
Wetcorneto 
The Dentist Cl Hard Rd. 

Dile -
PATIENT !NFQRMATION • 

Nana Hollll Phone ___________ _ 
Addr,-•• ---------------CellPhont ____________ _ 
Cir. WoltPhont~-----------Emal _____________ _ 
8lrtb Data UNl:--~--~~-------Cnle: .... ,.... 

DENTAL HISTORY 
Former0entiet,_ ______________ Phone~---------
Add1918~~-------------------------
Apprmcimata cJa c:1 m1 c1en1a1 ..,.. •• "----""""· -----------
Pl••· check (.J} If you hive had any probleml with the fallowing: 

Bad lnattu 0B111dlng gums 
• D Grtndlr.g teeth teeth 

or popping d jaw 
11111111

- or ,n 
Senlitlvlty to hot or cold or growth in mcuh 

Have you ever had UOIIINe or prolonged bleeding following a toolh extraction or other iljury? Y• D No 
Have you .,.. had tra Ible mocialed with prevloul denlal treatment? Yee o No 
Have you ever experienced dlzzineaa, fainting, or reaction to the Novocaine? Y• No o 
Are you weariV a removable dental appliance? Y• No 

lfyes. how old lsapplm? __________ _ 

MEDICAL HISTORY 
Physician'• Name. _____________ Phone Number _____ _ 
Date d last visit Have you had any serious Hlr.e11 or opendlo,11? 

lfyee, pl1111 epecifY, _____________________ _ 
AN you cwaailly taking.., m1dlcat1ona? Y• a No a 

lfyea, plew/lstal medlalltlons: ________________ _ 

Do you ...,,. .., ......... tD medicine? Noa 
lfyes, pleuellstsl ·------------------

Women: AreyoupNgnant? 
If yes, haw many monlhl? ~~---~----------Nurllng? Y• D No o 

T__, birth conbol pill? Y• D No D 
Pie•• chick (-J) If you hive had any of .. followlng~ 

POllive 0111111 Fever oTuberculolls 
H1artValvelJmts 0Herp11 

Mak• OAlttlllta 
DDiabetel Trouble DV.,.,.11 D111•1 Ploblema 

Dependent Blood 1'11111\n Cough OP8ychiltric Tntalment 
Alergy Valve Prolap11 Blood e•we ----

Habit 
. 

OHepalllls Dll1artMunnur 

Howdld you fl1aralNH,f •? Pt111e 1Plclty __________________ _ 
Th6 ilfonnallon gl\W1 above II accun11a to the belt~ my knolllldge. I undntlnd thll lnbmalion wtl be UNd by the denUlt 
1D help det8rmlne the approprlalll dlf dal tr•nent. If bn II..., change In my fflldlclJ lnfomlltlon, I wlll Inform 1he dlntllt. 
Palllnt...._.(PaNntorGuanlllnlf--, _______________ oar.. ____ _ 

Docton•~----------------------:Dale ____ _ 



Date 

The Den.mt.@ Bard Rd. 
1882 Bard Rd. 

Cohuabm, Oh 43235 
(61-1) 761-9393 

INSIIRANCEINFQRMATIQN 

------Patient Name ·-------------------SSN # ___________ DateofBirth 
Sex: Male Female ------
Marital statm: Sing)e_ Married_ 
Student: Yes No 

IfJeS, where do you attend school? __________ _ 
Do you have physical 01 mental disabilities? Yes_ No 

lmuranceCoJ11"'11y ________________ _ 
PolicyholderName _________ _:Date ofBirtb _____ _ 
Policyholder Social Security Number ___________ _ 
PolicyhoJderEq,loyer ___ ·•,, ____________ _ 
Employer Addtess _________________ _ 

Employer Phone Number _______________ _ 
EmpJoyment Status: Part time Full time_ 
Relatiomhip to policyholder: Self_ Spouse_ Child_ 

Otber_please specify _______ _ 

E-rpncy Comact (!lot IMng wltl, yo,,): 
Name ____________________ _ 
Relation ---------------------P hl ne Number __________________ _ 

As a courtesy 1o you, our office will bill your ins~ company for services rendered. 
The patient is responsible fi>r any deductible or co pay that applies. The deductible or co 
pay i, due at the time services are tendered. Patient • also iesponsible for any portion 
that is not paid by the insurance company. Returned checks will be subject to an 
additional $30.00 fee, and patient is responsible for all costs including cost of collection 
and attorney fees mr any unpaid amount 

I unders1and that ultirnarely I am responsible for making sure that my bill is paid within 
4S days fiom the time of service, regardless of imurance coverage. 

Sipatan ofrespomlble party __________ Da1e __ _ 



Consent for Uae and Disclosure of 
Personal HeaHh Information 

Th1a form autholizee ua tD 1M and dllcta your pcduld hedhfntannatron (PHI) for the pu,pc111 

hldhcai& ~•. lnlatment and payment actlvltiel. • 

Beroll llgnfng, pllue l'lid °"' Notice or Privacy Pollclet to gain a cu ur.chalandlng of how we ffll'J 

Ula Ind dild0le yow PHI. 

ForC11•tt0ne curNolicl of Privacy Pollclu. pie•• contact Tom a.v.n.. Your may rNCh -~ • 
Pracb Name: L WIiden. 0.0.S., Inc. • 
Tellphane Number: (81•) 351-0555 
Addl'lil: 1531 WtltBroact 8net 
Clty,S1allt, 2;1p: • COiumbus. Ohl043222-1043 

Patient's Conant 

Name: -----------
Adchll: --------
City:---------
. Telephone: ..,..__.,._ ____ _ 
Acccutt#; _______ _ 

State: __ _ 

E-mail-·---------
Social Security#: _______ _ 

I, ________________ have read your Notte» of Pfi"8CY PollclaB and 1 

con11rt to your uae of my PHI for the purpo••• of hellllaear. trutmentand payment 

acMlal. 

If t!!II consent Is signed by • personal reprauntlltlVe on behalf of Iha patle,,t. complale the fo~ 

PWIOllll Reprlilentalive'I Name: __________ _ 

Reladonlhfp·u:, Patient--------------

Acknowledgement of Receipt of 
Notice of Privacy Policies 

I, _______________ __, have received a copy of 

Jalfrey L Witten. O.O.S.. lnc.'1 Notk:a of Privacy Policile. 

Nama(prfrt) 

_Slgnatunt Oat9 

lf this consent Is lv,ed by a personal representative on behalf or the patient. c:ompleta the following: 

Penonal Reprwntatlve'I Nama: __________ _ 

Relationahipto Patient--------------

------- - • 
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