Patient Information
Patient Name: _________________________________________________________  Date:
_________________

                                  Last                                                         First                                               MI
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__________________

Social Security #: ________________________________  Birth Date:
___________________________________

Phone (Home): ________________ (Work): ________________ Ext:_________  (Cell.) ____________________

Address:
___________________________________________________________________________________

                            Street                                                                                                 Apartment #                                    


_____________________________________________ email: _________________________________

                            City                                State                        Zip Code                                                                        

Person to contact in case of emergency:______________________ Phone: ____________ Relationship:________

Employer____________________________________Occupation_______________________________________

                       Name                                                                            

Whom may we thank for referring you to our practice?    _______________________________________________

Health Information
Date of Last Dental Visit: __________________ Reason for this visit:
___________________________________

Have you ever had any of the following?  Please check those that apply:
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	                  __________
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	   Due date:_________
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Please list any medications you take?_________________________________________________________________________________________

______________________________________________________________________________________________

( Have you ever had any complications following dental treatment?    [image: image51.wmf] Yes  [image: image52.wmf] No

     If yes, please explain:
_______________________________________________________________________

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image53.wmf] Yes  [image: image54.wmf] No

     If yes, please explain:
______________________________________________________________________

( Are you now under the care of a physician?    [image: image55.wmf] Yes  [image: image56.wmf] No

     If yes, please explain:
______________________________________________________________________

( Name of Physician: _______________________________________________  Phone:
___________________

( Do you have any health problems that need further clarification?    [image: image57.wmf] Yes  [image: image58.wmf] No

     If yes, please explain:
______________________________________________________________________

Please complete and sign the back side of this form

Responsible Party If Other Than Patient
Name: 
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Social Security #: ________________________________  Birth Date: 


Phone (Home): ________________ (Work): ________________ Ext:________   (Cell.) 


Address: 



                                  Street                                                                                                                                                                                                         Apartment #


________________________    _____         __________  ___________________________________

                                  City                                                                           State                                Zip Code                                          email
Insurance Information
Primary

Insurance Plan Name and Address: 


Name of Insured: _______________________________________________  Is insured a patient?  [image: image65.wmf] Yes   [image: image66.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:


Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image67.wmf] Self   [image: image68.wmf] Spouse   [image: image69.wmf] Child   [image: image70.wmf] Other___________________

Secondary
Insurance Plan Name and Address: 


Name of Insured: _______________________________________________  Is insured a patient?  [image: image71.wmf] Yes   [image: image72.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:


Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image73.wmf] Self   [image: image74.wmf] Spouse   [image: image75.wmf] Child   [image: image76.wmf] Other___________________

Consent for Services
I hereby authorize and hold harmless Dr. John James Dugan, Dr. Robert H. Kelly, Dr. Gregory A.K. Hoke , Island Dental and staff as they provide me with my dental care needs.  I authorize Dr. Dugan, Dr. Kelly Dr. Hoke, Dr. Humble and staff (hereafter providers) to provide and all procedures they consider necessary to improve my dental health.

I also acknowledge that with any form of anesthesia and surgery in dental care there are risks of infection, complications, including anesthesia or paresthesia  (numbness) permanent or temporary in nature to any physical part of my body, complications which in their most severe scenario can include permanent loss of memory, health complications including aneurysms, clotting or even death.

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

I understand a 2 business day cancellation notice is required or I will charged $50 for any missed appointment.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.   I have read and acknowledge receipt of notice of privacy practices.

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

______________________________________________________________________   Date: ____________   Relationship to Patient: 
__________
Signature of patient, parent or guardian

and of guarantor of payment/responsible party

