Welcome Ed Samra, D.D.S.

@atient Information (Confidentia

Name: B e () Male () Fenale
Binhdate: /| Age “Soc. Sect

Address: City e
Phone: Work Ph Cell7_

‘Would you Tike 1o be contacted via e nuvl for your appointments or treatment? () Yes () No

If Yes: Please provide your e-mail ad

thkapnmyﬂm:box S Vi) e 0 Wartad (3 Divored () Separed ( Widowsl
mplo Phone:

. ow crenty ‘es ()No_ Name of School

student? () Y
How were you referred to our office: _

In case of an emergenecy conict ~Phone: _____ Relaionship:__
Responsible Party

s s o heck e () SlPSamo s sbove

e

Employer

Relationship 1o p oo

Insurance Information

I same as above check here: () SelfSame as above
v Birthdate:

Insured Name &
Employer: —___Phone
Insurance Company: _ Group #
Insurance Company Phot = patient
1f You Have 1 age Please Notify The Front Qffice
1

Signature:




PATIENT HISTORY
Patient Name: Date__/___ 10

‘DentalHistory
ey g it e bl e
. how long have you expeienced tisproben:

e you having pai st s Fre o
Tl youever b advised hit 3o e g Gese? Dt Name Yes/ No
How ofin do you brush yourecth
How ofin do you floss your et
Doy gums isd? I e, when? B B 1)
= Yes/No
Do you have ny loose teeth? 1 yes, where T Yes/No
Do yos o e ki, pogpg e e o o —YelNo
Dojou i your wt — 73
e e/ No
Whars e e s f o s e B S =
What i e o o o o e
e o e i e e e pei=r Yes /o
When wasyour st enal vii?
How oen o you e 8 denst for profesona e evices?
‘Medica History
Are you currenty nder the car ofa physcin? e, why! Yes/No.
£y, why7 = Yes/No
A orjaw? Iryes, whe Yes/No.
Do you curently moke? 1 yes, how many clgaretespacksper day?. —va
e youtking ry meicsions il r g 0 vt Yes/No
heen asked o pre-medicate for dental sevices? Iy, why Ya/No
Do bae? prviec . Jomt proshess. - bons ks st o7 Yaa/No
Aol o o o s 5 lyes what?. Yo
s ) g ) Coe )Lt () Vis ) Al ) OB m
st A you et 1 1 4 s, s st E—T
Do e o e b el P il e/ N for
R T e e frotromg

correct. 11
responsiily 1 nform the dentist and sal immediaely.

S - PERil iy

[rems




ED SAMRA, D.D.S
INFORMED CONSENT

Iniial Y understand that the dental offcc() of Ed Samra, D.D.S. will take the

denal prophyls i he bsnce o um
Intal understand that the dental of

1o my dentl insurance carrier as a courtesy

nsurance carier does not remit payment

074 Samr, DD, il bt cli

inmedige pryment
" undersand that delinquent blances over 30 days willincur a lae charge of

Tnital
4
remaining

ot T offie by te st of
e ®

S,
amouttmus b paid n it 0oy
anderstund that ay o s canelled withou 24 bours e
mlnxmu:d 5y account & SS000 Shargs forsach hour miss

T s et e et e b 0 53500 .

AUTHORIZATION FOR SIGNATURE ON FILE (nsurarce paierts onl)
Releaseof Information Financial Responsibilty Pay

: andior by
authorize the demal offee() of Ed Samrs, D.D.5 0 affx my name t any and al claims or
employment with I
i
be paid direly o the
Ed Samra, DDS. 1 fees and will agre

ity deval pln

xtent under applicable . | authorize the relcase of any info
vl rom s e

With the dental office(s) of Ed Samra, D.D.S.

This

Tothe
on relating o the claim
elationship

am inancially responsibl for allcharges incurred by
the above listed polcies of
Oy s, DL s b abg elow e o e cch ol

sign
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