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PATIENT INFORMATION

Date

Patient

Address

City State Zip

Sex: M OF Age Birthdate

Qsingle O Married 0O widowed O Separated [ Divorced

Patient SS#

Occupation

Employer

Employer Address
Spouse’s Name

Birthdate

Spouse’s SS#

Occupation

Spouse's Employer

Spouse's Employer Address

Whom may we thank for referring you?

PHONE NUMBERS

Home Work

Ext. Cell

Best. phone number to reach you
Email Address

IN CASE OF EMERGENCY, CONTACT
{Specify someone who does not live in your household.)

Name

Relationship Home

- FREDERICK P WALDSCHMIDT, DDS.

GENERAL DENTISTRY / DENTAL SLEEP MEDICINE

DENTAL INSURANCE

Subscriber's Name
Birthdate SS#
Relatiqn to Patient

Insurance Co.

Group#

Employer

Employer Address

Is patient covered by additional insurance? OYes QONo
Subscriber's Name
Birthdate SS#
Relation to Patient

Insurance Co.

Group#

Employer

Employer Address

ASSIGNMENT AND RELEASE

I, the undersigned certify that | {or my dependent) have insurance coverage

with and assign directly

to Dr. Waldschmidt all insurance benefits, if any otherwise payable to me for services
rendered. | understand that | am financially responsible for all charges whether or not
paid by insurance. | hereby authorize the doctor to release all information necessary to
secure the payment of benefits. [ authorize the

use of this signature on all insurance submissions.

Responsible Party Signature

MEDICATIONS

List all medications, vitamins, herbs, supplements and over-the-counter medications you are currently taking:

Pharmacy name Phone
Do you premed before dental procedures? If Yes, Why?
Are you taking any blood thinners? {Aspirin, Ibuprofen, Coumadin, Plavix)

ALLERGIES

U No known allergies 0 Aspirin Q Jewelry
O Codeine Q Ibuprofen O Latex
0O Anesthetic Q Penicillin O Sulfa

U Household Bleach Q Tetracycline U Mouth Rinses



Why have vou come to the office?

DENTAL HISTORY
Your current dental health 1s: O Good O Fair O Poor
Do vou like vour smile? [ Yes O No Are vou currently in pain? 0 Yes & No Do vour gums ever bleed?
Would vou like whiter teeth? O Yes O No HYes DONo
Fresher breath? O Yes O No Have vou ever had a serious / difficult problem associated
How many times a week do vou floss? a dav do vou with any previous dental work? D Yes D No
brush? Do vou now or have vou ever experienced pain [/
MEDICAL HISTORY discomfort in vour jaw joint (TM] / TMD)? O Yes 0ONo
Physician's Name Date of last visit
Place a mark on "Yes" or "No" to indicate if you have had any of the following:~
Artificial Heart Valves.......... Uves UNo | Cerebral Palsy (d No Nervous Problems.................. Ovyes UNo
Congenital Heart Lesions.... dYes ( No | Chemical Dependency......... UvYes LJNo Pacemaker........ooeoieniennes QNo
Heart Murmur......c.c.cooeee Oves TUNo | Chemotherapy......... W No  Psychiatric Care U No
Heart Problems.................... OYes UNo | Circulatory Problems U No Radiation Treatment.............. Uvyes ONo
High Blood Pressure............ UvYes UNo | cortisone Treatments........ Oves O No Respiratory Disease. ............... WUyes ONo
Low Blood Pressure ............ QYes UNo | cough, persistentor-........... QvYes O No ScarletFever..........ccccoceeeee. Qvyes ONo
Mitral Valve Prolapse.......... Oves ONo bloody Sinus Trouble ........ccovvevineann. Oyes ONo
Pacemaker ..., Qves ONo Diabetes, is it controlled? ... Yes I No SkinRash.......ccocovvvvevvevcennnn. Ovyes WNo
O No | gjood Sugar Level Special Diet .......cocovvverien. Oves ONo
O No Emphysema ......coooevrveuennnn. Uvyes O No Swelling of Feet or Ankles......0 Yes d No
O No Do you wear contact lenses?....d Yes [ No Swollen Neck Glands.............. dvyes WNo
O No EPHEpSY ..o OYes U No Thyroid Problems................... W ves O No
Fainting or dizziness............. OyYes UNo Tonsilitis....coooveeivriiiernnen, U Yes O No
O No Glaucoma.....occoevieneeeienn, UvYes UNo Tuberculosis.....cc.coocoviunnn., U Yes d No
O No Headaches ....ccocevvirvennnn.. OvYes UNo Tumororgrowthon............... 0 Yes U No
Arthritis, Rheumatism......... UvYes UNo  HepatitiS..oocoovovrveeereernnans OYes UdNo  heador neck
Artificial JOintS....cc..ocovevennne. .dyes UNo  Type UICER et Ovyes UNo
Asthma or Hay fever.......... OvYes UNo  Herpes....ocoovvirveruerrirneens OvYes UNo Venereal Disease .......cc......... O Yes J No
Back Problems .................... UvYes LINO  HIV POSItIVE..oov.oeeeereeen, Oves U No Weightloss, unexplained......d Yes  No
Bleeding abnormally, with.. dYes W No  jaundice............ccoovverrrrrrnenn. OvYes ONo WOMEN:
extractions or surgery Jaw Pain ..o, Oves UNo  Areyoupregnant? ... Ovyes UNo
Blood Disease............cooc.... Qves UNo Kidney Disease............cc....... OvYes ONo Duedate....oooeveeeveeennnn.
Blood Transfusion ............... Oves LINo  (jver Disease ..., OvYes ONo Isthere apossibility of .... ... Uvyes QONo
Cancer. ., Uves UNo LuNg DiSease .......ceeervreneen. Oves OQNo  pregnancy?

Please list any conditions or ilnesses not mentioned.

FEES AND

PAYMENTS

We make every effort to keep down the cost of your care. You can help by paying upon completion of each visit. Other arrangements can be made with our office de-
pending upon special circumstances. An estimate of the charge for any procedure or surgery you may require will be given to you upon request. If you have any dental
we will be glad to fill out the proper forms, but please complete the identifying information on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay
fixed allowances for certain procedures and others pay a percentage on the charge. It is your responsibility to pay any deductible amount, co-insurance or any other
balance not paid for by your insurance company. You will be responsible for all collection costs, attorneys fees, and court costs.

Signature of patient: (Parent or Guardian if minor}) X

Date: X

This signature on file is my authorization for the release of information necessary to process my claim, | hereby authorize payment to this doctor named of the benefits

otherwise payable to me.

Signature of patient: (Parent or Guardian if minor) X

Date: X





Why have you come to the office?

DENTAL HISTORY

Your current dental health 1s: [0 Good O Fair O Poor

Do vou like vour smile? [7 Yes O No Are vou currently in pain? O Yes O No Do vour gums ever bleed?

Would vou like whiter teeth? O Yes O No OYes ONo
Fresher breath? 0 Yes O No Have vou ever had a serious |’ difficult problem assoctated

How many times a week do vou floss? a day do vou with any previous dental work? DYes DONo

brush? Do vou now or have vou ever experienced pain |,/
MEDICAL HISTORY discomfort in vour jaw joint (TM] / TMD)? O Yes [ONo
Physician's Name Date of last visit

Place a mark on "Yes" or "No" to indicate if you have had any of the following:~

Artificial Heart Valves.......... OvYes UNo | CerebralPalsy............... OvYes W No NervousProblems.........cccc..... Qves ONo
Congenital Heart Lesions.... d Yes (1 No | Chemical Dependency .. OvYes CINo Pacemaker ... Qyes UNo
Heart Murmur.........ccooe. OvYes U No | chemotherapy............. Ovyes UNo Psychiatric Care......c.ccoevnan. Ovyes WNo
Heart Problems.................. OvYes WNo | circulatory Problems .... OvYes UNo Radiation Treatment.............. WQyes UNo
High Blood Pressure............ UvYes ONo | Cortisone Treatments......... Oves O No Respiratory Disease ............... Uyves UNo
Low Blood Pressure ............ Qves UNo | cough, persistentor.......... QvYes O No Scarlet Fever.......cocovinnne. Qvyes ONo
Mitral Valve Prolapse.......... Oves ONo bloody Sinus Trouble ......coccevevriinee. Uyes ONo
Pacemaker ... Oves ONo Diabetes, is it controlled? ... Yes [ No SkinRash.........ccccocvririrennnn. Ovyes WNo
Rheumatic Fever............. QOYes ONo | Biood Sugar Level Special Diet .....ocovveveieeerennnn. Oves UNo
Shortness of Breath ............ Oves UNo Emphysema ......coccoccueueeeeens. QvYes ONo Swelling of Feet or Ankles......d Yes U No
STFOKE s Qyes ONo | you wear contact lenses?....d Yes [ No Swollen Neck Glands.............. OYes UNo
STENT o Uves WNo EPIlEPSY..cvvverireerreereeereeereieiies OvYes U No Thyroid Problems..........cocee.... U Yes d No

Date Placed Fainting or dizziness............. UvYes O No Tonsilitis.ccooonnniiincrinee 1 Yes U No

AIDS...ooeeeeeeeeeee e UyYes ONo Glaucoma...ooeoccinnnnnee OvYes UNo Tuberculosis.....ccooovnrenenenes U Yes U No
ANEMIB..viieeierieeieee e Qves OO No Headaches ......coocovevieninnen, OyYes U No Tumororgrowthon............... O ves d No
Arthritis, Rheumatism........ OvYes UNo Hepatitis...oooooeeeivvrnrenne. OYes UONo  headorneck

Artificial Joints.........cccoo.ee.e. .QvYes ONo  Type UICT oo Oves ONo
Asthma or Hay fever.......... OYes LINO  Herpes....ocoovomrrerenerecennnns QvYes UNo Venereal Disease ................ O Yes J No
Back Problems ........c.c....... OvYes LINO  HIVPOSIEVE. oo, QOvYes UNo Weight Loss, unexplained...... Yes 1 No
Bleeding abnormally, with.. U Yes  No  jaundice.....ccoooovvireenrrrconnane OvYes ONo WOMEN:

extractions or surgery JAW PAIN oo OvYes UNo  Areyoupregnant? ... Qvyes ONo
Blood Disease........cc.oovuuvee. Uyes UNo kidney Disease........ccoou..... OvYes No Duedate......cocoonnvncnnn.

Blood Transfusion................ Oves ONo [iverDisease .......oeeeevrvenneen OvYes U No Istherea possibility of ........ Qyes ONo
CanCer. oo Uves ONo Lung DiSease .......c.cecoervnnnenn. OvYes TNo  pregnancy?

Please list any conditions or illnesses not mentioned.

FEES AND

PAYMENTS

We make every effort to keep down the cost of your care. You can help by paying upon completion of each visit. Other arrangements can be made with our office de-
pending upon special circumstances. An estimate of the charge for any procedure or surgery you may require will be given to you upon request. If you have any dental
we will be glad to fill out the proper forms, but please complete the identifying information on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay
fixed allowances for certain procedures and others pay a percentage on the charge. It is your responsibility to pay any deductible amount, co-insurance or any other
balance not paid for by your insurance company. You will be responsible for all collection costs, attorneys fees, and court costs.

Signature of patient: (Parent or Guardian if minor) X

Date: X

This signature on file is my authorization for the release of information necessary to process my claim, | hereby authorize payment to this doctor named of the benefits

otherwise payable to me.

Signature of patient: {Parent or Guardian if minor) X

Date: X






