Desert Elite Implant Institute

EXCELLENCE | INCLUSIVE | COMPREHENSIVE DENTISTRY

PATIENT INFORMATION
Patient Name: Date:
Last, First M {Preferred Name)
Social Secunty # Birth Date Gender M/ F
Fhone (Home) (Work) Ext (Cell)
Address
Street CRy State ZIp Code
Out of State Address
Street Clty State Zip Code

Email Address
Occupation Employer Best time to call
Marital Stafus [ Minor [|Single [ |Mamied |[|Divorced [ |Widowed [ |Separated
Spouse's or Parent's Mame Relationship
In case of Emergency Contact Fhone
NONE INSURANCE INFORMATION
Primary:
Mame of subscriber Birth date ! ) Social Security #
Relationship to Patient: Home Ph. { 1 Waork Ph. { ]
Mame of Employer:

Address City State ZIP
Insurance Company: Group # Union or Local #
Ins. Company Address:

Address City State ZIP
Secondary:
Mame of subscriber Birth date ! ! Social Secunty #
Relationship fo Patient Home Ph. | j) Work Ph. | ]
Mame of Employer:

Address City State ZIP
Insurance Company: Group # Union or Local #
Ins. Company Address:

Address City State il | o

REFERRAL INFORMATION
Whom may we thank for referring you to our practice?

Friend Internet Television Phone Book Other

Do you live here? [_JFullfime  []Seasonal from to

In our efforts to be efficient, conscious of the world we live in, and supportive of protecting our planet we communicate
through email and text messages fo our patients regarding appointments. Which do you prefer we use to contact you?
[ 1Email [ Text message?
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CONFIDENTIAL HEALTH INFORMATION
Hawve you ever had any of the following? Please check those that apply:

OCancer Of [ Mitro Valve Prolapse O Glaucoma O Stroke: Date
0 Chemotherapy O Heart Disease [0 Dizziness O Smoke/Tobacco Use
[] Radiation Treatment ] Heart Murmur ] Respiratory Problems [ Metals Allergy
O Tumars [0 High Cholesteral O Sleep Apnea O Codeine Allergy
O Hiv O High Blood Pressure ] Shoriness of Breath [ Penicillin Allergy
[ Blood Disease 0 Low Blood Pressure O Asthma O Latex Allergy
[ Diabetes (Type), ] Pacemaker L] Tuberculosis O Allergies
[ Excessive Bleeding [ Blood Thinners O Sinus Problems
O Artificial Joints [ Jaundice / Cirrhosis ] Head Injuries

{Date) [ Liver Disease 0 Headaches Women:
O Arthritis [ Mental Disorders O Ulcers [ Pregnant
O Kidney Problems O Mervous Disorders O Fainting Due date:
[J Rheumatic Fever [ Epilepsy O Venereal Disease

Do you have or have had any disease, condifion, or problems not isted? [0 Yes [ Mo
If yes, please explain:

Are you now under the care of a physician? [ ¥es [ No
If yes, please explain:

Mame of Physician: Phone:

List Current Medications

DENTAL HISTORY:

#*  Have you ever taken Biphosphonate (for Osteoporosis or Bone Cancer)? [ Yes [ Mo
* Have you ever had any complications following dental treatment? [ Yes O Mo

If yes, please explain:

Date of Last Dental Visit: Reason for this visit:

Last Cleaning Last Full Mouwth X-Ray Previous Dentist Mame

ARE ANY OF YOUR TEETH SENSITIVE TO:

Hot or cold Yes Mo HAVE YOU EVER HAD:

Sweeils Yes Mo Orthodonfic Treatment Yes

Biting Or Chewing Yes MNo Periodontal Root Planning/Scaling Yes Mo
Periodontal Surgery Yes Mo

DO YO Your Teeth Ground or The Bite Adjusted Yes Mo

Have gums that bleed or hurt? Yes Mo A Serious Injury To The BMouwth Yes Mo

Clench Or Grind Your Teeth? Yes Mo Please describe

Have any loose or missing teeth? Yes Mo

Have any broken teeth or tooth restorations? Yes Mo

Have tired jaws when you awaken? Yes Mo Parents that had gum disease or tooth loss? Yes

Have difficulty in opening or closing your Mervousness about being in a dental office or

mouth wide or yawning? Yes Mo having dental treatment? Yes

Hawe pain (Ear, Jaw Joint, Side of Face)? Yes Mo An upsefting dental experience? Yes

Dho you feel or hear a clicking, popping or Please describe

cracking noise from either jaw joint? Yes MNo

Hawe your jaw ever lock open or closed? Yes MNo Would you prefer Nitrous Coeade or Oral

Have any change in how you bite? Yes Mo Sedation when you have dental treatment? Yes

Hawve mouth ocdors or bad taste? Yes Mo

Are you satisfied with your teeth's appearance? Yes Mo
Would you like fo improve the appearance of your teeth? Yes MNo
Is there anything else about having dental treatment you would like us to know? Yes Mo

Please describe
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RESPONSIBLE PARTY

CONSENT FOR SERVICES: 1o the best of my knowiedge., all of the preceding answers and information provided are true and comect. if |
ever have any change in my haaltn, | will Inform Dr. Conrow at the next appointment wihout fall.

AS 3 condtion of your treaiment by this ofMce, inanclal arrangements must be mage In advance. The practice depends upan reimbursement fram the
patients far the cosss Incurmed In Shelr care and Snancial responsbiity on the part of each patient must be determined before treatment. Al dental and
surgical procedures are fo be paid In full at the ime of senvice. ANl sedation (anxiolysls) appointments require a 1 week cancellation nofice. You will need o
make a pre-freatment appoiniment at least 1 week prior fo your sedated treatment appoinment to recelve your prescripiions, pre-op and post-op
nstrucsions, sign consents, and make your payment far freafment. This appoinément ks mandatory. & Is not ethical for us to have you sign consents or take
maney from you on fhe day of your sedated treatment appointment because when you amive io our aflice you will aready have sedation medication In your
body. This appaintment should take 30 minutes. There ks no charge for this visit

Tmacm:emlnempepae pmmmmuem«mm mmrngmmmmummmpmmwmwmmmm
patients account. However, this dental oMce cannot render services on the assumption that our charges will be pald by an INsUrance company. You are
responsibie for payment in full. Any Insurance benefits quoted are estimated: your actual Indemnity may be less. If we are a contracted provider with your
Insurance we will accept your copayment at ime of senica. You are responsibie for all amounts nof covened by your Insurance. I we are WOT contracted
with your Insurance company, you wil pay for treatment In full and your Insurance wil reimburse you directly. For all patients with Insurance: we will submit
clalms and all necassary documentation a8 required by your MSUrENCE COMpany 35 a courtesy ta you, but all payment respansibillty lles with the patient.
Unaersiand that the fee estimake |isted for this dental care can only be extended far a period of six manths firom the date of the patlent examination.

Any balance remalning on an account for over 30 days Wil be changed a finance charge of 18%. We affer 3 5% prepayment courtesy I you pay with cash or
check for freatment plans that are over $5000.00 when you pay for the camplete treaiment plan at your pre-treatment appoingment.

By signing below | acknowledge $hat | am here for traatment of my own free wl and request my chalca of treatment be done to comect the dental conditions
that I"have presented to Dr. Conrow’ Dr. Crowiey. In consideration for the professional sarvices rendered o me. of at my request, by the Doclor, | agres to
pay therefare the reasonable value of sakd sendcas to sald Doctor, or his 3seignee, at the time sald services are rendered. | further agree that the
reasonable value of sald services shall be a5 billed unkess objected fo, by me. In writing, within the ime for payment thereof. | further agree that 3 walver of
any breach of any time or condikon hereunder shall not constibule a walver of any further term or condition and | further agree to pay all costs and
reasonable attomney fees If sull were Instiused hersunder.

| grant my permissian 2o you or your assignee, to telaphone me at home of at my work to discuss mathers ratated fo this form and treatments.
| hawe read the above candBlons of treafment and payment and agree to thelr content.

Should the need arise, | O Agree O Do Mot Agree to give my permission to discuss any or all of my treatment

with family members such as (please circle as many that

apply):
Spouse Parent(s) Significant Other Guardian Grandparents Aunt / Uncle Children Care Giver Sister [ Brother
Crther:

WE RESERVE THE RIGHT TO CHARGE FOR CONFIRMED APPOINTMENTS THAT ARE BROKEN WITHIN 24 HOURS

Signature of patient, parent or guardian Dale

FOR OFFICE USE OMLY:

Initial Blood Pressure Record: Pulse: Taken by

Mote Changes Below: Patient Signature: Diate:
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