Patient's Name

\

The Art of Dentistry

VALERIA SOLTANIK, DMD P.A.
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Chart Number

Date of Birth ! !

MM DD YY
Address

Social Security No

First Middle

Sex (MIF) Marital Status

Email

Home Phone

Work Phone

Mohile

Employer

Occupation

Responsible Party

Phone

INSURANCE: Yes / No Insurance Company
SS # of Subscriber

Name of Subscriber

Date of Birth ! ! Relationship with Patient

How were you referred to our office?

MM DD

NS
|

MEDICAL HISTORY

YES NO YES NO
O [O Arevyouin good health? [0 [O Respiratory problems, emphysema or bronchitis?
O [O Haveyou ever had any serious illness or operations? O O Kidneytrouble?
[0 [0 Damaged or adificial heart valves; rheumatic fever? O O Tuberculosis?
O [O Heartorcardiovascular disease ? O O Sexuallytransmitted disease?
O [O High blood pressure? [0 [0 Epilepsy or other neurological disease?
O O Abnormal bleeding? O O cCancer? Explain
O [O Stroke? [0 [0 Radiationtreatments for cancer, tumors or growths?
[0 O Allergies to medicines or drugs? O [O Problems with previous dental treatment?

If yes, what? O O Allergic to penicillin or codeine?
O O Sinustrouble? [0 O Pregnantornursing? (circle one)
O O Asthma or hay fever? O O Are youtaking birth control pills?
O [O Fainting spells or seizures? [0 O Dovyou grind your teeth at night?
O O Diabetes? [0 [0 Arevyou interested in whitening your teeth?
O [O Henpatitis, jaundice or liver disease? O O Dovyouhave any other health concerns not
O O Aids or HIV Infection? mentioned?
O O Thyroid problems? [ [O Listanydrugs you are presently

taking:

MName and phone humber of your phamnacy

IN CASE OF AN EMERGENCY
Please Notify

Phone

REPRESENTATIONS

| UNDERSTAND THAT THE INFORMATION THAT | HAVE GIVEN (INCLUDING MY MEDICAL HISTORY)I1S CORRECT TO THE BEST OF MY KNOWLEDGE,
THAT IT WILL BE HELD IN THE STRICTEST OF CONFIDENCE AND IT IS MY RESPONSIBILITY TO INFORM TO THIS OFFICE OF ANY CHANGES IN MY
MEDICAL STATUS.

» | AUTHORIZE THIS OFFICE TO VERIFY MY AND MY SPOUSES CREDIT STATUS PRIOR TO EXTENDING CREDIT FOR TREATMENT AND AT THE
DISCRETION OF THIS OFFICE, TO USE THE SERMICE OD ONE OR MORE CREDIT REPORTING SERVICES.
IF THIS OFFICE ACCEPTS INSURANCE, | AUTHORIZE PAYMENT DIRECTLY TO THIS OFFICE OF ANY INSURANCE BENEFITS OTHERWISE PAYABLE TO
ME AND | ASSIGN ANY AND ALL THE BENEFITS TO THIS OFFICE AND | UNDERSTAND THAT | A RESPONSIBLE FOR PAYMENT FOR SERVICES
RENDERED AND AW ALSO RESPONSIBLE FOR PAYING ANY CO-PAYMENT AND DEDUCTIBLES THAT MY INSURANCEDOES NOT COVER.

= IF COLLECTION EFFORTS AREUNDERTAKEN DUE TO MY FAILURETO PAY ANY AND ALL THE FEES TO THIS OFFICE, | AGREE TO BE RESPONSIBLE
FOR ANY ATTORNEY'S FEES AND COSTS INCURRED IN CONNECTION WITH SUCH COLLECTION EFFORTS. | ALSO UNDERSTAND THAT | WILL BE
CHARGED INTEREST AT THE RATE OF 1.5% PER MONTH ON ANY OUTSTANDING BALANCE (or the maximum allowed by the law).
| CONSENT TO AND AUTHORIZETREATMENT RECOMMENDED BY THE DENTAL STAFF.

Name Relationship

Patient Signiture (Parent’s Signature if Minor)

° < o ,
nvi illgn Straight teeth, No braces

Date



