Chart #:

FOR OFFICE USE ONLY

Patient Information/E & 5

Patient Name: Date:
Last, First Ml (Preferred Name)
Gender/PE51]: Age/+Elin
Social Security #/ ' —> v/t F =2 V7 ¢ —F 5 Birth Date:
Phone (Home): (Work): Ext: (Cell):
Address:
Street Apartment #

City State Zip Code

Pk EnzH: JRETFE R E-mail Address:

Health Information/fg&t 5K B&

Date of Last Dental Visit in the U.S./F (27 A U I THEHI 2B NTZDIZW-D T2
Reason for this visit/Z H &z S 7= BB 2

Have you ever had any of the following? Please check those that apply: ¥4 CiZEAbDITF = v 7 Z L TFIW,

OAIDS HIV/ =1 X O Heart Murmur O Pregnancy/#iz [ Thyroid problems
O Allergies/ 7 L /L % — DT ME S Due date/ {7 ¥ & H R
O Hepatitis/AT % O Tuberculosis/#k%:
I High Blood Pressure [ORadiation Treatment O Tumors/fE 3
O Anemia/ 2 ifi. & If TS BRI O Ulcers/#3%
OArtificial Joints [0 Kidney Disease [0 Respiratory Problems O Drug Allergy
A T.BAH S g IR i P T LLX—
Date: O Liver Disease//I Tl O Rheumatic Fever OTHER: % DA
O Asthma/"i . O Mental Disorders Va2~ T O
O Blood Disease/fiL.i# 7 K5 O Rheumatism
O Cancer/ 4 O Nervous Disorders Vay~F
O Diabetes/# R 9 REE O Sinus Problems/ & %¢
O Epilepsy/ T Ah A O Pacemaker O Stroke/ K /&
O Glaucomal/fsk N & N AA=A—

O Heart Disease/ .U\

e Have you ever had any complications following dental treatment? [ Yes O No/tEFHERE I a v ZIEIRZ K Z L7252
HYETN?  Ifyes, please explain:

e Are you now under the care of a physician? [Yes O No/HAEEF TN HNTNET N ?
If yes, please explain:

e Name of Physician: E{5 %4 Phone:
e Are you taking any medication? [Yes OONo/HIERA L TWAENRH Y 302

If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail./ZE A L7 & DIZ/B 0 12H D 1A,

Date:
Signature of patient, parent or guardian £ (fR#EH) OE4 A A

Referral Information

Whom may we thank for referring you to our practice? [Another patient, friend [CAnother patient, relative
EIRT-DFEIT T2
[0 Dental Office [ Yellow Pages [ Newspaper [School [ Work [Other




Spouse or Responsible Party Information/EEE A #HE K4

The following is for: [ the patient's spouse/fitffi# [ the person responsible for payment/A< A

ame: O Male OFemale O Married [ Single O Child [ Other

Social Security #: Birth Date:

Phone (Home): (Work): Ext: (Cell):

Address:
Street Apartment #
City State Zip Code

Employment Information/&j%5 5t

The following is for: [ the patient/f#3 [ the person responsible for payment/ (=55 2 £ 13

Employer Name/Z& 4144 Occupation/lik3:

Address:

Street City, State Zip Code Phone

Insurance Information/{x-B& & 3
Primary RN AZIZ OV TEEAL TTF&EW,

Name of Insured: Is insured a patient? [Yes [ No
REBEIMAE K4 Last First M
Insured's Birth Date: ID #: Group #:

BRBRIIAT  A4EA H

Insured's Address:

PRBMATE  {EFT Street City State Zip Code
Insured's Employer Name:
RBIMAE  #h#55%k

Address:
Street City State Zip Code
Patient's relationship to insured/#i#: [0 Self [ Spouse [ Child [ Other

Insurance Plan Name and Address{f:E<tt44:

SecondaryM DRI B MA SN THHAEDHEALTFEL,

Name of Insured: Is insured a patient? [dYes [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: [ Self [ Spouse [ Child [ Other
Insurance Plan Name and Address:

I Consent for TreatmentiGEFAEE

| hereby authorize dr. or designated staff to take x-ray ,study models,photographs, and other diagnostic aids deemed appropriate by dr. to make a thorough

Diagnosis dental needs. L > b7 r | 8, BEREEFEH L THROBKEITO 2L 2B LET,

Upon such diagnosis, | authorize dr. to perform all recommended treatment mutually agreed upon by me and to employ such assistance as required to
Provide proper care. [Efili & 5H%DIBIRT T L ICHOWTHEBRICE 729 A COEDIREEITH &2 TR LET,

| agree to the use of anestheties,sedatives and other medication as necessary. | fully understand that using anesthetic agents embodies certain risks.
SRR, SURAIR & O LB L SN OBEOMEM AT L LT,

| understand that | can ask for a complete recital of any possible complications.

R A BE 3 D BROBIER 22 K 2B R L7295 2 CIRIRT 2 Z LICRBE L9,

| agree to be responsible for payment of all services rendered on my behalf or my dependents. | understand that payment is due at the time of service,
Unless other arrangements have been made. The treatment estimate is not a guarantee. | agree to be responsible for all changes not covered by

Insurance company. PREREHEDIGRE REIIRES W @B TIIH Y ¥ A, EROBCABEL AMEICEENECK
BRIIZB S Z XD ZEICRABELET,

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

Date: Relationship to Patient:
Signature of patient, parent or guardian ¥ (Ri#EH) DOE4 A £+ foe ki
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