
Medical Alert t]
Nation G. Dorsey, DMD

Confidential Patient Inlbrmation and Health History
Patientlnstructions:Pleaseanswerthefbllowingcluestionsbylillingintheappropriate blanks. Ifvouneedhelp.plc-aseasl<fbr
assistance. Yourthoroughness and honesty in answeringthese queslions is of extrerne irnportance in the diagnosis and treatnrent
planning ofyour specific dental needs.

Patient lnformation
(Irlcase Print)

Patient: Last Name First Name Mt __
Sex _ Age _ Date of Birth Social Security Number
Mailirrg Adclress
Stleet Address
Citv Stalc Zilt

Cell Phone nurnber
Horre Phone

Work Phone Nurnber
Who Relerred You To Our Office

Responsible Party: Last Name

Responsible Party Information
( Please print)

Firsl Narlc MI
Mailing Address llorne Phone

State 7.ip Cell Phone
Nattte and Address of Ernpl

lnsured: Last Name

Dental Insurance Information
(Please Print)

First Narne
Social Security Nurnber

Work Phone

MI
Sex Date of Birlh
Mailing Address
Street Address
City State Zip Ilome Phonc
Narle of Employer
Lrnployer Phone Nunrber
Nanre of Insurance Corrrparrl,
I nsurarrce Cornpany Address

Croup Ntrrnbcr

Insurance Cor.npany Phone Nunrber

*** DO YOU HAVE MEDICAID? *** l{o Yes

Subscriber/Member ID#

Patient Medical Information
(Please Be Thorough and Honest)

Please check if you have had or have any of the following:

Nante and address olpersonal physician

Arthritis
Derrentia
Hearl Trouble
High/Low Blood Pressure
Blood Disea.e Pt obletr:
Asthrna or Flay Fever
[,iver DiseaseiHepatitis

Diabetes
Kidnel,iBladder Trouble
I.ung Disease

Venereal Disease
Currently Pregnant
Hainting Tendency
lhyroid Discirsc

Radiation Treatnrent
Clrern ical [)epenclencies

Prosthetic Joint Replacenrent
Blocld'[ransfusion/ Year
Cancer or Tunror
Facial In.juryi Date
Cold SoresiBlisters

'Iuberculosis

C laucoura
IllV or AIDS
Stloke
Mental Disorders
Epilepsy
Eating Disorders

Are there an1, other medical conditions. which you f'eel need to be rrrentioned'l
Please list past or current tobacco usc
Have 1,'ou seen or been treated by a Mental tlealth Provider?
List any medications )ou are currentll, taking:
List any allergies you may have:

Please read and sign back of this sheet.



Our Financial Policy

We are committed to providing you with the best possible care, and we are pleased to discuss our professional
fees with you at any time. Your clear understanding of our financial policy is important to our professional
relationship. Please ask if you have any questions about our fees, financial policy, or your responsihility.

Payment: *Payment is due at time of service
*We accept cash, check, or major credit cards
*E,stimated co-payntent on insured patients is dr-re at tirr.re of service
*For procedures requiring out ofoffice lab lbes such as crowns, bridges, and dentures we request % dolvn or
your co-paynient on the first visit

lnsurance: *[nsttrance is a contract between you and your insurance conrpany. we are not a party to the contract
*We rvill file insurance clainrs as a courtesy to our patients
*We will not becorne involved in disputes between you and your insurance companv regarding deductibles, co-
paynlents, covered charges. secondary insurance. "usual and customary" charges. etc.. other than to supply
factual inflonnation as necessary.
*You are responsible lbr l<nowing 'nvhat your insurance company covers

Past Due
Accounts:

* I l/:-9loper rnonth flnance charge is accrued on accounts over 30 da1,s olci

Returned
Check Fees:

*A $20 returned check fee will be added to the account balance
*Repayment of the check and incurred f-ee rnust be made in cash
*Prosecution rnay result fi'om checks that have been written on clclsed accounts or that have not been redeemed
witlr cash

Collections: *Every attempt will be made to collect on an account
*Unsuccessful collection actions frorn our billing office will result in the account being sent to a collection
agency with an additional collection agency fee included. Of'course this will negatively impact any credit
repoft.

Missed
Appointments: *Unless an appointment is cancelled at least 24 hours in advarrce there will be a rnissed appointment f'ee

charged to your account balance
*Special circumstances such as illness. weather or family ernergencies will be considered

The information given is true to the best of my knowledge, if there are changes I will notify the office.

Date:
Patient Signature
(Parent signature is required ifpatient is under l8 years ofage)

Sigrrature of person responsible tbr payment of'account
Date:


