Thank you for choosing our practice, Please fill out this form as completely as you
can. If vou have any questions we'll be glad 1o help. (Please print)

Welcome

GS Dental LLC, 7910 Wyoming Blvd. Suite A, Albuquerque, NM 87109 _505-883-5835

PATIENT INFORMATION

Name Dr.[ JMre.| | Mrs. [ JMs. [ ]Rev.[ ] Other:

— o = [ 1Dr.[ IMe.{ [Mrs [ JMs. [ JRev.| |Other: ____ _
Address Gecupittion: [ 1Male { ] Female
City Stale Zip Hmti ()

Lmployer Wkit () Ext __ _.
Areyou: [ JMinor[ ]Married [ ]Single{ ] Divorced{ ] Widowed| ) Separated  Cell #( ) _ .
DOB: _ _/ /. SSN# E-mail @
Spouse’s Name
First Afl Last (i diltrent)
Spouse occupation Work phone Exi
Is patient a full time studem? [ ] No [ ] Yes:Name of school: ——— —
RESPONSIBLE PARTY (ir dilferent tham paticnt)
YOUR PREFERENCES
Name
First MI Last Do you prefer appointment reminders by:
Address [ ] Email { 1Phone [ ]Text
City State Zi
T e 'P Do you prefer 10 receive calls from our olfice at:
Hmé (__) [ 1Home [ ] Work [ 1Cell
Wk ()
Whom may we thank for referring you?
POB: / /
SSN# - =
T How do you wish to be addressed by our stafl?
Relationship:

INSURANCE INFORMATION
MEDICAL INSURANCE:

Subscriber’s Name

Relationship to patient:

DOB: / / Subscriber's SSNi

Insurance Company
DENTAL INSURANCE:

Insured Name

Policy i Group #

Relationship to patient:

Address

City State Zip

poB: / / SSN#

Insurance Company
DO YOU HAVE ADDITIONAL DENTAL INSURANCE?

Insured Name

Employer: .
Eff. Date: _ 7/ /

Group #
[ 1Yes| ]1No Ifyes, please complete the following:

Relationship o patient:

Address

City State Zip _ . _

DOB: / ! SSN

Insurance Company

Our practice Is one of the
most advanced CAD/CAM
practices in the US. We use
3-D CEREC technology to
produce ceramic
restorations in a single visit.

S AT S FLR

Employer:
Eff. Date: __/

Group

“Our prastice.is dedicated to helplug you
“have guod oral health for a lifetime.”




Time 4
/M GS DentallLC Date 7/19/2017
Eaglesoft Medlcal History
Patient Nama: BrthDate: Date Created:

Almwﬁldmmlwmmdmwnatmueahandumvwmh. your mouth is 8 part of yous entire body. Health problems that you may have, or macication that you may be taking, ¢

Are you under a physidan’s care now? )ves ONe Ifyes L

Have you ever been hespitaized or had a major cperation? CiYes O Mo 1yes

Have you ever had a serious head o neck infury?

o

Tives o Ifyes|

Nemhﬁmwm&n&u,p&.w&m? Oives EINe "ml

Do you take, or have you taken, Phen+en or Redux? Sives Mo Iyes [ E
Have you aver wm,m Actonal or 3 .o —:
mediations containing bisphosphonates? swomer  ives ety

Are you on a spedal cet? Tives iNo

Do you use tobacco? “aYes i No

Wemen: Are you,..

CPregnant/Trying to got pregnant? [rrsng? (] vaking oral contraceptives?

Ase you elergic to any of the folowing?

G Aspirin {TIpeniciin FlCodsine Baoyic

oMot Cuatex ) sulfa Orugs Fioce! Anesthetics

0o you have, or have you had, any of the folowing?

AIDSMHIV Positive <i¥es <:No | Cortisone Medidne 2Yes (INo  Homophiia Tives ©ONo  |Rediation Treatments “.Yes No
Altheimer's Disease Cives WINp  |Oabetes )Y¥es DiNo |Hepatits A )Yes ONo  |Recent Weight Loss iYes - No
Anzphylaxis Tives (ONo |Orug Addiction U)Yes C)No  |HepattisBorC T)Yes No  |Renal Dislysis CrYes - No
Anemia iYes (INo |Easly Winded CiYes CiNo |Hespes O)Yes € No | Rheumate Fever {Mes - No
Angina “i¥es {3No |Emphysema {Yes :No  |HghBlood Presaae t3Yes <No  |Rheumatom UiYes T No
ArthritisfGout “iYes <>No |Eplepsy or Seizures (1Yes ¢*No |HghCholestero! v)Yes No  |ScerdetFever trYes < No
Artifidal Heart Vaive “ves ()No |Excessive Bleeding <3Yes )No |bivesorRash {i¥es ©)No  |Shingles “oYes - Neo
Artfidal Jont Ofes iNo | Bxcessive Thirst {)Yes <INo |Hypoglycemia ZaoYes TiNo | Sidde Cel Disease Y3 - No
Astvma Yes (3No  |PantngSpelsizdiness  Yes ¢yNo [Lveqdar Heartbeat {1Yes CNo | SrusTrouble i¥es - Mo
B'ood Disease < Yes {INo  |Frequent Cough ) Yes {3No |Kdney Probiems TiYes CINo  |SpinaBifida TiY¥es - No
8lood Transfusien “Yes “)No |FrequentOiasrhea TiYes <INo  |Leukemia SiYes $HNo | Stomach/intestinal Disease : :Yes . No
Breathing Problems ives ¢5No | Frequent Headaches OvYes ONo [Liver Disease Cives O)No | Stoke iDYes ' No
Bruse Easly Cites OINo | GenitalHerpes Zi¥es ONo | LowElood Pressure FiYes ONo | Swelng of Limbs Ci¥es - No
Cancer DYes ONo | Glaucoms OYes CINo  |LungDisease {)Yes “;No | Thyroid Disease Jives . No
Chemotherapy )Yes <INo |HovFever OYes C)No | Mirel vaive Prolapse OYes ONo  |Torsdts Y5 . No
ChestPens ives (INp  |Heast AttackfFaduwe ©)Yes € )No |Osteoporosis £¥es OINo | Tuberadosis (Yes © No
Cold Sores/Fever Bisters  -">Yes ¢'No |HeartMumur OY¥es N0 |Penin Jaw Joints O¥es ONo  [Tumorscr Growths oYes Mo
Congenital Heart Disorder " ves <J}No |Heart Pacemaker ¢)Yes ¢)No |Pzrathyroid Disease ives O No  |Ulcers <iYes . No
Convudsions “ives (3No  |MeartTroublefisease  (yves N0 | PsycabizCare i'Yes ONo |VenereslDisease “Yes . No

Yellow Jaundce “Yes - No

Have you ever had any serious ness not isted above? Vi¥es (IND Ifyesl _ 1

Comments:

To the best of my knowledge, the questions on this form have been zcarately answered, [undarstand that providing incorrect information can be dangerous to my (or patients) hesith. Itls my
responshty to inform the dental office of any changes iy medical status.

Sgnatire of Patient, Parent or Guardian:

X Date:




GS Dental ~ Financial Policy

Our mission here at GS Dental is to help you afford the quality treatment
that you deserve. We accept Visa, Mastercard, Discover and American
Express. We also offer zero interest financing for up to 24 months to those
who qualify, or longer terms with small interest charges. These plans allow
you to make monthly payments. Application needs to made prior to your
appointment, and we usually receive approval in a short period of time.

We work with most dental insurers. Carriers vary, but we'll try to help you
get the most out of your particular policy. As a courtesy to you, we will
submit your claim forms for you, and answer any questions we can. Please
keep in mind that you are responsible for your total obligation should your
insurance benefits result in less coverage than anticipated. We do require
that you pay the portion that your insurance policy doesn’t cover at the time
of service. '

Any remaining balance after 60 days becomes your responsibility, regardiess
of insurance coverage. At that point, you will be charged 1.50% per month
on the remaining balance until it is paid in full.

Our goal is to provide you with the best possible treatment and the
time we reserve for you enables us to provide you with the care you
need. Any appointment broken without a 24 hour advance notice,
excluding a medical emergency, will result in a cancellation charge
of $50.00.

Date

Signature



