Donald L. Wilcox, D.D.S.

Cosmetic and

Restorative Dentistry

PATIENT INFORMATION SHEET AND MEDICAL HEALTH HISTORY

Patient Name:

Date of Birth: J Mulc

Lt first

Address:

Middi wl
Iddle Tinial 4 Femalc

(mailing) Sirect

Address:

Uity St Zip Coxle

3 Single
Q Married

(residence) Nirent

E-muil Address:

Cury Zig Code

U Divorced
U Widowed

Teclephone (home):
Telephone (work):
II Child, Parent's or Legal Guardian's Name:

CXI.

Social Security #:

Employer: Cell or Pager:

Name ol Spouse:

Birthdale: FEmployer:

Social Security #:

Person Responsible for this account:

In case of emergency, Who should we notify?:

Telephone:

Do You Have Dental Insurance? 3 Yes Q No

Name of Tnsurance Company:

Eflcctive Date:

Subscriber Name:
Group of Pohicy #:

Membersh

Is There Secondary Dental Insurance? Q Yes

Name of Insurance Company-

Social Security #:

Birthdae:

Ip #: Dental Plun #:

O No

FEffecuve Date:

Subscriber Name:

Group ol Policy #: Membersh

Heaith History: Namc ol Your Physician:

Social See

urity #: Birthdate:

ip # Dental Plan #:

Telephone:

Arc You Taking Any Medications? 11 Yes QO No

Do You Have Any Allergics (or adverse reactions) 1o Any medications?

Pleasc Circle Any of 'The Following That Apply:

If Yes, What?

A No L Yes

Heart Problem ATDSHIV Tung Disease Artificial Joints Thyroid Disease
Rheumatic lever Drug Addiction Emphysema Abnormal Bleeding Mytral Valve Prolapse
11 Blood Pressure Cancer Asthma Ulcers Pregnant

Arthritis Heparitis A, BLor € Diahctes Fainting Other:

Heart Murmur Pacemaker Tuberculosis Lpilepsy None Apply
Chemutherapy

[low were you referred to our office?

I grant authority to Donald 1.. Wilcox, D.D.S. to perform dental and surgical procedures and (reatments, including the ad-
minislration of medicines and local anesthetics, that are decmed necessary and advisable for this patient and/or legal guardian/parent

will be informed hefore treatment is perfurmed.
I authorize the ralease ol any informalion necessary

10 expedite insurance claims. ] understand that T am ullimately respon-

sible for ANY and ALL charges regandless of insurance coverage.
I hereby certify the above to be true and correct (o the best of my knowledge.

Authorized Signature

Date

Your signaturc i$ 4 ile sgnainre lor insnrance and oredit curd purchases



