Town Square Dental

Joshua G. Neuman, DDS
830-538-2236

Patient Information (confidential)

Name Birth date / / SS#
Physical Address City State Zip
Billing Address City State Zip
Home Phone ( ) Cell Phone ( )

Circle:  minor single married divorced widowed  separated
Occupation if Student, Name of School

Circle: full time part time

Patient’s Employer Work Phone ( )
Business Address City State Zip
Spouse or Parent/Guardian name Employer
Work Phone ( ) whom may we thank for referring you?
Emergency Contact Name: Phone number: Relation:

Responsible Party

Name of Person Responsible for this account

Relation Birth date / / Driver’s License #

Address City State Zip

Home Phone ( ) Cell Phone ( )

Employer Work Phone ( )

Is this person currently a patient in our office? Yes No For your convenience, we offer

the following methods of payment. Please circle the option you prefer.
Cash Personal Check Discover/ MasterCard/ Visa Care Credit

Payment is expected in full at each appointment.

Dental Insurance Information

Name of insured Relation

Birth date / / SS# Name of Employer

Address City State Zip

Work Phone ( ) Insurance Company Group #
Ins. Co. Address City State Zip

Do you have any additional dental insurance? Yes No If yes, complete the following:
Name of insured Relation

Birth date / / SS# Name of Employer

Insurance Company Group #

Ins. Co. Address City State Zip



Patient Health History

Patient Name Date of Birth

Welcome to our office! Please fill out this detailed medical history so we are aware of any problems you may

have or have had in the past. If there is anything medically NOT listed on this form, please use the “Additional
comments” section to write in any other information. Thank you.

What Pharmacy would you like to use

Primary reason for this appointment

Name of your Physician(s)

Physician(s) phone numbers

Date of last visit to physician(s)

Are you in good health?

Have you EVER been hospitalized or had any surgeries? If so, list for what and dates.

Are you taking any prescriptions (including over the counter) If so, please list them and what you are
taking them for

Do you currently have or have you had any of the following in the past?

1. Damaged Heart Valves, artificial valves or heart murmur? .......cccccccveeeviieecvee e Yes NO
2. RheUMAtiC HEAIt DiSEASE. .....ccueeieeieseiiiie e e ertitr e e s e sttt e e e s s srtae e e e e sssar e e e e snssnaeeeeesnnteeeeesensnaneeesannnen Yes NO
G T Y o /1 oYY ol 1= o T 1= . Yes NO
N = [Te T T o] (Yo Yo I o1 /=11 U o < TSRS Yes NO
5. Heart trouble, heart attack, angina, or any other heart related condition ............c............ . Yes NO
ST @ o [T o X1 o oY I <)<= o [0 o USSR Yes NO
7. Shortness of breath after Mild @XerciSe ..o e e Yes NO
8. DO YOUN @NKIES SWEID ..ottt sttt te et e ae e steseen e saeneesaeneeneeneens Yes NO
9. Allergies to foods, plants, [ateX, EEC ... Yes NO
Please list

10, SINUS ErOUDBIE ...ttt sttt e st st e e te et e ene s e e e eseneeseeseneeseneeeene s Yes NO
11, ASthM@ OF N@Y fEVEL ..t sttt se et e e e e see e eeneeneaene Yes NO
12. FaiNting SPEIIS OF SEIZUIES ......oiuiiiiieiiee ettt st saeenesbeeneenea Yes NO

13, DHADELES ...ttt ettt et ettt e e st e ettt eeaa e e e e eate e ae e s aeeeabeeeareeaaeeatbeesrenesaearananes . Yes NO



14. Hepatitis, jaundice or IVEr diSCASE .......cooi it Yes NO
15. Frequent or reoCcurring MOUEN SOIES .......cciiiiiiiii et Yes NO
16. Thyroid ProbIEMS ...ttt e e e e e ae e neseeneseenees . Yes NO
17. RESPIratory ProbIEMS ...ttt ettt ne e eene e Yes NO
18. Arthritis or painful/SWOollEN JOINES ..c.oociii s Yes NO
19. Stomach ulcer or NYPEracidity .......cccooeoirei e Yes NO
20. KIiANEY TrOUDIE .....eeviee ettt et ettt ettt ettt e e e b e st eaeeseestens et ensensesesbeseneneens . Yes NO

B T U =Y ol U] o =3P Yes NO
22. Persistent couch or cough that produces blood .........cccceveiiiciie i Yes NO
23. Persistent swollen NECK GIANGAS ..ottt sttt te st stesresae e . Yes NO
24. Epilepsy or NeUrologiCal AISOFAEN .........cocciciiiiiiecece ettt ettt ettt ettt eresae e ebe e ene Yes NO
25. Problems with mental REAILH ........cciiieei e Yes NO
B = o Tl SO STERPR . Yes NO
27. Compromised IMMUNE SYSTEIM ....cviiiiceicectiee ettt ettt et ssese st e e s e s e e s tennan s Yes NO
DS TR 1 =W Tl o o Y- ISR Yes NO
bAe T oY [ oY ol /=Y o] F=Tel=T a a =1 ) (AP Yes NO
10 = =Yoo TeY o =] IO Yes NO

O I o AV AV o W=y AN RSP ORUPN Yes NO
G272 o\ VK- ] a To ] o 1= I o] 1=TTa [ 1o T 0SS Yes NO
33. Have you ever had a blood transSfuSIiON ..........ccoceieiiriieieie e . Yes NO
34. Anemia or other blood iSOIEN ......c.ciiiiiei et Yes NO
35. Have you ever had treatment for a tumor or growth ... Yes NO
Are you allergic or have you had a reaction to:

(e Yot | AN aT=T 1T ot ST . Yes NO
PeNICIliN OF @NTIDIOTICS .voviiieiiiiesee ettt sttt seseeneebenesse s esesseneesene s . Yes NO
18117 Te T 1SS . Yes NO
Barbiturates or sleeping MediCatiON ..o ettt see e seeneenes Yes NO
XY o 1 o SRS Yes NO
o Yo 1o V=SSR Yes NO
(0o [T o I oT gl o] a 1T ol =Yoo o [oX= S Yes NO
Other medical condition not listed above, please list

Do you now or have you ever used tobacCo ProduUCES ..........ccccviriiiriiiiieree e . NO
Have you ever had complications with previous dental treatment ..........ccocoveveiieeii e, NO
If yes, please explain

DO YOU WEAIN CONEACE IENSES ....ouviveeieeiiiete ettt ettt sttt st et e et e s be st e et e sbesbeebeebesbesbestesbesrestentens NO
Are you wearing removable dental @pPlAnCES ......cooeoiceieciecece ettt s Yes NO



Do you snore at night? Yes NO

Do you use a CPAP Yes NO
Was it ever recommended to use a CPAP at night? Yes NO
Has anyone ever told you that you snore? Yes NO
Women:

F N SRV 1Vl oY =Te 1 1 =1 ] APPSO Yes NO
AN IV T o 11 =] 1o Ve . Yes NO

Additional comments

Additional questions you have for the dentist

24 business hours is required to cancel any appointments in our office. A $50 cancellation
fee will be assessed to your account. If your appointment is canceled the day of, there will
be a $100 cancelation fee assessed. These fees are not a refundable fee.

If you are scheduling treatment there is a deposit required of half (1/2) of your patient
portion due prior to scheduling.

Balance is due at the time service is rendered unless other arrangements have been made previously. We file with
Insurance as a courtesy; however, if Insurance doesn’t submit payment or is denied for any reason, it is ultimately the

patient’s responsibility.

I certify that I have read and understand the above information and have been as thorough as possible. I have accurately
answered all questions correctly to the best of my knowledge. I understand that providing false information could be
dangerous to my health. I will not hold my dentist or any staff member responsible for an error or omission that I may

have made in completing this document.

Print Patient Name Signature of patient or guardian Date



