(PLEASE PRINT)

@ Dental Insurance

Patient information

Dale Wha is responsible for this account?
SS/HIC/Patient 10 # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Miadle Indial is patient coverad by additional insurance? [JYes [INo
Addrass
Subscriber's Name
E-mail
Birthdate 554
City
Relationship to Patient
State Zip
Ingurance Co.
Sex [IM [IF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[ Married [ Widowed J Single I Minor | certify that i, andfor my depewmdent(s), hawe insurance covarage with

[J Separaied {1 Divorced [ Partnered for yoars and assign directly to

Name of Insurance Companyias)

Patient Employer/School

Dr. all insuzance banefas, #
Occupation any, otharwise payatds 10 me kr seraces randsrad. | undarstand that @ am
financially responsible for sl charges whather o not paid by insurance. ! authorize

Employer/Schoot Address the use of my signaturs on all insurance submissions

The abave-named dentigt may use my health care information and may disclose
such information o the above-ramed Insurance Company{ies) and their agents for

the purpose of obtaining payment for services and detarmining insurance benetits
) o tha benelils payable for related services. This consant whl end when my cucrent
Irsaiment pian is completed of one year from (he date signed beiow.

Employer/Schoot Phone {

Spouse's Mame

Birihdate
S5

Swgnature of Patient, Parent, Guardian or Personal Representalive

R Piease pint hame of Patient, Patent, Guardian or Personal Reprasanisiive
Spouse’s Employer

Whom may we thank for referring you? - opae Relationship 1o Panent
o T T —
Home ( Woark ( Cell Phone (
SpousesWork (. ..} . __ Besltma and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specily scmeone who does not fve in your household.)
Name e B _ Relationship
i Home Phona { ) Work Phone ( )

Burning sensation on longue Yes [[JNo Mouth breathing [OYes [JNo
. Chew on one side of mouth [OYes [ONo Mouth pain, brushing Civas I No
) ' Cigaretie, pipe, or cigar smoking [[]Yes [ No  Orthodontic treatment [JYes [1No
| Former Denlist Clicking of popping jaw [J¥es [JNo Pain around ear [Oves {INo
i CawStats Dry mouth ]Yes [JNo Periodontal treatment [OYes [JNo
; Date of last dantal visit Fingernail b-i:mg Oyes do Sensft!v!ty to cold MCYes [JNo
i Food collection betwean the teeth [ Yes [1No  Sensilivity to heal {JYes [JNo
| Dateoflastoental Xtays _~ Foreign aobjects [GYes [JNo Sensitivity to sweels Cves T No
; Place & mark on “yes” or “no” to indicate il you  Grinding teeth [JYes [(INo Sensitivity when biting (OYes [lNo
| have had any of the following: Gums swollen or tender [(JVes [JNo Soresor growths in your mouth [1Yes [Ne
‘ Bad brealh OlYes [JNo  Jaw pain or tiredness CYes [INO o obien do you floss?
Bleeding gums J¥Yes [JNo Lip or cheek biting [lYes [1No
! Blisters on lips of mouth [MYes [No Loose teeth or broken fillings TjYes [INo How often do you brush?

Dental Registration and History
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€ Heatthbistory
Physician's Name Date of last visil

Have you ever taken any of the group of drugs coliectively referred to as “fen-phen?” These inciude combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin {fenfluramine} and Redux (dexferfiuramine). []Yes [ MNo

Place a mark on “yes" or "no” 1o indicate if you have had any of the following:

ADSHIV [OYes [JNo  Epitepsy OvYes [ONo  Respiralory Disease Clves JNo
Anemia (OYes ONo  Fainting or dizziness [Jves [ONe  Rheumalic Fever Cdvas [JNo
Arthritis, Rheymatism 3Yes [JNo  Glaucoma [¥es [JNo  Scariet Fever [OYes [No
Artificial Hearl Valves {JYes [INo  Headaches [(TYes TINo  Shortness of Breath (IYes ONo
Artificial Joints iJYes [[INo  Heart Murmur [OYes [JNo  Sinus Trouble [dYes [ No
Asthrna MYes [1No Heart Problems [OYes [INo Skin Rash IYes [ No
Back Problams [Yes [ No HepatitisType [NYes [JNo  Special Diet [JYes {JNo
Bieeding abnormally, with Herpes {Yes [INo  Stroke [OYes [ Ne
extractions or surgery {0¥es [ONe  High Blood Prassura flY¥es (OJNo  Swollen Fest or Ankies DYes [ No
Biood Disease [OYes [JNo  Jaundice [O¥es {TINe  Swolien Neck Glands [OYes TINo
Cancer (JYes [[1No  Jaw Pain [Yes [JNo  Thyroid Problems [OYas [ 1No
Chemical Dependency (lves [JNo  Kidney Disease [dYes O No  Tonsiltitis [GYss {INo
Chemaotherapy dYes {JNo  Liver Disease Jves [ONe  Tubercuiosis [OYes JNo
Circulatory Problams {iYes [ JNo  Low Blood Pressure TlYes [ONo  Tumor or growth on head
Cangenilal Heart Lesions Cives [JNe  Mitral Valve Prolapse [JYes ONo  orneck LlYes [INo
Cortisone Treatmants {(dYes [JNeo  Nervous Problems [Yes [ No  |Uicer {Yes INo
Cough, persistent or bloody [3Yes [JNo  Pacemaker OYes {INo  Venersal Disease {JYes [JNo
Diabates [QYes [INe  Psychialrc Care ClYes [JNo  Weight Loss, unexplained OlYes [INo
Emphysema [IYes [JiNa  Radiation Treatment {dYes ] Na

Do you wear conact lenses? [ Yes [ IiNo

Women:

Are you pregnant? [ Yes [ No Due date Areyou nursing? [T Yes [INo
Taking birth control pills? (] Yes 7] No

Medications €1 Allergies
List any medications you are currently taking and the correlating [[] Aspirin {71 Local Anasthetic
Hagnoss:
{] Barbiturates (Sleeping pifls) "] Panicillin
{] Codeine [J Suita
Pharmacy Name O loding £1 Otner
Phore{ ) i [ Latex

Updates UTo be Tilled sl fulare appomidnents)

Has there been ary change in your heaith since your last dental appointment? [1Yes [ JNo

For what conditions?

ATE yOu taking any néw medications?_ o if 50, what?
Patient's Signature Date
Doctors Signature . . Date

A e R R N R L L R L L L T L L T T A

Has there been any change in your health since your last dental appomntment? [ Yes [ No

For what conditions?

Are you laking any new medications? It 50, what?
Patiant's Signature i . Date
Doctor's Signature Date




Dougherty Dental Solutions, LL.C
Laura A. Dougherty, D.D.S.

2505 Silverside Rd
Wilmington, Delaware 19810
Telephone (302) 475-3270 Fax (302) 475-3259%

CONSENT FOR TREATMENT

. I hereby authorize the doctor or designated staff to take x-rays, study models,
photographs, and other diagnostic aids deemed appropriate by the doctor to make a
thorough diagnosis of (name of patient) ’s dental needs.

. Upon such diagnosis, I authorize the doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide proper
care.

. 1 agree to the use of anesthetics, sedatives, and other medication as necessary. I fully
understand that using anesthetic agents embodies certain risks. T understand that I can ask
for a complete recital of any possible complications.

. 1 give consent to the doctor’s or designated staff’s use and disclosure of any oral, written,
or electronic health records that are individually identifiable as mine for the purpose of
carrying out my treatment, payment, and health operations. I understand that only the
minimum amount of information necessary to provide quality care will be used or
disclosed and that a notice fully outlining the protection of my personal health
information is available.

. T agree to be responsible for payment of all services rendered on my behalf or my
dependents. I understand that payment is due at time of service unless other arrangements
have been made. In the event payments are not received by agreed upon dates, I
understand that a 1.5% late charge (18% APR) may be added to my account. If required,
I also understand a check of my credit history may be made.

Cell phone:[ ] 1 consent to the dental practice using my cell phone number to (choose one
or both) [ ] eall or[] text regarding appointments and to call regarding treatment,
insurance, and my account. [ understand that I can withdraw my consent at any time. My
cell phone number is (including area code):

Patient’s Signature Date:

Parent’s Signature Date:
(if patient is minor)

,,,,,,,,,




