iE-----------.....-----------

StrNt v11Y Slate Zip 

Birthdate _______ Social Security#---------- Email __________ _ 
Whom may we thank for referring you?---------------------------

--- Responsibie Party Information 

Name-----...-.-----------=-�--------�=------r==-----
Laat Flnit Mlddle Marital Status 

Residence ____ ,...... _________ =-----------.--------..,,...----
Street City State Zip 

Mailing Address-------------=----------....,,.,..-----------
street City State Zip 

Previous Address (if less than three years) ....----------....,,,,,--------..,..,..,.-----.

21p
-.---

StJaet cliy Stale 

SSN # ________ Birthdate _______ Relationship to Patient __________ _ 
Employer _______________ Occupation _________ No. Years ____ _ 
Spouse's Name-------------=-------------.-..w.::-.. ----------

1.n1 Fnt ........., 

SSN # -------- Birthdate _______ Work Phone ______________ _ 
Employer Occupati�n _________ No. Years ____ _ 

--- Dental Insurance Information 
Insured's Name __________________ lnsured's SSN # __________ _ 
Insurance Company Group/ID# ------------
Insurance Co.Address _______________________________ _ 
Insurance Co. Phone# ________________ Fax# 

___ Emergency Information ------------------------------. 
Name of nearest relative not living with you -------------------------
Complete Address ---------------------------------
Phone --------------------------------------
Name and City of Physician ------------------------------

Health Information --------------------------------. 

Are you allergic to: □ Penicillin □ Local Anesthetic D Codeine □ Epinephrine/ Adrenaline 
OtherMedications ---------------------------------
Other Allergies _________________________________ _ 
Please describe any current medical treatment, impending operations, or any other medical or dental information that may 
possibly affect your dental treatment ---------------------------

Please list all medications you are currently taking, including vitamins. ________________ _ 





, . 

NO SHOW POLICY 

Purpose: The purpose of tlm document 1s to establish a policy that will reduce the number of 
cancellations and no-show appointments. 

Procedure: All appointment<:, wtll be confirmed the day before your scheduled appointment by 
telephone by our front office c;taff A Monday appointment w,1I be confirmed on the Thursday 
before your appointment 

Patients are required to confirm their appointment with the f-ront Desk, v1c1 a call back to the 
office Failure to confirm your appointment m,1y result in forfeiture of your appointment. 

Cancellations should be made forty-eight hours 111 advame. Patients calling forty-eight hours in 
Jdvance to cancel appointments will be rescheduled upon request, iJnd will be given the next 
available appropn;ite .,ppo1ntment. 

<;;rnH:' day c,1nrPllat1ons will be considered a� a "no-show· or broken appointment 

All no-.,how� and Lctncellation!> will be noted in the patient's chart 

A patient arriving rnore thiln ten minute� late may have to be rescheduled. 

Policy: Patients who do not '>how for two �cheduled appointr11ent'> m twelve months may be 
chorgcd a $25.00 fer per mic,sed appointment. or may have lim1tat1ons placed on their 
appointme•its, or may t�vt:>n H..''>lilt 111 termination of all dental '>erv1ces 

A broken appointment is a loss to everyone. 

Thank you for keeping your scheduled dental appointment. 

Patient signature: ___________________ _ Date:
-------

. .
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