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PATIENT REGISTRATION 

ID: Chart ID: 

First Name: Last Name: ___________________ Middle Initial: 

Patient Is: 0 Policy Holder Preferred Name: 

0 Responsible Party 

- Responsible Party (if someone other than the patient)---- ­

First Name: 	 Middle Initial: Last Name: ----------------- ­

Address: Address 2: 


City, State, Zip: 	 Pager: 

Home Phone: 	 Work Phone: Ext: ____ Cellular: --~---------

Birth Date: Soc Sec: 	 Drivers Lie: 

0 Responsible Party is also a Policy Holder for Patient 0 Primary Insurance Policy Holder 0 Secondary Insurance Policy Holder 

1- Patient Information--------·--· -+--- ---. 
! 

----·---~·-·---~·-- ·····-----·------, 

I 
I

1 Address: ---·---------------·------··---------------- Address 2: ________________.. ! 
i 	City: ----·--..·----------- State I Zip: ______ _______,_________ Pager: 

i 
l Home Phone: Work Phone: 	 Ext: Cellular: 

Sex: () Male 0 Female Marital Status: 0 Married 0 Single 0 Divorced 0 Separated 0 Widowed 

Birth Date: 	 Soc. Sec: Drivers Lie:Age: ---···--·-·-- ­

E-mail: 	 -- ------- 0 I would like to receive ,correspondences via e-mail. 

Section 3 ··----------------·­
Referred By: 

Section 2 

Employment Status: 0 FuiiTime 0 Part Time 0 ·Retired 
Previous Dentist: iStudent Status: 0 FuiiTime 0 PartTime 

Emergency Contact:---- -----·--·-·---··-.. 

Medicaid ID: Pref. Dentist: ---------·-------------· 
Ii Emergency Contact#: ____________.._______ 

Employer ID: ·-·-----------·--·--· Pref. Pharmacy:______________ I 
Carrier ID: _______________.. Pref. Hyg. : ---------·-·--------·----............- ............. I 


---·--·------·-------J,-Primary Insurance !nformation-..-------------- ­

Name of Insured: Relationship to lnsured:O Self 0 Spouse 0 Chi ld 0 Other 

Insured Soc. Sec: 	 Insured Birth Date: 

Employer: 	 Ins. Company: 

Address: 	 Address: 

Address 2: 	 Address 2: 

City,State,Zip: City,State,Zip: ------------------ ­


Rem. Benefits: .00 Rem. Deduct: .00 


,-Secondary Insurance Information --- ­

0 Spouse 0 Child 0 Other~ 	 Name of Insured: --·----.--·-------·-----.. ------------------------ Relationship to lnsured:O Self 

Insured Soc. Sec: Insured Birth Date: 

Employer: 
·--------------·------ Ins. Company: -----·---·--· 


Address: Address: 


Address 2: 	 Address 2: 

City,State,Zip: __ 	 City,State,Zip: ___________________ 
---·----------·---------·-·-·----­

Rem. Benefits: .00 Rem. Deduct: 	 .00 
--~======~~~~====== ---------------------------------___J 



--- ----------------

MEDICAL HISTORY 

PATIENT NAME ________ ___ _ _ _ _____ Birth Date------------- - ­

-Alt-hough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. -H~alth~~b~;;th~t-~~~-~~---J 
[ have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the 


I following questions. _ ·--- --·-·-- --------·---··--·-------------·-----·---·-·---·---·------ ·--·----------­

Pregnant/Trying to get pregnant? 0 Yes 0 Taking oral contraceptives? 0 Yes 0 Nursing? 0 Yes 0 

Are you under a physician's care now? 0 
Have you ever been hospitalized or had a major operation? 0 

Have you ever had a serious head or neck injury? 0 

Yes 0 
Yes 0 
Yes 0 

No 
No 

No 

If yes, please explain: ------------------- ­
If yes , please explain: 

If yes, please explain :___________ ________ _ 

Are you taking any medications, pills, or drugs? 0 Yes 0 No If yes, please explain: 

Do you take , or have you taken , Phen-Fen or Redux? 0 
Have you ever taken Fosamax, Boniva, Actonel or any O 

Yes 0 
O 

No 
--------~----------

other medications containing bisphosphonates? Yes No 

Are you on a special diet? 0 Yes 0 No 

Do you use tobacco? 0 
Do you use controlled substances? 0 

Yes 0 
Yes 0 

No 

No 

-- Women: Are you------·-- ·-------- - ···· --- ­ .............. ----·----·-- ­ -----------------···-------------- ------------------1 

No No No 

-------~------ --- ____ .. _____ ··--· - - ---·-1- Are you allergic to any of the following?------· ·· · ·· · --- ---- - - ····--···--·--·-----~ 

D Aspirin D Penicillin D Codeine n Local Anesthetics 0 Acrylic 0 Metal n Latex 0 Sulfa drugs 

0o~~ H~s. p~aeu~ain : __________ _ _____________________________

1 1··-- -----.... ~----~·.,--.......---....----.-.--~-·---·---------"•·..., _ w __, ,-~·•-.-.-··-----··--------------..-•-·•·-•·-.- ........_, ____..,_ _______ ~----,---·--' 


:- Do you have, or have you had, any of the following? ·---------------··--~~---------------·-------·-·;------------------------------------- --------; 

AIDSIHIV Positive 0 Yes 0 No 
Alzheimer's Disease 0 Yes 0 No 
Anaphylaxis 0 Yes 0 No 
Anemia 0 Yes 0 No 
Angina 0 Yes 0 No 
Arthritis/Gout 0 Yes 0 No 
Artificial Heart Valve 0 Yes 0 No 
Artificial Joint 0 Yes 0 No 
Asthma 0 Yes 0 No 
Blood Disease 0 Yes 0 No 
Blood Transfusion 0 Yes 0 No 
Breathing Problem 0 Yes 0 No 
Bruise Easi ly 0 Yes 0 No 
Cancer 0 Yes 0 No 
Chemotherapy 0 Yes 0 No 
Chest Pains 0 Yes 0 No 
Cold Sores/Fever Blisters 0 Yes 0 No 
Congenital Heart DisorderO Yes 0 No 
Convulsions 0 Yes 0 No 

Cortisone Medicine 0 Yes 0 No 
Diabetes 0 Yes 0 No 
Drug Addiction 0 ·Yes 0 No 
Easily Winded 0 Yes 0 No 
Emphysema 0 Yes 0 No 
Epilepsy or Seizures 0 Yes 0 No 
Excessive Bleeding 0 Yes 0 No 
Excessive Thirst 0 Yes 0 No 
Faint ing Spells/Diz.ZinessO Yes 0 No 
Frequent Cough 0 Yes 0 No 
Frequent Diarrhea 0 Yes 0 No 
Frequent Headaches 0 Yes 0 No 
Genital Herpes 0 Yes 0 No 
Glaucoma 0 Yes 0 No 
Hay Fever 0 Yes 0 No 
Heart Attack/Failure 0 Yes 0 No 
Heart Murmur 0 Yes 0 No 
Heart Pacemaker 0 Yes 0 No 
Heart Trouble/Disease 0 Yes 0 No 

Have you ever had any serious illness not listed above? 0 Yes (") No 

Hemophilia 0 Yes 0 No 
Hepatitis A 0 Yes 0 No 
Hepatitis B or C 0 Yes 0 No 
Herpes 0 Yes 0 No 
High Blood Pressure 0 Yes 0 No 
High Cholesterol 0 Yes 0 No 
Hives or Rash 0 Yes 0 No 
Hypoglycemia 0 Yes 0 No 
Irregular Heartbeat 0 Yes 0 No 
Kidney Problems 0 Yes 0 No 
Leukemia 0 Yes 0 No 
Liver Disease 0 Yes 0 No 
Low Blood Pressure 0 Yes 0 No 
Lung Disease 0 Yes 0 No 
Mitral Valve Pro!apse O Yes 0 No 
Osteoporosis 0 Yes 0 No 
Pain in Jaw Joints 0 Yes 0 No 
Parathyroid Disease 0 Yes 0 No 
Psychiatric Care 0 Yes 0 No 

Radiation Treatments 0 Yes 0 No ; 
Recent Weight Loss 0 Yes 0 No ! 
Renal Dialysis 0 Yes 0 No i 
Rheumatic Fever 0 Yes 0 No ; 

· Rheumatism 0 Yes 0 No i 
Scarlet Fever 0 Yes 0 No I 
Shingles 0 Yes 0 No I 
Sickle Cell Disease 0 Yes 0 No l 
Sinus Trouble 0 Yes 0 No ! 
Spina Bifida 0 Yes 0 No I 
Stomach/Intestinal Disease 0 Yes 0 No i 
Stroke 0 Yes 0 No I 
Swelling of Limbs 0 Yes 0 No I 
Thyroid Disease 0 Yes 0 No i 
Tonsillitis 0 Yes 0 No ! 
Tuberculosis 0 Yes 0 No ! 
Tumors or Growths 0 Yes 0 No l 
Ulcers 0 Yes 0 No ! 
Venereal Disease 0 Yes () No j 
Yellow Jaundice 0 Yes 0 No i . 

. !•- .. -·-~• •·• ··•r----·-·----------·__...,..____..._....,.,-__,.......,._ .•,....,._~..,........ - •.-,,..- • -·Vo--•-··•--• .-~··----·--~._.-..___..,,_..,..w_____________--·---~ --•~--··--,~--~- ~-•-·•- .. ,... •. ,.. .. .,~-----~--} 


Comments: 

r-----· . ----------------·------­
~ To the best of my knowledge , the questions on this form have been accurately answered. I understand that providing incorrect information can be l 
1 dangerous to my (or patient's) health. It is my respon~ibility to inform the.dental office of any changes in medical status. I 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN-- ------------------ DATE 
___ _ /

·---- ··------··--·-·-··---------···---·-·-·--·-----·- -·-·-------- - - ---------- - ··-·--··-------·--··-----·---­



AZOV DE T~ TNC. 
-

·PATiENT FINANCIAL AGREEIVTENT 
--~ 	 ~--

Azov Dent Joe. requir~es all patients to make tinanciai an~ngements with us 
before we provide treatment. 

I. 	 I IHJ.UEl'Siaod li'uilt flU II psymeo!Jlt .i dm: :iil 'firne ()f etl•ice for mys:slf rg,r any of .my 
d epe.nd ~~~ , 

:l. 	 lur~det~ tunl that it ns ~or ~ly m . n~spon . ibiHt1 to COilU!'m which treatment 0 

procedm·£~ ar-e cov red b ' my insura 1ce (In ludillg, but 1110t .lhtdlc~ t01t any 

applicllblll! e;tdu iolll deductibles, anniiial fll!' lifetime ma.,.;irnums). 


3. 	 I under 1 nd tb:U a.~ a court • . Azov De.nt; ltu:. \'!1 ill aUempt to el'if my in. anmce 
C.O\'ernge from intormation thaf] pm•\ 'ded 11111d n·ill ii!e two (2) claims per 
:appolntmcnl. Tam l'equired to pay in full befor~ tre~ rne a· i pcrronner;l, the 
e Cimat·NE portion of an*' prr.K~e:dm·e/ or t~tmcnt thai wili nol he cttve·red b)1 my 
i:msurar~~. 

4. 	 1 UitHJiersla:nd thli!t in mrau ·e d.ajm. will 011[y lt filed if1 pro ide Az>(]v llent, Illlc. 
with my wcial security ami in,.ul1!!nce JD lliillmber· (if .appl!-cablc). f clloose not to 
[)I'{J'\•iciJ ,I! A;r.ov )J ot, Inc, with 1n ' O"cinl steurity oum ber, I u:ndn taniJ tb. t [ m IIIsf 
pay in fu.ll' roll" II SCi"l' i I!('S t"eltclel"edl. lrt i~ Ann· u nt Inc-.' lmlic ' to r reqlllltrC liodal 
ec:urity 11 uru be t:o r re~::nr,Oke pin.,., purpc: e ~\' ell Hmugh t31at may not In~ the 

polirc. •of 111. ' i111sursnce· c~ ·ri r . 

5. 

6.. urul r -taml that if [ d co:nlinue l~atm n for a n:qu ted IH'rOtt.-du~ in, luding 
bul no11imit d to, partiaL~ dentur· , crow.c~ 111rirlgeworrl andl siJir'gical prep11r.1tory 
~·or~ I renHrlJII res1nmsiib1e lo:r p!l}'ittg ,:~H t:~ b !i(t t for matcri:a 'l~ 'lllid r-v.icl2!), th:a 

n·er·e incn r. d b for-e [ di. confrmed C.n:·afmer~t 

1. T nnd · huuJ that all • ·cou.n l balance~ nve 30 dnun~·ill incur au in te-r~t ch1uue :~.t 
t.be .maximun1 legoJ ra.te aUo\\'·erl. 	 ·. 

8. 	 [ 'uD!derstl:md that 1l wiiiiJ charg d Uu~ msxirottm ervice ~lharge ~tllorwc::d by h•w for 
1}1'1 	 ' d i honored ~heck, elet I runic ~uthoriz:: tion 01" any debit eut 0 li rrmrided to 

I) _, Dent, T nc. for p ymcnt 

9. 	 I 111nrder and Ibill I must timelly I11form Azov lle at, lric, in ,,,·rW ng. of any c:oJlcel'll , 
tlues,tiQilS or dispu~e:s] mr~ ' llll"''c cont.o.err~ing m i.rrt!llfm.ent or c: Jmrgcs.. 



10. J LJ.nderstaod ttl t if [fail top•. tn. ac.cm.mt in a time ly m. n!ler, Az.oy De11.t Inc. 
m~y report acco~lllt lo credlif. rntillg bur~:~~II.L5 o•· to a colloctjun .~geoq• andJ~r t;:tk·e 
legal adion agaim t me for fUill payment~ inelud'lng but I!JOt Jim.itlld to all relab:d 
tCll:SODaJble &'l'hlrney's rees, collcc.t i r;m .:uulJor ~ouri co-sts.. 

11. T l;tnder.stand tbra.t lUiJ.c -~ patietl [ f'OCI)rd:s lll'e Cll r dirtcfly to an olh~tr pi'O\'itfeli', ~he. 
charge fg.r copies of:x-t·a~·s i 5:10.0:0 ~nd lreittment informa tion is S:5.00 <l.r tlhe 
maxim mn am ou.n i al!(l\¥c:d by 1~' ·• 

11. I l!llqder tsmd th~t Az..o D£ot, Inc. clilrrently m. )' d11Hg-e S25.01Jt fo .r allily broke-n 
apiH>hllment ~nd thJ · fEe Ill u•bject to cbau~e without notice. 

13. [ umd!er-stand (lul f it is my rospn:nsilbi lity fo im media tel . o.otify A:lo De11t1 lnc. of 
any c:Jlal!lg.~ to my addr ·!'il, pbiJne mlmhe.r, work C::O•nt:J1;t Jnform.;~tion, work matu , 
ins1.1 ram::e !i.'\lumg:es, tc. 

l4. 	I Y uthorize payment of the den tal henefih othe.n"'·i~c p~Jo·ab!e to me di:rutly to tbe 
below narued d e11tillll en Iit • I fu1·tbe r Jtutho.rfw Azov Dent, ]nc. to deposit ~::heoc:ks 
received l)tJ. my account '"·ben I'IH'id'e payable in my name. 

(Sigmte Dre or Pa.tien 1.or Gun rdit~ll'l) 

Aim.· Den 1, IJJ~ . rl!5tn-e$ltl~ ri ··be~ the f()llo.,..~n..; ••intvr:Ji chn!i1:!S will ~fcru~ u;o bala nc1:.5 !ItIt hJvc 11111! !)CCI\ 1111id o n die 
JO.. ill • 1fiH" t h b" lia:G diC~ Lai pa 'rttf'.n! reots &a~ n:tur~ rl ck fel!:l, if ~on)', ~l't Do.! inclrude.;! n •lbc lil.ily/Jilo Lh ~)' 
})al~al';lt, The ini~Te! ralc impoud I)~· uv Deaf, Inc. sllllll l.lc Ill% [K'r a uum M Clu l!le;h~s:i rille pt:nnllliCilllndu ~~~e 
a p " t~~ibl( l2 •oft"IMida. ) 1(1 t pa ·m~11f r.n !U1l Oulil mi in& b.llla>lltt mn b~ ~IIQCil it~ in ill liiii nc 1M1i dli-\.:tQ~· Dtaf,IM. 
~t ilia 1n.d ~' I all nlh;~wtd, atndl In a daa !Jlt rr0m limt I ~ I mC, , ZIJo\" Otni, lnt, I" tn~s l.bc rlgJ!I ~ npply I)R]on l ~n Is to 

b1lan~e5 o¥iih lower· Jn.tc~dC r11bH.. 02120 10 Amv D~u 1, I c. 

http:collcc.ti
http:bur~:~~II.L5
http:ac.cm.mt


Dental Excellence ofEnglewood 
lllPAAAUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH 

INFORMATION 

Our Notice ofPrivacy Practices proVides infonnation about how we may use and disclose your 
protected health information and when we need your written authorization to do so. This form is 
for use when such authori2ation is required and complies with the Health Insurance Portability and 
Accountability Act of l996 (HIPAA) Privacy Standards. 

PatientNrun~------------------------------------~ 

Date ofBirth: -----------­

L My Authorization 

I authorize use or disclose the following health infoimation. 

0 All of my health information 


0 My health information .relating to the following treatment or condition:: 


OOther._____________________________________________~---

The above party may disclose this health infoanation to the following recipient: 

Nrune ________________________________~Phone ________________ 

Nrune _______________________________~Phone__________________ 

The purpose of tbis a11thDrization is 

0 At my .request 

0 Other.:-:--:--------------------------- ­
II. My Rights 

I unders~d that I have the right to revoke this authorization, in writing. at any time, except where 
uses or disclosures have already been made based upon my original permission 

S~tttteofParient _____________________________ Dare: __________ 



-----------------------------------------------------------

Azov Dent, Inc. 


ACKNOWLEDGE.t'-'IT.NT OF RECEIPT OF OUR ADDERAN E 1'0 
STATE A.ND FEDERAL PATIENT PRIVACY PRACTICE 

T,tea."!e be :ad"t•ised Umt AZOV DE.Nl',INC. ' 1monly u!i • Qur personal aBd 'lb. allh 
information that is retained im. yol!lr paH n( e!lun't foJf prnfes.:sic:und wmm uni:c·.:lilkm:s. We wiU 
[He immrnnte informntiOII eilectronl~all)' llllid/CU'" via U. . MaJil with~n th11 ll!ll.m@ priVSC)' 
g11 ide'hnes. 

Wr_.wHI ::l 'llrlo tim·E ma'k.e .av:ail~ble your ·perliiOil :HI m· health info:rmillitiiOIII lict any olli.Uide 
:SOU 'I'"C~ .. 

Tfl. under o:-ned ackilili)Wh:dgt · recdpt of the curl'cnt Noti[!e ofP·r.nrac · Prnctices .ll't . :r;ov 
Den1, IJiJ,c. 

Da~:------------------------------~--------~--------------~ 
Pie .e Print Naml:l: 

~-------------------------------------------------

Pteasc Si:gn Name: -------------------------------------------------~ 

A:s a cGn enie.n~e• . lluthorization ilf.i.ll)' hi".: gi'Verl for a dGSigna1edi l'!;lpno;scn:lative to m:!!!ke or 
:eh~nge appoln Lmen !.S, and/o r obtain i.nfD:rmatinn. 

Aut!ho·n:lll.">dl Rcprl:ls.cntatiJ\'4!:: ----------------------PH ~: ----------------­
PiUienl Signatul""e: -------------------------------------------------- ­

Slu~u ld yol!t b~t,•e question regarding till Priv~· Polley, flllcas ~ :cont~W"I. our Prh•a!L.")' iPnl:i:[!y 
Officer Patrida A .liohn§on~ Com plbmc:.e Manager. 

I h:~~~ ,e a11empted to ob(:ii.in tbe ·p,l!:'u:::iil, (or repn-s~•ital~Yc)' signature on fhis 
ad oo'"1oogemcnt bu! did not bt.'"4.'liusc: 

lt was ~~.~, em rgency ttcatme. t 
I ·could not' &omtuo10k1Ue whlftll the p.a'lient 
The p~.licnt r fu ·cd lo sign 

Tlbc patient 'Iovas. l!l:nable to 51i ,.,.n because --------------------------------- ­
Oihi::r: 

ignatun~, of AZ·O'" DeiJt; Ioc. Re:pl'e eota:iih.•e: ---------------------~~-----

http:ob(:ii.in
http:ilf.i.ll
http:ACKNOWLEDGE.t'-'IT.NT


Understand Insurance Benefits 


In order to a.ccommodate the needs and requests of our patients, 
Englewood Dental ExceUenoe does file dental insurance. While we are 
pleased to be able to provide this se·rvice to you, it is. not poss:ib'e tor our 
staff to keep track of all the individual r~equirements of each plan. Every 
plan has different stipulations regarding access to care and payment for 
services received. Wrthin the same insurance company~ benefits may difter 
depending upon what type of contract your empJoyer negotiated with that 
carrier on your behalf. 

It is the ~insured personrs responsibil ity to understand tiherr benefits. We 
do not W1ish that your insurance company comes between you and your 
doctor. You must do your part in understand~ng the limitations ~of insuranoe 
policies and what your company has purchased for you. \Dental benefits 
dHTer greatly firom medical benefits. ~n 1959, most dental benefit plans had 
a yearly maximum cap o~f $11000. lhe,re has been no significant increase in 
the yearfy maximum cap in 40 yearsr However, there have been significant 
nncreases in your premiums. Dental1 benefit pians wHI never pay for 
completion of y~our dental car:e. It is only meant to ass;st you. 

Many people reoei've notificatlion from their insurance company' that 
dental fees are '!above usual and customary." An insurance company 
determines their reimbursement level by surveyin,g a geographical a:r~ea, 
calculatingt the average fee, and then determan~es that 80% of the average 
fee is customary. Included in thfs survey are discounted dental clinics and 
managed care faciUties, which hav~e se·vereJy reduced dentatl fees that bring 
down the average. Any doctor in private practice wm have fees 
that insurance oompanies define as ~~higher than usual and custo~mary." Our 
~ees reflect th~e qual~ty you receive. , 

Many dental benefit plans tell' their partioJp.a,nts that they wm b-e c-overed 
~~up to 80o/O' or 100°/o" but do not clearly specify the pjan fee sch1edUtle 
allowance, annual maximum or limitatrons. It is more realistic to expect 
dental benefit pJans to cover between 25% to 40°/o of d'enta~ s~ervices. 
Remember that the amount a pfan reimburses is determined by how much 
your employer has paid for yoi!.Jr dental benefit plan. You wiU g~et baok only 
what your employer has put in, less the insurance company's profit margin. 



!Insurance companies do NOT cover many routine and newer dental 
services. We biU your insurance as a courtes~. ~f insurance does not pay 
within 60 days, Englewood Dental tExcelh:mce reserves the rirght to request 
pa,yment in ful ll for services from you and let. you collect the insurance funds 
that are due to you. This is rare but it is important that you recognize that 
the insurance you have is a legal contract between YOU and YOUR 
insurance company. Ultimately, you are responsible for all charges. 
hrncurr:ed in our office. 

If you do not inform us of any speciatl requirements in your tinsurance 
contract, such as referra l's or pre-authorization fo r treatment. and we 
subsequently complete servfces that are not covered, we wHI havre no 
choice but to bill you direcUy for those charges. In the event that services. 
are provided and your insurance coverage is nrot in effect on that day or 
has a wairting per,lod, rar a missing tooth clause; your carr,irer will probably 
deny payment for services received. Englewood Dental Excellence can 
only esti'mate what your carrier will pay on a specfrfic treatment. if your 
insurance carrier pays a fesser amount than ·estimated you will be billed for 
the difference. It is your re.sponsibiHty to keep up with the maXrimum amount 
of benefits yo·IU have used in a calendar year. Please rem~ember that you,. 
the patient~ are ultimately responsible·for payment O·n your account 

Our team members will glradly assist you in filring out the necessary forms 
to maximize yuur dental bEmefrts and discuss your financial options. 
Exoelllent de:mtal care Js available with or wjthout dental benefits. We 
welcome you to our fa.mUy and look foMard to helping you get the healthy, 
beautiful smile you've always wanted. We hope yo~u Wil l choose the best 
thrat dentistry has to arffer. 
I haver read1 and understandmand accept the terms of the about outlined 
policies for insurance and financial commitments that may incur as a result 
of treatment at Englewood Dental Exoellence. 

Signawre._ _ _ ~~-------~--

Date_ _ _ _ _ _ _ _ _____ _ _ _ _ 



---
/ (, r r r 

Name___ _ _ ____ _ __~--~-O<.aite : _ _ ___ _ _ _ _ 

'Cancer : Who are your tr~ating o.o.ctors7. --~--~-----------

Phone_____ ________ _ _ ~ Fax._ _ _ ~------~-------

How often are yo:u tfeated for ctlemQth!!rapy? _ _ ___ _ _ _ ~-----

~adiatiOI'I Thetaptt______ _ ___ _ _ _ ___ _ _ ______ _ 

H;1fVe Blaplloopbonate.s be-en u.sed during an;y oHhe tr@atments, ora l or IV___ _ 

P'ati-ent wirl obtaill me-e!ital clea ranee - - - --- --- ­

<Our Qffic@ will obtain Med ical Clea ranee_ _ _ ___ _ _ _ 

Name of Cardiologis.t - - --- - - --- - - --- - - ----- - ----­

Phone_______ ____ _ _ _____ Fax_~-~----------------

Cardiac Event. ____........,_ _ ____ _ ___ _ _ ___ _ _ ____ ___ _ _ _ 


Slood Thinner /How many days c.a11yo1L1 be off ib1ood tJ1i11ner for dentad work.____ _ _ ~ 

Patient will get mE!dical deafanc@ ~--------.-----

0 u r Office will' Obtain Medical l)f!.ara n~---------

Pat~ent 



 

 

   
 

 
 

     
 

    

     
    
  

 
                                                                                                                        

Patients with Artificial Joints or Heart Related Issues 

Premedication Information 


   Name _________________________ Date____ 
Do you require antibiotics before 

Dental Procedures 

Related Issue___________ 

No________  Yes__________

 If Yes:  Kindly Complete Information below 

Specialty Practice__________________ 
Phone Number____________________ 
Fax Number______________________ 
Antibiotic________________________ 
Dosage__________________________ 

Quantity______ 

Signature_______________________ 

SEE OTHER SIDE 



--

WElCOME TO OUR OFFI,CEf 


Please tell us how you heard about Dental B ceUence ofEnglewood: Please 
check one: 

Face'book 

_ Englc\\-'OOd Review 

_ Pa 'ent/Friend 

_ 	 !ntcmetl(ioogle 

_	 Ye lp/Phone Book 

New. letter in mail 

Walk-in 


