Dwight D. Duckworth, DDS, MAGD, PA

A\ Master of the Academy of General Dentistry

Date:

Patient’s Full Name: Name you like to be called by:
First, Middle, Last
Patient’s Mailing Address: Soc. Sec. #:
Street, Apt. No. City State Zip
Patient's Street Address:
Street, Apt. No. City State Zip
Home Phone: Date of Birth: / / Marital Status: O Single @ Manied O Divorced O Separated O Widowed

Place of Employment or School and Grade:

Work Phone: ( ) Mobile E-Mail
Contact in case of emergency Relationship: Phone: ( )
Contact's Address:
Whom May We Thank for Referring You? Names/Ages of Children/Siblings:
PERSON RESPONSIBLE FOR ACCOUNT
Full Name: Relation to Patient:
First, Middle, Last
Full Home Address: Home Phone: ( )
Dlreer, A[J[. NO. City Diate p
If Less than 3 Years at above, Previous Address: Date of Birth: / /

Marital Status: O Single O Married O Divorced O Separated O Widowed  Occupation:

Driver's License No.: Social Security No.: Employer:

Work Phone: ( ) , ext. Years at Employer: Dept:

First, Middle, Last

Name of O Spouse O Other Parent Full Address:
Date of Birth SSN.: Home Phone: ( ) Work Phone: ( )
Employer: Occupation (type of business): Years at Employer:

INSURANCE INFORMATION

Dental Insurance Company (name and address):

Name of Subscriber/Policy Holder Relationship to Patient:

Group #: Identification #: Other Number(s)

Secondary Dental Insurance Company (name and address):

Name of Subscriber/Policy Holder Relationship to Patient:

Group #: Identification #: Other Number(s)

RELEASE

| authorize the doctor or other dentists or health care professionals (interdisciplinary team members) to perform diagnostic procedures and treatment as may be neces-
sary for proper dentofacial care.

| authorize release of any information concerning my (or my child's) health care for advice and treatment provided for the purpose of evaluation and administering claims
for insurance benefits.

| authorize release of any information concerning my (or my child's) health care for advice and treatment to interdisciplinary team members. | consent to the release of
credit reports and information regarding my credit history to the doctor(s).

| authorize the taking of photographs, radiographs and other diagnostic records before, during and after treatment, and to the use of the same by the doctor or interdis-
ciplinary team members in scientific presentations or scientific literature.

Date: Patient or Guardian’s Signature

Updated Patient or Guardian’s Signature




MEDICAL AND DENTAL HISTORY to be completed by patient

Patient’s Full Name: 0 Male O Female

Date of Birth: Age: (years) ___ (months) Weight: Height:

Patient's 4 Current Q Previous Dentist(s): Date of Last Dental Cleaning:
Patient's O Current O Previous Physician(s): Date of Last Physical Exam:

All past medical and dental history may be important for your optimal care. Please take time to be as accurate and thorough as possible in answering the following
questions (use bottom of page if necessary). THANK YOU.

A. Please list your chief concerns for treatment: (# in order of priority):

B. What or who motivated you to seek treatment and what do you expect?
C. Describe anything that bothers you about the appearance of your teeth, smile or face:
D. Describe any injuries or blows to your face, jaw, mouth or teeth:
E. List all current medications including non-prescriptions:

F. List all drug allergies:

G. List all previous surgeries or hospitalizations:

Please ¢ if “yes” or "no" to every question, and thoroughly describe (use space at bottom of page if necessary)

es/ no
MEDICAL ves / 31 Pregnant or possibly pregnant yEI a
1 High Blood Pressure 32 Taking birth control pills aau
2 Chest pains or heart attack 33 Drink coffee (cups per day) aa
3 Stroke 34 Use tobacco (types/how much) aa
4 Rheumatic Fever 35 Consume alcoholic beverages aa
5 Shortness of breath or swollen ankles 36 Pain, popping, catching or locking in jaw joints aa
6 Any heart trouble, murmur, or mitral valve prolapse___ 37 Clench or grind your teeth aa
7 Prosthetic devices (heart valve, hip, etc.) 38 Wake up with sore jaws aau
8 Any lung disease (T.B., emphysema, etc.) 39 Frequent headaches (How many per week?) aa
9 Asthma 40 Dizziness, ringing or pain in ears aa
10 Allergies or hay fever 41 Tenderness or stiffness in the jaw, neck or back aa
11 Sinus problems 42 History of TMJ (jaw joint) problems or therapy aa

12 Mouthbreathing or excessive snoring
13 Ulcers or stomach problems
14 Diabetes

15 Hepeatitis or liver disease
16 Kidney or bladder disease
17 Thyroid trouble
18 Connective tissue disease
19 Sexually transmitted disease
20 Arthritis or rheumatism

21 Cancer (type, date)
22 Serious illnesses not listed (list-type, date)

23 Subject to prolonged bleeding or bruise easily

24 A contact lens user

25 Glaucoma

26 Epilepsy, convulsions or seizures
27 Psychiatric therapy or emotional problems
28 Do you have HIV (AIDS)?
29 Have you been exposed to HIV?
30 Have you been tested for HIV?

DENTAL

50 Treated for or told you have gum disease
51 Treated or consulted for orthodontic therapy
52 Had any oral surgery
53 Dental x-rays taken in the last year
54 Excessive fear of dental treatment
55 Brush your teeth (how often)
56 Floss your teeth (how often)
57 Bad breath or unpleasant tastes in your mouth
58 Bleeding gums
59 Sore teeth

60 Tooth sensitivity (hot, cold, sweets)
61 Fever blisters or mouth ulcers

62 Suck your thumb, finger or lip (now or in the past?)
63 Tongue thrusting habit
64 Gag easily
65 Place a high priority on keeping your natural teeth ____
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Please expand on the above information (refer to letter or number) or add anything you feel is important:

The above information is accurate and complete to the best of my knowledge:

Date: Patient or Guardian's Signature

Doctor's Signature:




DWIGHT D. DUCKWORTH, DDS, MAGD
Master in the Academy of General Dentistry

Financial & other Considerations

Payment Options

Multiple options for payment of services are available. After the dental
examination, there will be ample opportunity to discuss these options with our
staff.

Cash or personal checks with valid license/picture identification are accepted at
the time of treatment. Discover, Mastercard, and Visa are accepted. Healthcare
financing programs are available and can be discussed with the front office.

If dental insurance is carried, a claim will be filed as a courtesy after verifying
coverage for treatment rendered. Assignment of benefits may be accepted with
the exception of Blue Cross/Blue Shield which does not assign benefits to non-
providers. Patients are responsible for their deductible and the Estimated
portion that the insurance company will not cover at the time service is rendered.
It should be emphasized that our relationship is with the patient, not the
insurance company. Should the company not honor their commitment, the
patient is still responsible for the account. Unpaid balances over 60 days may
incur a 2% monthly service fee.

Please be assured that financial considerations are a concern for all parties. Our
office is committed to assisting you as much as possible in an attempt to make
any transactions as smooth as possible.

Appointments

Appointment times are reserved exclusively for the patient. Broken appointments
affect many others and are a loss to everyone. If you are unable to keep your
appointment, please give our team 48 hours notice so that we may care for
another patient’s needs. There will be no charge for broken appointments as
long as 48 hours notice is given.

Notes

Signature Date
Patient (Guarantor)




