
Patient’s Name: Preferred Name:

Address: City: State: Zip Code:

Home Phone: Bus. Phone: Ext #:

Cell Phone: eMail Address:

Social Security No: Drivers License No:

Date of Birth: Sex: Male Female Marital Status:

Patient’s Occupation: Employer:

Business Address: City: State: Zip Code:

Spouse’s Name:

Spouse’s Occupation: Employer:

Spouse’s Bus. Address: City: State: Zip Code:

Spouse’s Bus. Phone: Extension:

Spouse’s Cell #:

Children (Names & Birth Dates):

Patient’s Special Interests:

If Patient is a Minor: Age: School Attending: Grade:

Mother’s Name

Mother’s Address:

Father’s Name:

Father’s Address:

I hereby authorize Ruth H. Clemans D.D.S. to treat the above named child and I accept responsibility for payment in full. I further authorize Dr. Ruth Clemans, any employee or agent of Elite 
Dentistry to take any necessary radiographs for diagnosis and treatment purposes. Similarly, I authorize the same employees or agents of Elite Dentistry to administer fluoride at recare visits.

Guardian’s Signature Date Relationship to Patient

Person Financially Responsible for Accounts:

Name: Birth Date: SSN:

Phone #’s: Work: Home: Cell:

eMail Address:

Address:

Drivers License No: Relationship to Patient:

Please indicate how you would prefer to pay: CASH PERSONAL CHECK MASTER/VISA CARD

Payment is due in full at the time of the appointment unless prior arrangements have been made in writing.

Do you have the benefit of Dental YES NO

To help our patients maximize their dental dollars in affording their dental health care, we may accept assignment of insurance benefits. The balance for treatment you or your family receive is due at the time 
of service. To assist you in filing your insurance we will need your complete insurance details. Your insurance policy is a contract between you and your insurance company. If your insurance company has not 
paid on your claim within 45 days, the full balance will automatically transfer to you and be immediately payable.

Please initial to acknowledge notice that Dr. Clemans and Elite Dentistry are not Medicare providers and does not accept Medicare fees or benefits at this office.

For insurance purposes please sign below:

I authorize release of any information relating to this claim. I understand that I am responsible for all costs of dental treatment:

Signed (Patient or Guardian if Patient a Minor.) Date

Person to contact in case of emergency:

Name: Phone No:

Address: City: State: Zip Code:

Closest relative not living with you:

Name: Phone No:

Address: City: State: Zip Code:
Next page for Health History........
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Reason for today’s visit:

Who may we thank for referring you:

Have you been hospitalized during the last two years: YES / NO Reason:

In the last 2 yrs, have you been under the care of a doctor: YES / NO Reason:

Physician’s Name: Physician’s Phone #:

Physician’s Address:

Are you currently taking any medication: YES / NO If YES, please indicate the type, dose, frequency and reason it is being taken.

Are you ALLERGIC to, or have you ever reacted adversely to any medication or substance: YES / NO If YES, please detail on next line:

Indicate which of the following you have had or have at present?  Cross (X) “Y” for YES or “N” for “NO” to each item. Cross “Y” and “P” if you have at present:

Heart Failure:... Y / P / N Drug Addiction:... Y / P / N Hepatitis A (Infectious):... Y / P / N

Heart Disease or Attack:... Y / P / N Stroke:... Y / P / N Hepatitis B (Serum):... Y / P / N

Angina Pectoris:... Y / P / N Artificial Joints:... Y / P / N Hepatitis C:... Y / P / N

Congenital Heart Disease:... Y / P / N Kidney Trouble:... Y / P / N Venereal Disease:... Y / P / N

Heart Murmur:... Y / P / N Ulcers:... Y / P / N AIDS or HIV positive:... Y / P / N

High Blood Pressure:... Y / P / N Diabetes:... Y / P / N Cold Sores / Fever Blisters:... Y / P / N

Arteriosclerosis:... Y / P / N Thyroid Problems:... Y / P / N Blood Transfusion:... Y / P / N

Mitral Valve Prolapse:... Y / P / N Glaucoma - Narrow/Wide:... Y / P / N Hemophilia:... Y / P / N

Artificial Heart Valve:... Y / P / N Cosmetic Surgery:... Y / P / N Anemia:... Y / P / N

Defibrillator / Pacemaker:... Y / P / N Emphysema:... Y / P / N Liver Disease:... Y / P / N

Heart Surgery:... Y / P / N Tuberculosis:... Y / P / N Epilepsy or Seizures:... Y / P / N

Rheumatic Fever:... Y / P / N Asthma:... Y / P / N Fainting or Dizzy Spells:... Y / P / N

Arthritis:... Y / P / N Allergies or Hives:... Y / P / N Nervousness:... Y / P / N

Rheumatism:... Y / P / N Radiation Therapy:... Y / P / N Psychiatric Treatment:... Y / P / N

Cortisone Medicine:... Y / P / N Chemotherapy:... Y / P / N Y / P / N

Osteonecrosis of the Jaw:... Y / P / N Taken Bisphosphonate Meds:... Y / P / N Y / P / N

Have you ever been diagnosed with cancer or a tumor: YES / NO Details

Do you use any tobacco based products: YES / NO Are you interested in quitting: YES / NO

If “YES” above, Indicate daily quantity: What do you use:

Do you have any problems with: SNORING DAYTIME SLEEPINESS or APNEA Are you allergic to latex: YES / NO

Do you have, or have you had, any disease, condition or problems not listed: If “yes” please detail here:

WOMEN ONLY: Are you Pregnant: YES / NO Are you Nursing: YES / NO Do you use Birth Control Pills YES / NO

C O N S E N T

I understand that the above information is necessary to provide me with Dental Care in a safe and efficient manner. I have answered all questions truthfully and to the best of my knowledge.

I, the undersigned, hereby authorizes Dr Ruth H Clemans (the “Doctor”), Elite Dentistry and/or any employee or agent of Dr Ruth H Clemans and/or Elite Dentistry, (hereinafter collec-
tively referred to as the “Practice”) to take radiographs, study models, photographs, or use any other diagnostic aids deemed appropriate by the Doctor to make a thorough diagnosis of 
my, or my dependent’s, dental needs.  I also authorize the Practice to perform any and all forms of treatment, medication or therapy that may be indicated with the above named patient 
and further authorize and consent that the Doctor may choose and employ such assistants as deemed appropriate. 

I understand the use of anesthetic agents embodies a certain risk including, but not limited to transient or permanent numbness.
I understand and authorize the use of any of my, or my dependent’s photographs, radiographs or models for educational, demonstrational or promotional use.

I understand that the responsibility for payment for Dental Services provided by the Practice, in their office, for myself and/or my dependents, is mine, and that payment is due and 
payable at the time services are rendered; unless prior financial arrangements have been made and agreed upon, in writing. I further understand that a one and a half percent (1.5%) 
finance charge per month (18% per annum) will be added to any balance outstanding over forty-five (45) days. In the event of default, I/We promise to pay legal interest on the indebted-
ness together with such collection costs and reasonable attorney fees as may be required to effect collection of this note.

In the unlikely event that I, the patient, or the guardian of a patient, has a dispute with the Doctor or the Practice, I hereby agree that the dispute shall be settled by arbitration.
By signing this consent form, I agree to be bound by its terms and acknowledge that I understand the meaning of each clause. I state that I am authorized and have the capacity to enter 
into this agreement. All my questions have been satisfactorily answered.

/ / 20
Patient Date Witness

Responsible Party for Patient: Relationship:
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