
- -PERsoNlI, IxFonulrrorr -
Age____-_-rSoc. Sec. #. Marital Status

Homb Aitdress .city-----J.jp----Ho-. I'

Occupation

Spouse's Insurence.

Ce[ I E-mailEl

Employer - Business I

Spouse Name. Spouse's Employer

Referred By Neerest Relative for Emergency Contact and 8.

--Mrorc.lr, Hrsronv

Physician Name Physician EB When was your last physical eram?.

Areyouingoodhenlth?YesONoO lfnoerplain - ,_ Eltstinglllness?YesONoOUyeserplain,

Do you bleed excessively? YesO NoO Do you smoke? YesO NoO Eave you been told you need antibiotics before deutel treatment? YesO NoO

Areyoutakinganymedications,pillsordrugs?YesoNoo[f1'es,plenselist

Eave you ever taking nuy of the following medications: Fen-Phen or Reilur YesO NoO

Do you now hRvg or have you harl any of the following:

1. Heart Disesse
Yes No
DO 10, Arthritis

11. Tumor Ilistory
12. Veneral Disease
l3.Artificial Jotuts
14. Radiation
15. Liver disease
16. Kidney Disease
17. Hepetitis
18. Asthma

2. Iligh Bloort Pressure Cl O

6. MitralValve Prolapse E C3

If yes to any of the above, Please explain:

3- Blood Disease
4. Rheumatic Fever
5. Heart Murmur

7. Diabetes
8- Stt'oke
9. Epilepsy

oooo
otl
DOoooC]

Yes Nooooooooo
OD
OOoooC]
OO

Biphosphouates (Fosamar, Bonivn) YesO NoE

Yes No
l9.Tuberculosis E E
20.Allergr to a) Penicillin O O

b)OtherAntibiotics O C1
c) Local Anesthetics Cl C)
d)Later D CJ
e)other O C3

2l.Areyoupregnant? O Cl
22.AnyMejor Operation O (3
Z!. Aids or EW positive O E

When was your last: a) Dental Visit

b) f,'ull Set of X-Rays.

c) Cleaning

Remarks

--DEN1AL HfSfOny--rr-r--rr-------rr----------!-r---r---------------------rrr---

How often do you: Brush? Are you apprehensive about dental treatment?.

Have you ever been insttucted iu caring for your teeth/gunM Name of previous Dentist

Eave you ever had periodontal (gum) treatment? When?.

Are you aware of Grinding or Clenching your teeth?.

Are you having any probloms now?/-

I con-setit to whatevcr dentet p-mcedures eud anesthefics are necesrary for the treetment of the above nered petlent I also agree to essume ftrII tnarclrl rcsponslblltty
for all treetment rendcred and elslgr betref,ts to the tr.eatlng dendn.

Patient's Signature , Date:__ I)octor's Signature.

Medicnl Update " Date_ MedicalUpdate . Date.

Medical Uprlate. Medical Update-

I)ental Insuranc

Floss?



I hereby authorizc and dinect pEyment of the dental benefits othenvisc payable to m€, directly to Kciun Khonhid,

D.D.S./ABC Dcntal Care.

lnsurancc Policy Holdcr / .Subscribcr S ignaturc Datc

I authorize the dentist to release any information including the diagnosis and the records of any tresment or examination

rendered to me or my child durin! the period of such dental care to third payers and/or other health practitioners.

Signatuc of puicnl psrEdt if paticnt is a minor or lcgal guardian Datc

FINANCIAL POLICY

I undentand that any information or benefits obtained in wrting or verbal from my dental insurance carrier is not a

guarantee of coverage or eligibilit.v until the actual ctaim is submircd and process. I also understand that my dental

insurance carrier may pay less than the actual anount estimated for services, Iagree to be responsible for payment of all

scrvices rendered on my behalf or dependents. All copayments, deductibles and any Frcentages established by your

insurance plan'are due at the time of service.

We will gladly bill your insrrun"" for youdental services. therefore, we require that you supply us with all
appropriate information such as telephone numbers and addresrs regarding your insurance carrier. In the event
inaccurate information is obtained, making it impossible to bill the claim. tle account will become your rcsponsibility
and payabie in full with in 90 days of the billing statement. After 90 days an A PR of 15%(1.25 monthly) will apply.

lf your insurance carrier is tndemnify not a PPO plarl and if it pays below our UCR (usual and customary rate), you

are responsible.for the balance they do not cover. Our office is committed to providing the best treatment for our
patients and we chrge what is usual and customary rates in our area. Your insurance policy is a contract between you

and your insurance carrier. There is no contractual discount between ABC Dental Care and your insurdnce carrier.

lf you have no insurance plan, full pay is expected at time of service. We accept cash, all major credit cards and

checks with a valid drivers license. If any of thismethods is not convenient for you, CareCredit is availabte on approved

credit. CareCredit helps patientyapplicants by making reatment more affordable with small monthly payments. Ask
front dcsk for details.

lln the case of default on payment on thb account, I agiee to pay any collection and reasonable attorney fees incurred
in.pnempting to collect your outstanding accountbalance.in '"-'-;r" Yt

I understand that there is a SfSoO gharge for any appointments cancetled the same day or without/4hr notice.

I bave read, understsnd and agree to the statements ln the financial policy.

x -___Signuud of puicflt, pusrt if puicnt is a minor or lcgal gardian

Ul AIC D.i.l Ce

Datc



PATIENTCONSENT FORM

] mdentand hat' under thg'Health lnturanoo Portablllty & Accountabllty Ad of 1g96(HlmAli I hare'eertail.rtshQto prlvaw."ilurrg nry proteced health lnformagon. Iundenbnd'rfiat thls infurma0on can.ana dr oe u-ced to:

o 'GoRduct,'F,lna.nj dh6:t rny,trsatrnent,snd,follow-up arnong the mut,ptehealthoart provlders who ma!,!6 lnvorreo rn $n* treatmenidlrecty and Indirecuy.

Obtaln payrnant from thlrd-pafi.payon.

r Gonduct'normal healthcare opcratono suoh as quality assessmentE andphyslclan cerfl flcafl ons.

I havo'bEen lnformed by you of youFNotee of Prlvacy pras0ces contralnlng a mor.
Tmplele descripllon of the u"es and dlcdorum of my health lnformaton. I have beenglven'the rlght to rcvlew such Notlce of 'Fdvrey praardes prlor io rignlng thls conlent. Iundensbnd that trls organlzatlon hae the rlght b er.ng" ltg Nouce it eru.ry prasgces
'from"tlihe to tlme and that I may corrtaoturli organlzaton at any 0me at the address
',hlu'tmto'obtaln"a..eurrent copy 

-otne 
Notoo of Frrvaoy pracfloco.

request ln wrlflng that you restrlct how my private lnbrmailon is

H:::';*"1::.":gyy_:yll,::rreri,p.v,ii;iil;;,'ffi ;#;:t".,1[:lT,::.
:::":-f*JilT:"*.1i:t'1*-l:3s{1'',viil;;;ilffi;ff :,ii,li;;ft1.agr.e hen you are',bound to abrde by euch rcattru'oo".

I understrafld{hat'tmay revoke thls oongent ln wriung at any 0he, except to tho cxtentthat you have,taken.acflon relylng on thls oongent.

..",,iBtBllpatNamff

,,r Relafi onshlp to.,paUen*,

. ::-rr'tii. .1

,..,. ,. -.:,;i.. ::,. .,

_: -::f :: --_' ::;!i:'.L;-i.#r::

,i{#;i

I undih

':):. . :-'-::



IIABCDentql Cqre
V V c-)eneralAtrc/ Cosmetic Dental Professianals

7219W. Sahara Ave., STE 130

Phone: 7 02'228'1700 FAfi: 702'228'1776

This Media Release Form is effective 

--by
Who acknowledges and agrees to the terms below:

1. The patient grants permission to ABC Dental Care to use his/her photographs on the

company,s social media accounts includlng Facebook, lnstagram, Tik Tok and Twitter,

and on the company website, without acknowledgement or recognition given to the

patient.

2. The patient grants the company creatlve permission to alter the photographs,

permitted that the photographs are not altered in an explicit manner or cause

malicious representation of the patient and their associates.

3. The patient certifies that they are 2l years of age or older'

4. ln giving this consent, the patient releases the company from liability for any violation

of any personal or proprietary right the patient may have in connection with all third

parties' use of the images on social media.

Authorized Signature Printed Name


