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In order (o ensure your maximum oral health and allow us to prescribe the proper medications, it is very important that we know all medical and

dental information abhout you. Please complete every box on this form, even if the answer is “N/A” (not appli is i i i i
the strictest confidence. s L (not applicable). This information will be kept in

You also should know that changes in other parts of your body may affect the oral cavity and what dental trecatment can be done, even if they scem
unconnected. Cardiac (heart) problems, artificial joints and diabetes are just some cxamples.

Will you please inform the dentist or the stafT at the beginning of each new office visit if your medical or dental conditions have changed since we
last saw you? Yes __ No__. Thank You.

1. Patient Information 3 Phone Numbers
Date Home Phane
NAME Work Ext
LAST FIRST MI
CELL, PAGER
Address, Spousc's Work
Spouse’s work:
City State Zip
Spouse’s cell:
| prefer to be called: TITLE
MR MRS MS DR
e-mail address
Birth date Gender: F_ M__ Age
IN CASE OF EMERGENCY, CONTACT
__Single __Married __ Widowed __Secparared __Divorced (Specify someone who does not live in your
household.)
Patient SS# - -
Patient Drivers Licensc#
Name
If patient is a minor, give parent’s or guardian’s name:
) Relationship
Home Phone
Occupation,
Wark Phone
Employer.
Spouse's Name Family Physician’s Name,
Spouse's Occupation Physician's Phone#
Spouse’s Employer
Whom may we thank for referring you?
Dental Insurance (Primary) 1s Patient covered by another insuranceplan Y___ N__
Who is responsible for this account? Secondary Dental Insurance
S S# Birthdate Subscriber name -
Relationship to Patient: Ss# Birth date,
Insurance Co. Insurance CO
Group# Group#

Relationship to Minor (if applicable) Date



[Bavent Name '
:L : - N MEDICAL HISTORY

|15:ii5e|:l Account No.

Hedlcal Afert |

1, Physician's Name Phone ( }
Have you had any medical care within the past two years? Yes QO Ne O
Describe
2. Have you taken any medication or drugs during the past BWO YEArS? ......o.weeeeeresarsssmressmssessssessssssso . YesQNoO
3. Are you currently taking any medication, drugs, pills or herbal remedies, !HCILd"’!g regular dosages Of ASPIANYL s nsassaseseareions « YesOnNo D
If yes, please list name and dosage
4. Have you ever taken prescription medications for weight 1555 (BBt PIIS)? ...e.vceeevcvoveuosesecesovsssseeseorsesessossssessssesssusssss sssessssssmseseemsmeeee Yes Q No O
If yes, did you take any of the folfowing? (circle if yes) Fen-Phen [] Pmno!rnpn [ Redux{™ Other {7}
If yes to any of the above, did you have a medical exam for heart issues? ..., S e A e e e SRR Yes QO No O
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or 0ther SIMHIAr GrUgS7 .o.evwewerrrmsenrsesnnes Y88 ) NO O
6. Are you aware of having &n allergic (or adverse} reaction {6 any SUbStaNCe O MEAICAHONT ...v...ueeswessersessesesesssssssesssesoosms e Yes O No O
If yes, please specify
7. Have you been a patient in the hospital during the past five years? ... N YT I wasesssesssassnemssrrssssnssioes | Y68 (0 NOC)
8. Indicate which of the following you have had, or have at presant. Cm!e "yes or ro" to each |tem
Heart (Surgery, Disease, Atiack)... Yes Q) No (D Uicers ..... Yes O No O Hepatitis [!:S %3 EC;} {circle) ...  Yes D NoD
HESTRaIN i s issiais Yes ) NofD) Diabetes Yes O NoD  Venereal DISEase ..o, Yes QNo O
Congenital Heart Diseass ... Yes©O Ne© Thyroid Problems ... eSQNo Q) ALDSHLY. Positive ... Yes ONo O
Heart Murmur . oenninannree YOS O NOCD  GIAUCOMA v Yes Q No Q) Cold Sores/Fever Blisters ........ Yes O)No (O
igh/l.ow Blood Pressue . YesOno© Contact 10105 o Yes O No (O  Blood Transhusion ........eu.u. w Y&sQONo O
Mitrat Vaive Prolapse ... Yes O No O Empiysama ..o 18S ONO O HEMOPHIA oo Yes (O No O
Adificial Heart Valve/Pacemaker ....... Yes O No D Chronis Laugh .......................... . YesONoD Sickle Cell Disease ... Yos OO0 O
Rheumatic Faver ... . YesQONo O Tuberculosis ...... Yes ONo QO Bruise Easily .vvvvmsiircumsnisn Yes QNo O
Arthritis/Rheumatism ... Yes O No O T et e et Yes O No O Liver Disease/Yellow Jaundice .. Yes O e O
Cortisone Medicing ......covovveenre. Yes O No O Hay Fever/Allergy/Hives ......cc...... Yes (ONo O Neurolagical Disorders ............. Yes ONo O
Swolien ARKIES ...u.vvuennen. e Yes QO No O Latex Sensitivity . . Yes ONo () Epilepsy or Seizures ....... w YesONo (O
AT ) i e Yes O No () Sinus Tioubl® w.ovveeeresmersonessnn Yes ONo D Fainting or Dizzy Spelis vas O No O
Diet {Special/Restricted) ... Yes O No (D Radiation Therapy .o Y6S ONo ) Nervous/AnXious ...oomeree Yes ONo O
Artificial Joints (hip, knee, elc) ... Yes QO No O Chernotherapy ... e | Yes ONo ) Psychiatric/Psychological Care..  Yes Qe )
Kigney TIOUBIE wuvvvvvveeesennrerrsnrnn Yes ONo Q) TUMOMS ovvoerrreeressresensn e Yes ONo O
8, Have you lost or gained more than 10 pounds in the past year? ... R S L e e et Yes ONo Q)
10. Do you have or have you had any disease, condition, or probiem NOLESIBAT ......ciis it et sess s ssreres . YesONoO

if yes, please list:
it. Women: Are you pregnant or think you could be pragnani? YGSCE} Months No (D Nursing?  YesONo O
2 DN vo s N oot Drescriotiona?i - B e e SRR L s s B YesO Ne O

i understand the above information is necessary to provide me with dental care in 2 safe and efficient manner. | have
answered ali questions to the best of my knowledgs. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signaturs Date

'-[}entts.Sigﬂ I e i e s s Dalentn e e L
© Pride insﬂmm FORM 015 {11.07) 1.800.925.2600 woww.pridelnstitute.com




jom: HamE T
jani Ma i e ___..,_.._.Tuamcsl ert

Gsnt Account No. S T : R
. ! So that we may provide you with the 0est posiEE
= 1 Ty
Welcomel So is medicalldental bistory jorTm.

: iy
please complese both sides of th

. Jetely confidential
All information is compierety confidential.

YWhat Is the reason for your visit today?

Last Full Mouth Xerays

Last Dental Claaning

Date of Last Dental Visit
YWnat was done at your last dental visit?

Pravioys Denilist's Name Sl =
State p

Address

Telephone

How often do you have dental axaminations?
How ofien do you brssh your teeih?
Flave you evar used or are currently using topical fucride? YesONo)

How often do you fioss?

What other dental aids do you use? (interplak, toothpick, ele.)

Do you have any dental problems now? YesCho O

if yes, piease deseribe: AN
Are any of your teeth sensitive to: Have you ever had:
Holorcold?  YasOON thediont )
gtsuw;ni;é 'f";*: 8 ;\o 8 Crihedontic realment?  Yes ON O
el o Orai Surgeny?  Yes ONo O
Tk e 1& ngorG n:wlng;‘ ées O f:;o O Periodontal freatment?  Yes ON QO
: i Lo ncuth GiS Of us.d_ fastes?  YesQNo O Your teeth ground or the bite adiuste 0 Y
0 you irsquently get cc.'d‘fcres. blisters ¢r Abite pfa'é or n:cu?h ng.aj; Ysj 8’?08
any otier orat fesions? v : US i e o b Tl %
iy ower oraiesions?  Yas Qo O Aserious injury to the mouth o head? Yes Ot\o O

If 50, pleass describe, including cause

. Do your gums Bleed or burt? - Yes Qo O
Fidve YOUF parents experienced gqum dissase

crigothloss?  YesQONo O ;
Have you noticed any loose teeth or change r\ifckﬁ;?ﬁ gf:;fn;po?:f_nf:f; s ONo O
nyourbite?  Yes ONo gLl elaNe IBS N
Does food tend to Become oy o - Lowe Fain? {joint, ear, side of face)  Yes Qo O
CUP R B B e ,dbgh“ﬁ_‘eg\&een P\,”::‘ i’:n"l" s : ) ! j l‘t:
josteeth?  YesQNoQ e ) 7 OFRAING O closing e mouth?  Ves Oo O
25 A Diffculty in chewing on efther side of the mouth? Yes ONo O

if yas, where?

_______ 2 DR Headaches, neckaches or shoulder aches?  Yes Ol €
S0fe muscies neck, shoulders)?  Yes ONo 9]

i Do you:
VIBACH OF grne your teeth while awake or ssleap? Vg O i
‘. b GWGr amooy! =3 :IG X i '3 ) i
Bite your lips of cheeis eglany?  Yas ONo 8 ﬁ{zfg}fﬁ;&ﬁ&d_ws!?{:yagﬁ' i‘.ee{h‘a s oo
e ¥OUR3 yOu e 10 keep aif of your tesih all of your 67 Yes Oolo O
{pencils, pins, pins, naiis, fingernalls)  Yes O No @] Do you feel i
G 15, fI2isS, fihgemall No U0 you feel nervous abous naving denal # 7
_ I?J.‘qurh Dreathe wiie awake or asleep?  Yes ONo @) } if vsc&:ei{;* :‘: ximg {}?ﬂml freatmeﬂ:; 2N
SHave drec jaws, espacially in the moming?  Yes O O il T
10re O 1iave any oftier slesping disorders?  Yas ON -
- - L T A th 2 o NGO ave J8r b H i i )
STCHE/CEN 1092000 oF usa other iobaces producis?  Yes Oue 8 if y!idsfiiii‘;: :ﬂiglcrﬁean TR o
48 you ever been loid {0 teke a pre-medication prior to dental freaiment?
there‘ anything eise ahout having dantal treatment that you would like us to know? o
yes, pieasa descrbe R
SRR s L

(Piease compiste other side}
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John A. Dobry, DDS

15870 19 Mile Road, Suite 160 ® Clinton Township, MI 48038 ® (586) 286-0790

Financial Policy

Our office strives to provide the highest quality dental care at affordable prices. Our patients receive prompt atteption
and excellent service. We believe that a satisfied patient returns for additional services, refers others to the practice
and pays their bill promptly. To help maintain a good relationship with our patients, this office has adopted a written
financial policy. The purpose of this policy is to eliminate confusion or misunderstanding concerning financial
arrangements offered by our office. Our office communicates this policy to each patient.

For those with insurance benefits, we are happy to bill your insurance as a courtesy to you. Please note that your
insurance contract exists solely between you and your insurance carrier. We will file your insurance claim, but we
cannot guarantee any benefits. Your insurance plan is a benefit to you to help offset the cost of necessary dental care.
Ultimately, you are responsible for the entire cost of your dental therapies. Any questions or comments regarding your
benefits should be directed to your insurance carrier.

1. Payment at the time of service is expected, including the estimated portion of the amount that insurance does not
cover. Our office accepts the following payment methods: Cash, Check, MasterCard and VISA.

2. When the patient’s portion cannot be paid at the time of service and payment arrangements extend beyond 12
months, an interest rate of 9% per annum will be charged on ail outstanding balances.

3. A credit report will be generated on each new patient that is offered payment arrangements. A credit report
may also be gencrated on established patients, prior to extending payment arrangements. Payment history with
our office will be taken into consideration when establishing payment arrangements.

4. Interest of 9% per annum will be assessed on the patient’s portion of the unpaid balance as noted above (#2).
A writien, signed agreement will be completed at our office, which explains the number of payments, interest rate
and total interest to be paid over the term of the agreement.

5. A statement for services rendered will be mailed to you at the end of each month. Receipt of payment is
expected by the 10" of the month. The patient’s payment should be mailed with the top portion of the statement to
establish the proper crediting of the account.

6. Your account due is considered delinquent if the requested payment is not rcceived by the tenth (10%) of the
month. If payment is not received, a late charge of %% per month ($1.00 minimum) will be assessed and will
appear on the next statement. The annual percentage rate is 9%.

7. A $20.00 charge will be billed to your account for any check returned by the bank for any reason. We will
resubmit the check for payment to the bank one time. However, if funds are still insufficient, we will not accept
payments by check from you in the future,

8. There will be no charge for a broken appointment with 24 hours® notice. This enables us to fill the reserved
time slot from our list of patients who are able to come on short notice. Broken appointments with less than 24
hours’ notice will incur a $20.00 fee.

9. Delinquent accounts may be sent to a collection agency.

O Yes, | am interested in payment arrangements that may be made available to me in order to complete my dental
treatment.

| have read and understand the financial policy of Dr. Dobry and agree to all the terms described in it.

Patient Signaturc/Guardian Signature Date



John A, Dobry D.D.S.
15870 19 Mile Road Suite 150
586-286-0790

Fax: 586-286—3682
dr.dobry58@gmail.com

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name
patient number
Patient address

Patient phone number
| authorize the professional office of my dentist named above to release health information identifying me
{inciuding if applicable, information about HIV infection or AIDS, information about substance abuse
freatment, and information about dental health services}] under the following terms and conditions, The
person you can authorize my information are:

(Relationship to

P Date
(Narne or person)

(Relationship to

Pt Date




