BOALES DENTAL CARE
Patient Information

Patient Name:

First Middte Last Preferred
Female_ Male ___ Birthdate: / / Age Marital Status: Minor Y /N
Address: Unit #
City: State: Zip:
Home Phone: { ) - Celly( ) - Work: { ) -
Employer: Address:
Emergency Contact Phone: { ) -

INSURANCE INFORMATION
Primary Insurance
Subscriber Name:

First Middle Last
Date of Birth / / SSN # - - Group #
Subscriber /Contract ID # Relaticnship to patient;
Insurance Company: Phone: ( ) -

Insurance Company Address

Assignment and Release
| certify that |, and/or my dependent(s), have insurance coverage with

{Insurance Company(ies) Name)
and assign directly to Dr.Owen . Boales ail insurance benefits, if any, otherwise payable to me for services rendered. |
authorize the use of my signature on all insurance submissions. The above-named dentist may use my health care
information and may disclose such information to the above-named Insurance Company(ies) and their agents for the
purpose of cbtaining payment for services and determining insurance benefits or the benefits payable for related services.

Insurance is a contract between a patient and the Insurance Company. As a healthcare provider, we are not part of that
agreement. Therefore, any balance, not covered by insurance is the sole responsihility of the patient. Payment is due
when treatment is rendered.

| agree to pay deductibles, estimated co-pays, co-insurance and alt non-covered procedures, at each appointment. |
understand that co-pays are only "Estimates” from my Insurance Company. | understand that | am financially responsible

for all charges whether or not paid by my insurance and If for any reason the estimated insurance amount is not paid it
becomes my obligation.

Being sensitive {o the fact that people have different needs in fulfilling their financial obligations, our office provides a
credit-based financial payment plan. With approved credit , 12 to 18 months same as cash is available or longer terms,
two or three years, at a reduced interest rate. inquire at the front desk for more details or long on to www.carecredit.com.

**Reserved appointment time in any dental office is limited and valuable. It is extremely important that all patients honor
their reserved dental appointments. Failure to do so deprives our other patients from receiving needed dental care.

If you have an email address registered with our office you will be sent an email reminder and you can confirm online.
Otherwise, our staff will call 24 hours prior to your scheduled appointment to confirm with you, We will attempt all numbers
that you have provided us, [f we have o leave a message on your machine or cell phone, it is your responsibility to call us
back to confirm your appt. The charge for a broken or no show appointment is $50 per hour cancellation fee.

Patient (Parent's) Signature Date
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- Physicians Name:

Patient Name:

Boales Dental Care
Health History

Preferred Name:

Birthday: / /

Male / Female Parent (if child):

Emergency Contact;

Phone: (
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Phone: { ) -

Please check any of the following conditions you have had or have at present.

____ AIDS/HIV _____Anemia _____Arthritis, Rheumatism
___Artificial Heart Valve ___ Avtificial Joints __Asthma

_ Back Problems ____Bleeding abnormally __ Blood Disease

___ Cancer __ Chemical Dependency _____ Chemotherapy

__ Circulatory Problems ____Congenital Heart Defects __ Cortisone Treatments
____ Cough, persistent __ Diabetes Type _____ Emphysema

___ Epilepsy __ Fainting or dizziness ___ Glaucoma
_____Headaches ___ Heart Murmur __ Heart Problems

__ Hepatitis Type Herpes _____High Blood Pressure
____Jaundice _ Jaw Pain __ Kidney Disease

_ Liver Disease __ Low Blood Pressure ___ Mitral Valve Prolaspe
____ Nervous Problems _ Pacemaker _____Psychiatric Care

__ Radiation Treatment __ Respiratory —___Rheumatic Fever
____Scarlet Fever ____Shoriness of Breath ___ Sinus Trouble

_____ Skin Rash ____ Stroke __ SBwollen Feet or Ankles
_____ Swollen Glands _____Thyroid Problems __ Toensillitis

____ Tuberculosis _____Tumors _ Ulcer

_____Venereal Disease ___ Contact lenses __ Other

Y/N Pregnant Due Date

/ / Y /N Nursing Y /N Taking Birth Control Pills

Please check any of the following Allergies you have had or have at present.

___Aspirin ___ Codeine

Other:

___lodine ___ Latex ___Penicillin ___ Sulfa

Medications:

Former Dentist

Date of Last X-rays

Date of Last Dental Exam

Reason For Today's Visit

Patient { Parent's) Signature:

Date:
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