PATIENT INFORMATION SHEET

Child’'s Name Social Security #
Residence — Street

City State Zip
Home Telephone

Date of Birth / / Age

Name of Referring Doctor
Parent’s or Guardian’s Names
Responsible Party’s Address

City State Zip

Father’s Social Security # Birthdate / /
Father Employed By

Employer Address

City State Zip

Business Telephone
Father’s Dental Insurance Co.
Father’s Medical Insurance Co.

Mother’s Social Security # Birthdate / /
Mother Employed By

Employer Address

City State Zip

Business Telephone
Mother’s Dental Insurance Co.
Mother’s Medical Insurance Co.

Charges and Payments Explanation
All professional services rendered are charged to the patient. Necessary forms will be completed to expedite
insurance carrier payments. The patient is responsible for all fees regardless of the insurance coverage. Should my
insurance not cover all my fees, I will remain responsible for the remaining balance and agree to pay in full 90 days
from service date. If no insurance coverage, it is customary to pay for services when rendered unless other
arrangements have been made in advance.

Authorization To Pay Physician
I hereby authorize payment directly to the undersigned physician of the surgical and/or medical benefits. I
understand that I am financially responsible for the charges not covered by this authorization.

Authorization To Release Information
I hereby authorize the undersigned physician to release any information acquired in the course of my examination
or treatment to my insurance company.

Patient’s Signature Date

Parent’s or Guardian’sSignature Date
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MEDICAL HISTORY

NAME DATE

The answers to these questions are very important to us and your treatment. Please make
every effort to be as accurate as possible.

Comments
1. Why did you come to our office?

2. If you are here for the treatment of an injury, when did the injury
occur?

3. Do you have any past or present medical problems? [No M—Yes
If yes, please list.

4. Have you had any surgery in the past? ONo Yes
If yes, please list.
5. Are you under the care of a physician? CONo OYes

6. Are you presently taking any medications, or herbal ONo OYes

medications? If yes, please list.

7. Have you ever received radiation therapy? ONo CYes
8. Have you ever taken or received steroids? CONo OYes
9. Have you taken aspirin or any other pain medicine in

the last 10 days? ONo Yes
10.Do you have a history of any bleeding problems? ONo OYes
11.Are there any diseases that run in your family? ONo CYes

If yes, please list.

12.Have you ever been told that you have a heart murmur?CNo COYes

13. Have you ever been diagnosed with rheumatic heart

disease or Rheumatic Fever? ONo OYes
14.Are you or could you be pregnant? ONo CYes
15.Have you been exposed to any communicable diseases

such as hepatitis, AIDS or tuberculosis? CONo OYes
16.Are you allergic to any medications? ONo OYes

If yes, please list.
17.Do you smoke? CONo OYes
18.Do you now or have you used illegal drugs? CONo Yes
19.Do you wear contact lenses? ONo OYes

20. Do you ever experience any of the following symptoms?
Please check

chest pain

shortness of breath

swelling of the ankles or feet

fainting spells or convulsions

excessive thirst and/or frequent urination

frequent headaches

visual problems

agooooon

I certify that this information is complete and correct to the best of my knowledge. I understand that
antibiotics may interfere with the effectiveness of birth control pills.

X

(Signature) (Date)
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