P aat

Marks Family Dentistry

Name: SSN: Date of birth: / /
What you'd like to be called:

Spouse’s Name SSN:

Address: Zip:

Home phone: Work phone:

Cell phone: E-mail address:

Employed by: Spouse employed by:

Emergency Contact: Relation: Phone:

Person responsiHe fOI‘ account:

Relationship: SSN:

Insurance company: Policy Holder:

Whom may we discuss your account with?

How did you learn of our practice?

How do you feel about going to the dentist? & Fear <& Comfortable

When was your last dental exam, c|eaning, X-ray, etc.?

Why did you leave your last dentist?

If you could change anything about your smile, what would it be?

| certify that | have read the above statements and have completed the information truthfully and correctly. | have read and understand the payment options
provided for me. | also understand that Marks Family Dentistry is a member of Equifax Credit Services and that they may at their discretion check and verify my
credit, employment, and salary histories and secure follow-up credit reports concerning my credit worthiness. Upon signing below, | authorize them to do so.

Contract Covering Terms of Payment: (Please see payment options for more information)

Marks Family Dentistry requests that payment arrangements be established before your dental services are provided. Time payment plans will carry a finance charge
within the limits prescribed by State law. A late charge will be added If the account is not paid within 10 days of due date. In extended payments, a finance
charge of 1/29% per month will be added after 60 days.

Default on payment will subject the account to all collection fees, including but not limited to court costs and 33"/3% attorney fees, whether or not court
proceedings are necessary, that may be incurred on enforcing the doctor’s rights under this agreement or under any law of this State. This contract is binding for
current and future transactions.

Signature: Date:

Privacy Policy Notice:
| acknowledge that | have received and reviewed the Privacy Policy for Marks Family Dentistry.

Patient’s Name: Signature:

In case you do not agree to sign for the Privacy Policy, our office must indicate why you declined to do so.

Reason for Refusal:

Privacy Policy Director’s Signature:
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Patient Name:

P aat

Marks Family Dentistry

Physician’s Name:

Physician’s Phone number:

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 receive. Thank you for answering the following questions.

L
Are you under a phyS|C|an S care now?

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Are you on a special diet?

Do you use tobacco?

Do you use controlled substances?

Are you allergic to any of the following?

< Aspirin

If yes, please explain:

< Penicillin

O VYes O No
O VYes O No
<> Codeine

OVYes O No O N/A
O VYes O No O N/A
O VYes O No O N/A
OVYes O No O N/A
O VYes O No O N/A
O VYes O No O N/A
< N/A
< N/A

< Acrylic < Metal

If yes, please explain:

(amount & closage)

Women: Are you

<> Pregnant/Trying to get pregnant

<O Latex

< Nursing

< Local Anesthetics

< Taking oral contraceptives

<& Other

O AIDS/HIV Positive
[J Alzheimer’s Disease
[ Anaphylaxis

I Anemia

O Angina

[ Arthritis/Gout

O Artificial Heart Valve™®
[ Adtificial Joint™
Asthma

Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer

Chemotherapy
Chest Pains

oooooood

Check if you have, or have had, any of the following:

Cold Sores/Fever Blisters
Congenital Heart Disorder

O

O

0 Convulsions

[J Cortisone Medicine
[ Diabetes

L1 Drug Addiction

[ Easily Winded

[J Emphysema

[ Epilepsy or Seizures
[ Excessive Bleeding
[ Excessive Thirst

[ Fainting Spells/Dizziness
[ Frequent Cough

L1 Frequent Diarrhea
[ Frequent Headaches
[ Genital Herpes

Ooooo0odooooooooogog

Have you taken corticosteroids (cortisone, steroids) in the past 2 years?

Have you ever had any serious illness not listed above?

Comments / Additional Medications:

Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur*
Heart Pace Maker*
Heart Troub|e/Disease
Hemophilia
Hepatitis A
Hepatitis B or C
Herpes

High Blood Pressure
Hives or Rash
Hypoglycemia
|rregu|ar Heartbeat
Kidney Problems

Leukemia

O Ves
O Ves

< No
< No

Ooooooodogoooogoog

O
0

O N/A
O N/A

Liver Disease

Low Blood Pressure
Lung Disease

Mitral Valve Prolapse™®
Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care
Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever*
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

[J Spina Bifida

O Stomach/|ntestina| Disease
[ Stroke

[J Swelling of Limbs

[0 Thyroid Disease

[T Tonsilitis

[ Tricyclic Antidepressants
[ Tuberculosis

3 Tumors or Growths

L1 Ulcers

[J Venereal Disease

[ Yellow Jaundice

*Condition may require medication

N/A - Not answered by patient

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
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