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Address:

Email

_City_ _ Zip.

Social Security #

Mark with an X

Anesthetics
ryes, please explain:

with an X

1,es, explain

with an X

with an X

l\lzheimers / Dementia

Herbal Supplements

Over the counter

Rheumatic Fever

HIV/ AIDS
Blood Di:sorder/ Disease

Mitral Valv,e Prolapse

Acid Reflux

Diabetes : Tvoe I or ll
Stornach / lntestinal Disease

aint ng / Di;lzy Spells / Vert

Headaches / Migraines Bruise Easily Thyroid Disease Type:

-l Do Merrk with

Chest Pain Cancer: Type: Sinus lssues/ Surgery

Songenital Heart Disease Radiation Treatments STD
Heart Attack Chemotherapy Glaucoma

Heart Pacemaker Tumc rs

Li,ver Disease r\rthritis Cold Sores / Fever
Blisters

Artificial Heart Valve l(idnev Disease PTSD
Heart [t/urmur Ulcers Enrphysema Eatinq Disorder

Cardiac/ Organ
Transrolant

Hepatitis:

I\IBIC
Blood Transfusion Autism

Hiqh Blood Pressure Asthnra ADHD
Stroke Autoirnmune, diseerse Depression

Joint Replacement Tuberculosis Epilepsy / Seizures Anxiety
Hearinq lmpaired

Chronic Couqh Cortisone Mr:dication

Other:
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DEN']TAL INSU RANCIE IN FORMATION

SECONDARY

EMPLOYER

SUI}SCRIBER:
Su bscriber Birthdate:
rDlss;N

Su brscriber Birthdate:
rDl:ssN

Company: Cornpany:

Can CgllatiOn POliCVi we require at leirst ,l4 hours notice to cancel an appointment olyou will incur a S50 late notice
fee. The fee will also apply to missed appointments. lNlTtAL:

PHOTO RELEASE:l the undersrgned do hereby authorize and
consent to the use of photographs/x-rays of me taken by [Sr:heier & price I:amily Dentistry]. I do consent
to thtl use of my photographs or irnage:; for marketing; materials including ,website, social media and
patient education for (Scheier & price Family Dentistry) only.

Patient's Name:

Patient or Guardian Signature: Date:

HlPl\A: I have reviewed or received a copy of this of,fice,s t\otice of Privacy Practices.
Print Name: Darte:
SIG NI\TU R E ( Pa rent/G ua rd ia n signiatu re for nr inor):

lf this Acknowledgement is signed by a personal representative on behalf cf the patient, complete the
folloraring:

Relationship to Patient

I give permission for scheier Farnily Dentistry to discuss treatment,
Pre-authorization and account with:
Relationship to Patient:

Signature Date


