R

OREGON CITY
DENTAL

Patient Information

19731 S. Highway 213

Oregon City, OR 97045
Phone: 503-518-3384

Fax: 503-518-3386

Date:

Name: U married [Jsingle [ minor [imale []female
Last First MI
Social Security #:
Address:
Street Apt. # City State Zip
Birthdate:
month day  year
Telephone: home work cell
Email address:
Name of Employer: Address
Whom may we thank for referring you to our office?
Person responsible for account: [ parent [] guardian [Jspouse []father [mother [iself
. Minor child-may need to complete both blanks for parent info.
Insurance Information Adults - complete primary insured
Dual coverage? Also complete secondary insd.
Primary Insured-if no insurance complete for Secondary Insured
responsible party
Last First MI Last First MI
Street City State Zip Street City State Zip
Home Work Cell Home Work Cell
Birthdate (mo/day/yr) Relationship to patient Birthdate (mo/day/yr) Relationship to patient
Employer Dental Ins. Co. Employer Dental Ins. Co.
SS# Subscriber# Group# SS# Subscriber# Group#

Emergency Contact

Name

Address

City/State/Zip

Telephone #

. .
Authorization
I hereby authorize payment directly to the dental office of the group insurance benefits

otherwise payable to me. I understand that I am responsible for all costs of dental

treatment. I hereby authorize the dental office to administer such medications and

perform such diagnostic, photographic and therapeutic procedures as may be necessary
for proper dental care. The information on this page and the dental/medical histories are
correct to the best of my knowledge. I grant the right to the dentist to release my
dental/medical histories and other information about my dental treatment to third party

payors and/or other health care professionals.

Signature: Date:

Financial Policy

If you have dental insurance, we will be glad to assist you in obtaining the maximum
benefits specified in your contract. All non-covered fees and deductibles are required to be
paid at each visit. Cash, check, bank cards and alternate financing plans are accepted.
There is no finance charge on current accounts. After 30 days, all accounts are subject to a
finance charge of 1.5% of the unpaid balance (or minimum charge of $1.00) which is an
annual percentage rate of 18%. There will be a $25 minimum and up to a $100 maximum
charge for any broken appointment without 48 hour notice. In the case of default of
payment, I agree to pay any legal interest, together with any reasonable attorney fees

incurred to effect collection of this account or future outstanding accounts.

Please sign and return to the receptionist.

I acknowledge that I am financially responsible for all charges. If it becomes
necessary fo effect collections of any amount owed on this or subsequent visits,
the undersigned agrees to pay for all costs and expenses, including reasonable
attorney fees. I herveby authorize the doctor to release information necessary to
secure payment.

Signature: Date:




OREGON CITY SMILES DENTAL

MEDICAL HISTORY

PATIENT NAME

Birth Date

following questions.

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? () Yes () No If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes (O No
Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes (O No

r Women: Are you
Pregnant/Trying to get pregnant? () Yes () No

Taking oral contraceptives? () Yes() No

Nursing? O Yes () No

— Are you allergic to any of the following?

Have you ever had any serious iliness not listed above? O Yes O No If yes, please explain:

(] Aspirin (] Penicillin [ ] Codeine [] Acrylic  [] Metal [] Latex [ ] Local Anesthetics
[] Other If yes, please explain:

— Do you have, or have you had, any of the following?
AIDS/HIV Positive O Yes(O) No | Cortisone Medicine O Yes(O No | Hemophilia (O Yes(O No | Renal Dialysis O YesO No
Alzheimer's Disease O Yes(O No | Diabetes (O Yes(O No | Hepatitis A O Yes(O No | Rheumatic Fever O YesO No
Anaphylaxis O Yes(O No | Drug Addiction O Yes(O) No | Hepatitis BorC O Yes(O No | Rheumatism O Yes(O No
Anemia (O Yes(O) No | Easily Winded O Yes(O No | Herpes (O Yes(O No | Scarlet Fever O YesO No
Angina O Yes(O No | Emphysema (O Yes(O No | High Blood Pressure () Yes(O) No | Shingles O Yes(O No
Arthritis/Gout O Yes(O No | Epilepsy or Seizures (O Yes(O No | Hives or Rash (O Yes(O No | Sickle Cell Disease O YesO No
Artificial Heart Valve (O Yes(O No | Excessive Bleeding O Yes(O No | Hypoglycemia O Yes(O No | Sinus Trouble O YesO No
Artificial Joint O Yes(O No | Excessive Thirst (O Yes(O No | 1Irregular Heartbeat (O Yes(O) No | Spina Bifida O Yes(O No
Asthma O Yes() No | Fainting Spells/Dizziness() Yes(O) No | Kidney Problems (O Yes(O) No | Stomach/intestinal Disease () Yes O No
Blood Disease (O Yes(O No | Frequent Cough O Yes(O No | Leukemia (O Yes(O No | Stroke O YesO No
Blood Transfusion O Yes(O No | Frequent Diarrhea O Yes(O No | Liver Disease O Yes(O No | Swelling of Limbs O Yes(O No
Breathing Problem (O Yes() No | FrequentHeadaches (O Yes(O) No | Low Blood Pressure (O Yes(O) No | Thyroid Disease O Yes(O No
Bruise Easily O Yes(O No | Genital Herpes (O Yes(O No | Lung Disease O Yes(O No | Tonsillitis O YesO No
Cancer O ves() No | Glaucoma (O Yes(O No | Mitral Valve Prolapse () Yes (O No | Tuberculosis O YesO No
Chemotherapy (O Yes(O) No | Hay Fever O Yes(O No | PaininJaw Joints (O Yes(O No | Tumors or Growths O Yes(O No
Chest Pains O Yes(D) No | Heart Attack/Failure (O Yes(O) No | Parathyroid Disease (O Yes (O No | Ulcers O YesO No
Cold Sores/Fever Blisters () Yes(O) No | Heart Murmur O Yes(O No | PsychiaticCare (O Yes(O) No | Venereal Disease O YesO No
Congenital Heart Disorder() Yes(O) No | Heart Pace Maker O Yes(O No | Radiation Treatments() Yes (O No | Yellow Jaundice O YesO No
Convulsions (O Yes() No | Heart Trouble/Disease () Yes(O) No | Recent Weight Loss (O Yes (O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




