Male Married



Personal Physician: City:

Date of last Physical exam:

YOUR MEDICAL HISTORY
Are you in good health? Y€S Are you currently under medical treatment?
For what?

Are you taking any medications, What?

Are you currently taking any form of aspirin?

Are you taking herbal products, What?

Hospitalized or Surgery in the last two years? For What?

HAVE YOU HAD THE FOLLOWING? (/ if YES) (/ if YES)

AIDS cvivvisivainmananis _ Herpes . . ...::icannmauwnssoq
Reviewed by: Arthritis /Rheumatism . . ... ... _ High Blood Pressure . ..........
Artificial prostheses? Hip, Knee, . HIV Positive . ...............
Heart Valve, etc. .......... - Kidney Problems .............
Asthma ................. — Oral Birth Control? . . . ... ......
Bleeding Problems . ......... _ Osteoporosis . ...............
Updated: CHOCET « c s wnnuonsvumweasss - Phen-Fenuse? ...............
Diabetes . .. .............. _ Pregnant (currently?) . ... .......
Emphysema . :.ouuwswssss _ Rheumatic Fever .............
Glaucoma . ............... _ Sexually Transmitted Diseases . . . . .
Heart Problems? Heart Attack, Stroke, Siousifis -5 ovsvvivsnmsrwnsnna
Damaged Valves, Pace Maker . . . . . . — Thyroid Problems . . ...........
Hepatitis-ABorC ......... - Tuberculosis . ...............
Do you smoke or use tobacco? .. _ Uloers +..ccoisissassassnsaa

Other Diseases? What?

ARE YOU ALLERGIC TO OR HAVE DIFFICULTY TAKING THE FOLLOWING?

Aspirin . ................ _ Other Antibiotics? What?
COAETNG & v cumsvinsasmuEas _
Local Anesthetic (Novocaine) ... _ Other Medications not listed?

Penicillinn . ..cocveuinuanes

Is there any medical condition which we need to know about which may influence
our treatment?

YOUR DENTAL HISTORY

Date of last Dental exam:

Have you noticed? (v if YES)
Teethtendertochewon .............. . ... ...t
Blepding BUMS « v o s s s cssnonmosasis s an s s ansRus NS awi (R84 85 S
Bad Breath . ... ..... ... .. . it
Spaces developing betweenteeth ... ............... ... .. .......
Sensitivity to heat, cold, orsweets . . ... ... ... ... ... ...
Any soreareasinyourmouth . .......... ... ... ... ... ...,
Pain in Or near yoUr €ars . . .. ... ... ..o i i v vmi v oo,

Have you ever been treated for?
GumDisease . . ... .. ... e
Orthodontics (Braces) . ... .. v v ittt ittt et et e e e e
BODIOBIR : s s s 55 sauin: sonn s s o Bpp o sl % AR MR K E NS BN BU S £ o0 HNS

Have you received instructions in the care of your teeth and gums? .............

Do you have any concerns about dental treatment that will help us make it a

more comfortable experience?




- o

OFFICE FINANCIAL POLICIES AND FEDERAL TRUTH-IN-LENDING STATEMENT

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

All emergency dental services, or any dental services performed without previous financial arrangements, must
be paid for in cash at the time services are rendered.

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

A service charge of 1.5% per month (18% per annum) on the unpaid balance will be assessed on all accounts
exceeding sixty days from the date of service unless previously written financial arrangements are satisfied. I
understand that the fee estimate given for this dental care can only be extended for a period of six months from
the date of the patient examination.

In consideration for the professional services rendered to me, or at my request for my minor child or ward by
the dentist, I agree to pay, therefore, the reasonable value of said services to said dentist or his assignee at the
time said services are rendered, (as arranged at consultation), or within five (5) days of billing if credit shall be
extended. I further agree that the reasonable value of said services shall be as billed unless objected to be me, in
writing, within the time for payment thereof. I further agree that a waiver of any breach of any time or condition
hereunder shall not constitute a waiver of any further term or condition, and I further agree to pay all costs and
reasonable attorney fees if a suit is instituted hereunder to collect monies owed by me. I authorize the release of
financially identifiable information concerning my account, including charges billed, payments made, and
interest charges assessed, etc. to the dentist’s collection agency or collection attorney should collection
procedures as described become necessary.

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

This agreement supersedes all prior agreements signed, including any and all mediation or mediation/arbitration
agreements. I acknowledge that any prior mediation or mediation/arbitration agreements signed previously
related to financial arrangements or quality of care are null an void.

I authorize the dentist or his designees to release financially identifiable information and treatment descriptions
and information, either electronically, by facsimile or paper form to my insurance carrier or any related entities
that require such information to be submitted.

I certify that I have answered all questions on both sides of this form accurately and to the best of my
knowledge. I hereby agree to abide by the conditions outlined herein.

Signature of Patient, parent or guardian Date Relationship to Patient



CONSENT FOR DIAGNOSIS

I, consent to and authorize Dr. George M Bailey to
perform diagnostic procedures that will determine current status and will be used to determine future
treatment. ’

Patient Signature Date Witness
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