PATIENT HEALTH RECORD A and A Dental
{Please Print)

Alan P. Gross DDS
DATE REFERRED BY
NAME AGE ___.  BIFTHDATE BEX M F
MARITAL STATUS 5.5# HOME PHONE CELL PHONE
HOME ADDRESS CITYITOWN ZIP_____ EMAILL
PLACE OF EMPLOYMENT ADDRESS PHOME
WHO WiILL BE RESPONSIBLE FOR THIS ACCOUNT? —___ SELF — SPOUSE FARENT
RESPONSIBLE PARTY NAME
DO YOU HAVE DENTAL INSURANCE ____ YES NO COMPANY _
T SPOUSE: NAME ' __ BIFTH DATE. 85

FLACE OF EMBLOYMENT - ADDRESS

DOEE 8FOUSE HAVE DENTALINE. . _YES ____NO COMPANY
PHYSICIAN PHONE

TR ALLREAA

ﬁ.

SIGNATURE AUTHORIZATION

By signing thie saction bslow, | am giving e office of A and A Dental permission fo slamp *Signaturs Autharization” on any unsigned dental insurance
clalm forms. This will expediate qur filing and processing these forns on your bahalf.

lnmnwmdmiMMmrﬂmm-mnmmmiaHdwmﬂmm refating to thie cimim.

SIGNED (patant, or pRoi IF minor) DATE
{ haraby authorize payment diractly 1o tha balow namad dant/st of the group Inaurance barefils otherwlee payabie to me.

ZIENED finswned pamon) DATE

CHECK (O} EITHER "YES" OR *"NO"
{lor agaistance in complating form, pisase ask)

YES NO
1. Are YOU PraBartly I mBH T . . oo i iiii i i s vaeeimamm s i bt e vaeraaas B A A A T g SR s O =
4. Are you under madical treatment PRI s v s B A T R R B o o e it St B B ] |
3. A:uwuhkmnanymudlcutlnnnm o O
what? for what purpose?
4. Are you allergic to penlclllin or have had an advarse rEBEOTES 40 MY DUNBT BTUTT - 10ttt e ir s et & a
which drug?
8. Have you ever besn hospltailzed?.. ......... A g e R o L et e e R e g e g e e S - | O
for what?
B. Have you sver been traated for N YES ND
YEE MNO . iy o
I =tapatifis, Jaundios ..............
HORH GI80838 ... T o o s o A D e g~
MVPMUIIILE coocrristmm s comeemenas a O Vanenaal dissase ... e A M a
Rhaunetio faver ... b ] £7 GEBLICOMA v\ e o er v errms s s mnan PR = | m |
High blood preseurs ............c.ommimo. w O = Tumors ar growtha ........... A e o Ohy O
Uicers.......... AN i i e AR e I . ] BTl e e e e s e Pt o O
DIABALAE ... S e m] ] Asthod of EMphy@eme ... ... wopinans [ 0
EPIPEY 11unis1itueremmenmseenss momssemasensssns s m] m] BinUs OUDIE on criom i it e ssmsensseseremes O O
Mantal probema or nervous HIV POBHEVIVAIDS ....covumesio s e rrrsmarscesess O o
=] e =T - T T A m| | Viere you evar moid you couldnt donate blood? o
Kionay 1roUBS ... . ;s s S = | 0 Other = 0
7. Do you often nave spella of dizziness or fainting?. ... .o oveennn. r i m e e A A R N R AT e s )
8. Does anyonaln your family have digbetes? ... .. ... oee e BT 1 AR AL B B R, BN o g O O
who?
B, WV OMBN) A YOU PrarBI T . .. ee e tte s vieeenee e ae e s o tr e s SRR R S S e e . |
10. Have you aver had sevare bleading after axtraction of teeth? ........ T G e P 0
11. Dn:mu:mnku.mnwmmnn,nrhmmnururuimm.......................‘,.. ......... R R R R A AP 7 O
12. Are you in good health at this tima?. ..... N e R R e e O 0O

| consent to troatment as necessary or desirable. | also acknowledge full responslbility for payment for such treatment,
"l undarsiand that unpaid balances are sublect to a monthly charga of 1.5% In addition 1o lats faes.

Slgned

patient, parent or guardlan {(must be 18 years or alden



