Patient Information

Name:

DOB:

Parent or Guardian:

Phone Number:

Email:

Address:

Are you OK receiving texts messages? Yes/No

City: State: Zip:

Emergency Contact:

Relationship:

Who can we thank for referring you?

Phone Number:

Insurance Information

Policy Holder’s Name:

Policy Holder’s DOB:
Policy Holder’s SSN:
Policy Holder’s Address:

Policy Holder’s Phone Number:

Policy Holder’s Employer (If benefits are through an

employer):

Dental Insurance Company:

ID Number:

Group Number:

Phone Number on the back of your insurance

card:

Address on the back of your insurance card:

Secondary Insurance Information (if applicable)

Policy Holder’s Name:

Policy Holder’s DOB:
Policy Holder’s SSN:
Policy Holder’s Address:

Policy Holder’s Phone Number:

Policy Holder’s Employer (If benefits are through an

employer):

Dental Insurance Company:

ID Number:

Group Number:

Phone Number on the back of your insurance

card:

Address on the back of your insurance card:




Health History

Name:

Date:

Are you currently under the care of a physician? Yes/No

Physician:

Office Phone:

Date of Last exam:

Have you ever been hospitalized for any serious illness within the last 5 years? Yes/No

If yes, please explain.

Are you taking any medication(s) including non-prescription medication? Yes/No

If yes, what are you taking?

Have you ever taken Fen-Phen/Redux? Yes/No
Have you ever taken Fosamax, Boniva, Actonel or any
cancer medications containing bisphosphonates?

Yes/No
Have you ever taken Viagra, Revatio, Cialis, or Levitra in
the last 24 hours? Yes/No
Do you use tobacco? Yes/No
Do you use controlled substances? Yes/No
Are you wearing contact lenses? Yes/No

Are you allergic to or have any reactions to the following?

Local Anesthetics

Penicillin or any other Antibiotics
Sulfa Drugs

Barbiturates

Sedatives
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Do you have a persistent cough or throat clearing not
associated with any known illness lasting more than 3
weeks? Yes/No
Women only:

Are you pregnant or

think you may be pregnant? Yes/No
Are you nursing? Yes/No
Are you taking oral contraceptives? Yes/No

lodine
Aspirin
Any Metals (nickel, etc.)
Latex Rubber

Other
(Please List)
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Please continue on back



Do you have or have had any of the following?

High blood pressure
Heart Attack
Rheumatic Fever
Swollen Ankles
Fainting/Seizures
Asthma

Low Blood Pressure
Epilepsy/Convulsions
Leukemia

Diabetes

Kidney Diseases
AIDS or HIV Infection
Thyroid Problem
Anxiety

Depression

Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have
been accurately answered. | understand that providing false information can be dangerous to my health. | authorize the
dentist to release any information including the diagnosis and the records of any treatment or examination rendered to
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Alzheimer’'s/Dementia
Autism

Psychiatric Conditions
Heart Disease
Cardiac Pacemaker
Heart Murmur

Angina

Frequently Tired
Anemia

Emphysema

Cancer

Arthritis
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Joint Replacement or Implant [_]

Hepatitis/Jaundice
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Sexually Transmitted Disease [_|
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Stomach Troubles/Ulcers

Chest Pains

Easily Winded
Stroke

Hay Fever/Allergies
Tuberculosis
Radiation Therapy
Glaucoma

Recent Weight Loss
Liver Disease

Heart Trouble
Respiratory Problems
Mitral Valve Prolapse
Other

myself or my child during the period of such dental care to third party payors and/or health practitioners.
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Signature of Patient (or parent/guardian if minor)

Date
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PHiLip A. Batson, D.D.S. & ELizasetH Asg, D.D.S.

\ 2516 Forum BLvp. STE. 200
CoLumsia, MO 65203

P: 573-875-7071 F: 573-875-7072

REeEcorDs RELEASE FORM

PATIENT NAME: DATE oF BIRTH:

|, , HEREBY AUTHORIZE THE DOCTORS AND STAFF OF

PATIENT'S NAME (PARENT/LEGAL GUARDIAN)

CoLumBIA HEALTHY SMILES TO RELEASE RECORDS CONCERNING MY DENTAL HEALTH. | UNDERSTAND
THE SPECIFIC TYPE OF INFORMATION DISCLOSED MAY INCLUDE A DETAILED REPORT OF EXAMINATIONS,
TREATMENT PROVIDED, X-RAYS AND OTHER RECORDS THAT PERTAIN TO MY DENTAL INFORMATION.

PLEASE SELECT ONE:

1. RECORDS GIVEN DIRECTLY TO ME (OR PARENT/GUARDIAN, IF PATIENT IS A MINOR)

2. RECORDS TO BE SENT TO ANOTHER DENTAL OFFICE (COMPLETE BELOW)

NAME oF DeNTAL PRACTICE/DENTIST:

EmAIL ADDRESS:

THIS AUTHORIZATION IS EFFECTIVE UNTIL | CANCEL THIS CONSENT. | UNDERSTAND THAT THE INFORMATION OBTAINED AS A
RESULT OF THIS CONSENT MAY BE USED AFTER THE CANCELLATION DATE.

SIGNED: DATE:

PATIENT (PARENT/LEGAL GUARDIAN IF MINOR)
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