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Health History 

Alcohol Intolerance Allergies Anemia
 

Arthritis
 Artificial Joints Aspirin 

Asthma Blood Disease Cancer 

Codeine Allergy Diabetes Dizziness 

Epilepsy Excessive Bleeding Fainting 

Frequent Headaches Glaucoma Grinding/Clenching 

Growths Hay Fever Head Injuries 

Heart Disease/MVP Heart Murmur Hepatitis 

High Blood Pressure HIV Illegal Drug Use 

Immune Disorder Iodine allergy Jaundice 

Kidney Disease Latex Allergy Liver Disease 

Lupus Mental Disorders Nervous Disorders 

NoEpi Pacemaker Penicillin Allergy 

Periodontal Problems Pregnant Premed 

Radiation Treatment Respiratory Problems Rheumatic Fever 

Rheumatism Sinus Problems Sleep Disorder 

Snore STD Stomach Problems 

Stress Stroke Sulfa Alergy 

Thyroid Issues TM.I/Pain,Clicking Tuberculosis 

Tumors Ulcers Vicodin Allergy 

Other or if any box is checked please explain: 



Consent for Services 

As a condition of treatment by this office, financial arrangements must be made in advance. The practice depends upon 
reimbursement from patients for the costs incurred in their care. Financial responsibility on the part of each patient must 
be determined before treatment. 

All emergency dental services, or any dental services performed must be PAID IN FULL at the time services are 
performed. We accept Cash, Check, Master Card, Visa or Discover. 

Patients with dental insurance understand that all dental services are charged directly to the patient and that he or she is 
personally responsible for payment of all dental services. This office will help prepare the patient's insurance forms or 
assist in making collections from insurance companies and will credit any collections to the patient's account. However, 
this del1tal office cannot render services on the assumption that our charges will be paid by an insurance company. 

I understand that any fee estimate for this dental care can only be extended for a period of six months from the date of 
the patient examination. 

I grant my permission to you or your assignee, to telephone me to discuss this statement or my treatment. 

I have read the above conditions of treatment and payment and agree to their content. 

Signature of patient, parent, or guardian (responsible party): 

Signature: Date: IL..... _ 

Relationship to Patient: 

L. -----.-J 

Response Date: C _ 


