PATIENT INFORMATION

Patient Name: ___ ' , Date:
Last First (Preferred Name)
Social Security # ___ Birth Date:
E-Mail: : Gender: Family Status:
Phone (Home):____ (Work): Ext. (Cell):
Address: 4
' Street Apt#
City State ; Zip
Name of Person or Office referring you to our practice:
Date of Last Dental Visit: : Reason for Today’s Visit: L
HEALTH INFORMATION Please check those that apply:
O Anemia : [ Fainting O Lung Ailments, O Tumors
0O Arthritis [ Head Injuries Respiratory Problems 0O Ulcers
O Artificial Joints O Heart Disease O Nervous Disorders O Venereal Disease
O Asthma A O Heart Murmur O Osteoporosis OTHER:
[ Blood Disease O Herpes , , O Pacemaker O
B Cancer O High Blood Pressur [ Pregnant/date O
1 Depression , O HIV due , a
O Diabetes 0 Kidney Disease O Rheumatic Fever O
O Epilepsy O Liver Disease, O Sinus Problems O
O Epinephrine Hepatitis, Jaundice, 0 Stomach Problems O
Sensitivity Cirrhosis O Stroke O
O Excessive Bleeding O Tobacco Use

ALLERGIES TO DRUGS? Please List:

e Have you ever had any complications following dental treatment? [ Yes O No
If yes, please explain:
o Have you ever had any injury to your face or jaws? [ Yes O No
» Have you been admitted to a hospital or needed emergency care during the past five years? [0 Yes O No
If yes, please explain: :
» When was the last time you were examined by a physician?
¢ Name of Physician: Phone:
« Do you have any health problems that need further clarification? DO Yes O No :
If yes, please explain:
o WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?

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

Health History Change Signature of patient, parent or guardian Date
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FINANCIAL POLICY

Due to the large number of insurance plans, we CANNOT be responsible for exactly
quoting your particular coverage. We will submit your claims and try to obtain the
maximum benefit allowed. However, it is important that you be aware of your own
policy benefits, maximum and limitations.

Our office accepts cash, check, Visa, and Mastercard. We also offer dental financing
that can be obtained thru Care Credit, a dental financing company

Thank you for your understanding in this matter.

Signature Date




[, (print) , give Mark Vanderkaay
DDS, Nathan Martzke DDS and or dental hygienist, my consent for treatment for

myself and or my dependants. I understand by signing this form, information may
be used and disclosed for TPO (treatment, payment and heathcare operation) only.
Also, if I consent and undertake this treatment, I accept responsibility for payment

Signed Date

[ authorize the above named dentist to submit all insurance forms for myself and/or
family members to my insurance company, utilizing the signature on file below. I
hereby authorize payment directly to the dentist unless otherwise payable to me.

Signed Date

Paitents have the right to : Review Practice Privacy Notice, requests restrictions and revoke consent.



No Show Policy

Due to the high demand for appointments in our office, we have enacted
a NO SHOW POLICY.

1. There will be NO charge for the first cancellation or no show
within 24 hours of the appointment.

2. There may be a $50.00 charge for the 2n and no show within 24
hours of appointment.

Our office staff attempts to contact all patients 2 days prior to their
appointment and this can be done by phone, text or email. Your choice.

Unfortunately, missed or failed appointments contribute to inefficient
scheduling, lost time and increased fees. Please understand this policy
is meant to keep our practice running efficiently and keep your
treatment as affordable as possible at a high level of quality.

If you have any questions, please feel free to ask.

Sincerely yours,

Dr Mark Vanderkaay and Dr Nathan Martzke and staff

Please initial here
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