	Patient Information (Please Print)

Patient Name ________________________________________________________________________________________________________
                                 Last                                                        First                                              MI                             (Preferred Name)    
Family Status:   Single / Married / Child                      Gender: Male / Female
Social Security #: _________-_______-__________                                          Date of Birth: _________/_________/___________   
Mailing Address: _____________________________________________________________________________________________________
                                                   Street                                                                                                              Lot / Apartment #

                            _____________________________________________________________________________________________________
                                                       City                                                                               State                                             Zip Code

Phone:    (Home) (_______) _________-_________      (Work) (_______) _________-_________      (Cel) (_______) _________-_________

E-mail Address: ____________________________________________________@________________________________________________


	Health Information


Have you ever had any of the following? Please check those that apply:

· AIDS / HIV
· Allergies
· Anemia

· Arthritis

· Artificial Joint / Valve

· Aspirin Allergy

· Asthma

· Blood Disease
· Cancer

· Codeine Allergy

· Darvocet Allergy

· Demerol Allergy

· Diabetes

· Dizziness

· Epilepsy

· Erythromycin Allergy

· Excessive Bleeding

· Fainting

· Glaucoma

· Hay Fever

· Head Injuries

· Heart Disease

· Heart Murmur

· Hepatitis A / B / C

· High Blood Pressure

· Jaundice

· Kidney Disease

· Latex Allergy

· Liver Disease

· Mental Disorders

· Mitral Valve Prolapse

· Nervous Disorders

· Pacemaker

· Penicillin Allergy

· Pregnancy

Due Date: ________

· Radiation Treatment

· Respiratory Problems

· Rheumatic Fever

· Rheumatism

· Sinus Problems

· Stomach Problems

· Stroke

· Sulfa Allergy

· Taking Blood Thinners
· Takes Pre-Medication
· Tetracycline Allergy

· Tuberculosis

· Tumors

· Ulcers

· Venereal Disease

Other Allergies:

_______________________

_______________________

_______________________

Doctor’s Signature

_______________________

Date
List any medication(s) that you are currently taking: _____________________________________________________________________
Have you ever had any complications following dental treatment?   Yes / No

If yes, please explain: ______________________________________________________________________________________________

Have you been admitted to a hospital or needed emergency car during the past two years?   Yes / No

If yes, please explain: ______________________________________________________________________________________________
Are you under the care of a physician?   Yes / No   If yes, please explain: _____________________________________________________
Name of Physician: ______________________________________________________________ Phone #: (______) _______-__________

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have any changes in my health, I will inform the doctor at the next appointment without fail.
________________________________________________________________________________________________________________

Patient’s or Guardian’s Signature                                                                                                                                Date

	Referral Information

Whom may we thank for referring you to our practice?

· Another Patient: Friend / Relative             (   Insurance Company           (   Another Dental Office       (   Yellow Pages

· Newspaper / Magazine  (   School    Name of  person or office referring you to our  practice: ______________________________     


	Responsible Party Information

The following is for:           (  the patient’s spouse     (  the responsible party

Name: ___________________________________________________________________________________________________________ 

             Family Status:   Single / Married / Child                                                                                       Gender: Male / Female

Social Security #: _________-_______-__________                       Date of Birth: _________/_________/___________   

Mailing Address: ___________________________________________________________________________________________________

                                     Street                                                                                                              Lot / Apartment #

                              __________________________________________________________________________________________________

                                              City                                                                               State                                             Zip Code

Phone:    (Home) (_______) _________-_________      (Work) (_______) _________-_________      (Cel) (_______) _________-_________

E-mail Address: __________________________________________________@________________________________________________


	Employment Information

The following is for:           (  the patient     (  the responsible party

Employer’s Name: __________________________________________________________  Occupation: _____________________________

Address: __________________________________________________________________________________________________________
                  Street                                                                               City                                                     State                       Zip Code


	Insurance Information

Name of Insured: _________________________________________________________ Is insured a patient? Yes / No
                               Last                                       First                                              MI

Insured’s Date of Birth: ___________________________ Insurance ID#: ___________________________________________

Group #: _______________________________________ Insurance Phone #: (__________) ____________-_______________

Employer’s Name: _______________________________________________________________________________________
Insurance Company Name / Address: ________________________________________________________________________

                                                             ________________________________________________________________________


	Appointment Policies

The doctors at A & S Dental Group, Inc. prefer to reserve specific time in their schedules for each patient’s dental treatment. By scheduling this way, the doctors can focus and give the best treatment to each patient. To insure that our patients can be seen at
 their scheduled time, the following appointment policies have been established:
· A & S Dental Group, Inc. requires a minimum of 24 hours notice to reschedule an appointment. For appointments scheduled
       for 2 hours or more have a minimum of 48 hours notice to reschedule.
· If the proper notice is not given to cancel an appointment, a fee of $50.00 will be assessed on your account for a broken 

appointment. This fee MUST be paid prior to scheduling any further appointments.
· For all appointments 2 hours or more: A deposit is required to schedule these appointments. The fee will be equal to 1/3 

       (one-third) of the total amount of the services to be performed at this scheduled appointment. If the appointment is missed 

        or broken, you will be required to pay the rest of your portion of the treatment scheduled in full before you can reschedule
        the appointment.

If a patient has a problem with scheduling appointments, they may prefer to be scheduled from the Doctor’s Call List. 

The Doctor’s Call List is a list of patients that need an appointment as soon as possible or that have specific preferences and  / or

needs. Patients on this list are offered the appointments they desire as they come available. When you are contacted, you will have
the opportunity to accept the available appointment or wait until another appointment becomes available.

_______________________________________________________________________________________________________

Patient’s or Guardian’s Signature                                                                                               Date 


