Patient Information
Patient Name: Date:
Last, First Ml (Preferred Name)

Gender: Family Status
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell Phone #:
Address:

Street Apartment #
City State Zip Code
Emergency Contact Person
Name Phone #
|| Health Information ||

Date of Last Dental Visit: Reason for this visit:

Have you ever had any of the following? Please check those that apply:

OAcid Reflux ODiabetes OJaundice O Stroke

OAIDS/HIV ODizziness/Fainting OLiver Disease OThyroid Disease

OAnemia ODrug Addiction O Mental or Nervous OTobacco User

O Arthritis OEpilepsy or Seizures Disorders O Tubercolis

O Artificial Joints-Knee, OFree Bleeder OMitral Valve Prolapse OVenereal Disease
Hip OGlaucoma O Osteoporosis OCodeine Allergy

O Artificial Heart Valve O Growths or Tumors OPacemaker OPenicillin Allergy

OAsthma OHead Injuries OPregnancy:Due Date OOther Drug Allergies

OBlood Thinner OHeart Disease or Attack ORadiation Treatment

OBruise Easily OHeart Murmur O Respiratory Problems Do you require PRE MED

OCancer OHeart Surgery ORheumatic Fever w/antibiotics prior to

OChemotherapy OHemophilia O Sickle Cell Disease dental treatment?

OChest Pain O Hepatitis OSinus Problems

O Cortisone Medication OHigh Blood Pressure O Stomach Problems

Please list all medications you are currently taking including prescriptions, over the counter medications and/or herbal remedies:

* Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

» Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O No
If yes, please explain:

* Name of Physician: Phone:

* Do you have any health problems that need further clarification? O Yes O No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail.

Signature of patient, parent or guardian Date

Employment Information

The following is for: O the patient O the person responsible for payment
Employer Name: Occupation:
Address:

Street City, State _ Zip Code Phone




Dental Insurance Information

Name of Insured: Is insured a patient? O Yes O No
Last First M
Insured's Birth Date: SSN #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Child O Other
Insurance Plan Name and Address:

Cancellation of Appointment Policy

| understand that a broken appointment is a loss to everyone. | will be required to inform Dr. Taylor’s office at least 24 hours
before my appointment if | am not able to keep the appointment. If | do not give 24 hours notice | will be charged a $35.00
fee that will have to be paid before | am able to reschedule this appointment. Additionally, | understand that TWO broken
appointments (i.e. unattended appointment in which NO NOTICE was given) will result in termination of the dentist/patient
relationship.

Signature of Patient, Parent or Guardian Date

Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the
patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are
performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally
responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance
companies and will credit any such collections to the patient's account. However, this dental office cannot render services on the assumption that our
charges will be paid by an insurance company.

A service charge of 172% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written
financial arrangements are satisfied.

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay therefore the reasonable value of said services
to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit shall be extended. | further agree that the
reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof. | further agree that a waiver of
any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and | further agree to pay all costs and
reasonable attorney fees if suit be instituted hereunder.

If insurance is filed on my behalf, | authorize my insurance benefits to be paid directly to Dr. Taylor. | agree that unless Dr. Taylor and my insurer have a
prior agreement, | am personally responsible for all noncovered services, co-pay and deductibles. | authorize the release of medical information to
insurance carriers or other physicians if it is deemed necessary by Dr. Taylor for financial or consultative purposes.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian




Taglor I:amilg Dentistrg
S. D. Taylor, DDS

Name of Patient Date of Birth
S. D. Taylor, DDS and staff is authorized to release protected health information about
the above named to the entities below:

Initial each that is subject to this authorization.

Leave information on voice mail
Give information to spouse
Give information to spouse
Financial information
Information results from x-rays
Family billing information

Rights of the patient

I understand that I have the right to revoke this authorization at any time and I have the
right to inspect or copy the protected health information to be disclosed as described in
this document by sending a written notification to S. D. Taylor DDS.

I understand that revocation is not effective in cases where the information has already
been disclosed but will be effective in cases where the information has already been
disclosed but will be effective going forward.

I understand that information used or disclosed as a result of this authorization may be
subject to re-disclosure by the recipient and may no longer be protected under Federal

Law.

I understand that I have the right to refuse to sign this authorization and that my treatment
will not be conditioned on signing this authorization.

This authorization shall be in force and effect until revoked by the patient or
representative signing the authorization.

Date

Signature of Patient and or Guardian
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