ROSS DENTAL GROUP
Edward W. Hesse, D.D.S. General Dentistry

Patient Name Date
(First) (Last) (MI)
"I Male [ Female "I Married [ Single Other
Social Security # Birth Date:
Home Phone # Cell # Work # Ext. #
Address: Apt. #
City State Zip Code
Emergency Contact # E-mail address
Employment Information
Employer’s Name Address
Employer’s Phone #
HEALTH INFORMATION

Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O AIDS O Excessive Bleeding O Liver Disease O Stroke
O Allergies O Fainting O Mental Disorders O Tuberculosis

O Glaucoma O Nervous Disorders O Tumors
O Anemia O Hay Fever O Pacemaker O ulcers
O Arthritis O Head Injuries O Pregnancy O Venereal Disease
O Artificial Joints O Heart Disease Due Date O Codeine Allergy
O Asthma O Heart Murmur O Radiation Treatment O Penicillin Allergy
O Blood Disease O Hepatitis O Respiratory Problems DO YOU HAVE ANY
O cancer O High Blood Pressure O Rheumatic Fever O Metal Pins, Screws,
O Diabetes O Jaundice O Rheumatism Plates, Implants,
O Dizziness O Kidney Disease O Sinus Problems Joint placement?
O Epilepsy O Stomach Problems DATE

Please List CURRENT MEDICATIONS

¢ Have you ever had any complications following dental treatment? [ Yes O No
If yes, please explain:

e Have you been admitted to a hospital or needed emergency care during the past two years? O Yes No O

If yes, please explain:

¢ Name of Physician: Phone:

Whom may we “Thank” for your referral to our practice?




Responsible Party Information (If different from patient info.)

Name Social Security # Birth Date

OHusband 0O Wife O Mother O Father 0O Legal Guardian O Other

Address Apt. # City

State Zip Code Phone #

Employer's Name Work # Ext. #
Employer’s Address City

State: Zip Code:

=~
Primary Dental Insurance Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name Address City
State Zip Code Group Name Group #
Subsciber ID # or Social Security #

Name of Subscriber Subscriber’s Birth Date
Subscriber’'s Home Address Apt. #
City State Zip Code Phone #

Subscriber’'s Employer Name Phone #

Secondary Dental Insurance Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name Address City

Subscriber ID # for Social Securtiy #

Name of Subscriber Subscriber’s Birth Date:
Subscriber's Home Address Apt. #
City State Zip Code Phone #
Subscriber’'s Employer Name Phone #

HIPAA Notice of HIPAA Privacy Practices is clearly posted in our waiting room as prescribed by law. Signature on this
form is your acknowledgment of receipt that our office strictly adheres to the federal law as outlined on HIPAA Privacy
Form Consent for Services: As a condition of your treatment by this office, payment is due at the time service is rendered.
Patients with dental insurance are required to pay their estimated portion. Patients who carry dental insurance understand
that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of
all dental services. Our office as a courtesy will file claims with the dental insurance company. However, our office cannot
render services on the assumption that our charges will be paid by the insurance company. I grant my permission to you or
your assignee, to telephone me at home or at my work to discuss matters related to this form.

Cancellation Policy: Our office requires that a 48 hour notice be given for cancellation of an appointment to avoid a
broken appointment charge. A fee will be accessed for late cancellation and broken appointments.To the best of my
knowledge, all of the preceding answers and information provided are true and correct. The doctors will be
informed, without fail, of any changes in my health. I have read the above conditions of treatment and payment and
agree to their content.

X Date:
Signature of Patient, Parent and/ or Legal Guardian




	                             (First)                            (Last)                                            (MI)  
	Please List CURRENT MEDICATIONS_____________________________________________


