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INSURANCE CO.

PRE. AUTH. DATE SENT

NAME

DATE REC.

HOME PHONE BUS. PHONE

UNION

~10000000 00000000

E
RIGHT LINGUA
T S R Q ]

32 31 3o 29 28 27 26 25
8

~00000000
7 6 5 4 3 2 1
ORAL TISSUE EXAMINATION ™ INFLAMMATION OF
LIPS GINGIVAL TISSUE [ SULIGHT
MODERATE [J SEVERE
CHEEKS ORAL HYGIENE O
TONGUE CALCULUS [ SLIGHT
FLOOR OF MOUTH O MODERATE ([0 SEVERE
PALATE _ RECESSION (O SLIGHT
TONSILLAR AREA [0 MODERATE [0 SEVERE
ToOTm DESCRIPTION OF SERVICE DATE SEAVICE
® om [SURFACE (IMCLUDING X RAYS PROPMTLAXIS MATCRIALS USED (TC) PERFORNED
p 1t LINE NO MO DAY YEAR

FINANCIAL AGREEMENT

DATE
NAME
DR
# VISITS
PREPARED BY
The named procedures. nsks. and

alternatives have been fully expiained and |
hereby consent 10 the proposed treatment

I also understand that I'm hnancially

responsible for any charges not| paid by the
insurance Company

SIGNATURE

4 _.__4,_4-__1 S O
bt =+ 4 ~+ -t |t - -t -] 4- |-

© MDF, 1998, 1-800-526-4460 FORM #2520C



Date of
Service

TOOTH
#

TREATMENT RENDERED

Dr.
FEE Iritials

I have been made aware that Dr. Steven Facior's Priva.,
posted & a copy is available upon request

Print Name:

Signature:

Date:




LAST NAME FIRST NAME DATE OF EXAM

MEDICAL HEALTH HISTORY DENTAL HEALTH HISTORY — CHILD

General heaith . How long since your last dentat axamination?
O excellent [ good I fair [ poor

. Wh ost abo hild‘s dental health?
Who is child’s physician? 2 at concerns you most about your child’s dental healt

Address?

When did child have last complete physical examination?

Does your child ever have dental pain? If so when?
Is child being treated for anything now?

. Did child ever have a negative dental experience?
Did child ever have AIDS or HIV + Discuss
Kidney disease
Diabetes
Rheumatic fever
Hepatitis
Liver disease
Tuberculosis

Anemia Bone disorders
Asthma Endocrine

Heart trouble [J Arthritis . . Has the patient had any injuries to the face?

Epilepsy/convulsions {J Broken bones (Please Check)
Speech impediment ] High fever €] mouth [ teeth 1 face
Hearing problem () Other

O0oooooo

Has the patient ever sucked a thumb or fingers?
Until what age?

Is child sllergic to
O Penicilin O Codeine [0 Novocaine [ Other

Does the patient have any speech problems?

Is child taking any medications now? ]
if so. what? . Is the patient a mouth-breather?
While awake? ________ While asleep? ______

Does child have any allergies?

Has the child had teeth removed?

Is child subject to prolonged bleeding? . Has child had orthodontic treatment?

- . How often does your child brush?
Does child have any emotional problems? Floss?

. Has child received any fluoride treatment?
| VERIFY THE ABOVE AND GIVE MY CONSENT FOR TREATMENT O pill/vitamins O topical [ water

.

PARENT OR GUARDIAN'S SIGNATURE

Are you happy with the appearance of child’s teeth?

© MDF, 1978



