The benefits of a happy, healthy
smile are immeasurable! Our goal is to
help you reach and maintain maximum
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Where & when are best fimes to reach you?
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form completely. The better we com-
municate, the better we can care for you.

INSURANCE COVERAGE
Primary
Dental Coverage: [ Yes [ No

Insurance Co. Nome:

Insurance Co. Address:

Insurance Co. Phone #: {_ )

Group # (Plan, Loca or Poliy

Insured's Name: Relation:
Insured's Bithdate: Insured's D
Insured's Employer:
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Dental Coverage: [ Yes (1 No
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MEDICAL HISTORY

Employer

‘CONTINUED ON BACK




MEDICAL HISTORY continued

Your current physical health is: [] Good [ Fair [ Poor
Are you taking any prescription/

over-the-countr or herbal supplement drugs?
Please list each one:

[ Yes B No

Have you ever taken Fosamax, or any other bisphosphonate? (] Yes  [[] No.
Have you ever foken Phen-fen? OYes O No

For Women: A youusinga prescrbed method o birh contal? (1Y (1 o
OYes Ot Week#:
Olves CIne

Are you pregant?
Are you nursing?

Have you ever had any of the following diseases or medical problems?

¥ N Abnormal Bleding YN Hopal
¥ N Alohol /Drug Abuse YN Herpes  Fever Biers
¥ N Anemia ¥ N High Blood Pressure
N Avhis YN HVE/ADS

Y N Arificol Bones / Jonis /Valves Y N Hospitolzed for Any Reason
YN A Y N Kidney Problems

¥ N Blood Transfusion Y N Liver Disease

YN Cnm/chemoﬁhempy Y N Low Blood Pressure

¥ N Coli ¥ N Miral Valve Polopse
YN cmmlnmmm Y N Pocemoker

¥ N Dia Y N Peychirc Problems
YN nmmynmmmg ¥ N Rodiation Treahmen!

¥ N Emphysema YN Kheumuﬁ(/SwrlﬂFever
¥ N Epllepsy YN

¥ N Fainling Spells YN

¥ N Frequent Headches YN SwtkleCeIIDmase/Tvmls
¥ N Glucoma ¥ N Sinus Problems

¥ N Hay Fever v N Stoke

¥ N Hoart Atack ¥ N Thyroid Problems

¥ N Heart Murmur YN Toberclosis 18]

¥ N HeartSurgery YN Uleers

¥ N Hemophiia ¥ N Venereal Disease

Please list any serious medical conditionfs] that you have ever had:

Are you allergic to any of the following?

¥ N Asprn N Eyhromycin YN Meids

¥ N Codeine TN Jowsly N Penidln
¥ N Dentol Avesheics ¥ N lofex YN Teragydine
- erg

Please st any other thot g

DentaL History

Why have you come to the dentist today?

Do you require antibiofics before dental treatment? IYes @No

P Yes ENo

Are you currently in pain? L Yes L No Do your gums ever bl

Have you ever hed o seious / dificl problem associted

with any previous dental work? OYes BNo
Do you now or have you ever experienced pain /

discomortin your jaw es TNo
Your current dental health is: = Good ~ CIFair L1 Poor

Do you like your smile? EYes LNo
Would you like whiter feeth? (1 Yes C1No  Fresher breath? (1 Yes L1No
How many imes a week do you floss? adaydoyoubrush?
Typeof bristles? ~ DSoff  TMediom  [1Hord

Do you smoke or use fobacco in any other form? @Yes @No

understand that the information that 1 have
given loduy is correct u}: 'ha est of my

will be held in the smdes! confidence and it is my
responslblllty to inform this office of any changes in my
medical status. | authorize the denial smﬁ fo perform any
necessary dental services that | may need during diagnosis
and treatment with my informed consent.

Signature Date

Payment is due in full at the of treatment unless pri

arrangements have been appro
—

v

Signature Date
‘Our office is HIPAA Compliant aind committed to meefing or exceeding the
standards of infection control mandated by OSHA, the €DC and the ADA.

1 his office cccepts insorance, | undersion thot | am respansible for
payment ofsevces rendered and aso responsilefr paying any co-
poyment and deductbles thet my insurance doesnofcovr.

1 verbally reviewed the medical / dental information above with the patient named he Inifials:
Doctor’s Comments:
MEDICAL HISTORY UPDATE
1. Date: Comments: Signature:
2. Dates Comments: Signature:
3. Date: Comments: Signafure:
CLASSIC WELCOME FORM #DDS-2A2  www.informsonline.com © 2006 INFORMS, INC. 1-800-722-4884




STEVE BOLUR, D.D.S,, INC.
12113 Santa Monica Blvd. #204
W. Los Angeles, CA 90025
Phone (310)571-3000

Financial Respons Y

I, the patient (Responsible Party), understand that | am solely
responsible for fees, financial balances, incurred in Dr. Steve Bolur's
dental office. Fees are due at the day of your dental appointment. All
financial balances 15 days and older are assumed past due and increased
by interest charges at the rate of 2% per month (24% per year).

In the event that my payments are not received within 30 days of
their due date, | agree to pay collection fees incurred in the event my
account becomes delinquent, this includes: attorney, collection agency,
my balance plus interest, and small claim court fees.

We accept cash, major credit cards, and checks.

Patient Name (Responsible Party)

Signature (Guardian if patient is a minor)

Date
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