
Patient Information

Patierrt Natrre:

Gender: M/F

Birth Date:

Date:
Last First Ml

Social Security Number:

Home Phone:

Preferred Name

Status: S ins.le/Marriec

Cell Phone:

S/ork Phone Ext. E-Mail Address:

Street Address. Apt.

City, State, Zip Code:

De ntal Insurance Information

Policyholder Name:

Policyholder Social

D.O.B.

Secr.rriry

Narle:

Number:

lnsurarrce Cornpany

I.D #: Group #:

Consent for Services

deternrinatiort ofusual and ctlslonlary rates

All emcrgency dcDtal serviccs, or any dental scrvices prrformed }}'ithout prior financial arrangcments, must be paid for at the tine services are performed.

patients *ho carry dental irrsurance undcrstarrd that all dentrrl serviccs furnished are charged directly to the patient, and that he/she is personally responsible

forpa,vmentofalldcntalservices. Thisolficcrvillhelppreparetheinsuranceformsorassistinmakingcollectionsfrominsurancecompaniesandu'illcredit
an1 such collcction to the patieut's account, Horlever, this office c|nnot render services on the assumption that our charges will be paid by an insurancc

compan).

I understantj that the t'ee estinrate listed tbr this dental care carl orrly'be extended fbr a period ofsix nronths tionr the date ofexarttination

hisassignee.atthetinlesaidservicesarerendered.
sha||bJasbi|ledLrn|essob.1ectedto.bynle.inrvriting'

relatin_e ro ani,irrsurance clainrs and also authorize payntent ofdental benetlts otlrerwise pal'able to us directll', Prenrier Farlrily Dentistry

.\ s50.00 charge rrill be made for all missed appointncnts, unless I 2.1 hour notrce rs grven.

I have reati the above conditions of treatment aDd paymeDt and agree to their cont€nt.

Daie: RelationshiP to Patient:

Signature of'Patient or Cuardian (Responsible Panl')



Health Information

Date last Dental Visit:

Have you ever had anY

o AIDS
o Allergies

Reason for Today's Visit:

of the following? (Please check all that apply)

.)

Anemia
Angina
Artificial Joints
Artificial Heart
Valve
Carrcer
Chest Pain

Congenital
Heart Defect
Convulsions
Diabetes
Dizziuess
Epilepsy

Excessive
Bleedirrg
Fainting
Glaucoma
Hay Fever
Heart Attack
Heart Murmur
Hernophilia
Hepatitis
(Type: 

-)
Herpes
High/Low
Blood Pressure

Jaundice
Kidnel'Disease
Low Salt Diet

Mental
Disorders
Pregnancy
(Present Due
Date:_)
Pacemaker
MitralValve
Prolapse
Rlreumatic
Heart Disease
Sexually
Transmitted
Disease

Sinus Problems
Stomach
Problems
Stroke

Thyroid
Conditions
Tinnitus
Tuberculosis
Venereal
Disease
Other:

o
o

o
o
o

o
o

o
o

o
o
o

o
o
o

o
o
o
o

o
o

o o

Do you take any medications? Y/N
If ves. wlriclr ones?

Are you allergic to any medical.ions? YAI
lf yes, which ones?

lf yes, please explain:
Name of Plrysiciarr:

Do vou have anv health problerns that need further clarification? Yn!
lf yes, please explain:

Tothebestofrnykuowledge,alloftheprecediuganswersandinformationaretrueandcorrgct. Iflever
lrave a change in my health, I will inforrn the doctor at the next appointment.

Date:
Signature of patient. parent, or guardian



Referral Section

To whom may we thank for inviting you to our practice?

Dental PhilosoPhY

How important is it that your teeth are pain-free and comfortable? Very/SomewhatA'Jot

Important at all

How important is it that your teeth are attractive? Very/SomewhatA"lot Important at all

How long would you like to keep your natural teeth? ForeverArlot a Concern

Are there obstacles tlrat prevent you from keeping your teeth healthy?

Fear/Expen se/Distrust/l n surance

Your Employer:

Your Position:

PREMIER FAMILY DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES*

*You tnay refuse to sign this acknowledgerrrent

(YoLrr Name) , has been offered a copy ofthis

office's HIPAA PrivacY Practices.

(Signature) (Date)

FOR OFFICE PURPOSE ONLY

we attenlpted to obtain rvritten acknowledgement ofour Notice ofPrivacy Practices. but acknowledgem€nt could not be obtalned

bccause:
. Individual relirsed to srgn

. Comntunication barriers prohibited us from obtatntng slgnature

. An enrergency situatiorr prevented us from obtaining signature

. Other (SpeciE):

Premier FamilY DentistrY
5208 Clairton Boulevard

Pittsburgh, PA 15236

(412)882-1700 drgfelder@ident.com


