Patient Information

Karen P. Meyers, D.D.S.
1875 Southfield Road
Birmingham, MI 48009 e 248-646-2450

Dental Insurance

Today’s Date

Patient Name

Address

City

State Zip

Home Phone

Work Phone

Cell Phone

E-mail

Preferred phone # to confirm appointments

Sex OM [OF Age
Birthdate

Social Security Number

O Married 1 Single

Occupation

[ Minor

Employer

Address

Emergency Contact

Home Phone

Work Phone

Cell Phone

Spouse’s Work

Spouse’s Cell

Whom may we thank for referring you?

Insurance Co.

Enrollee ID

Group #

Is patient covered by additional insurance? O Yes [ No

Subscriber’s Name

Relationship to Patient

Birthdate Social Security #

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| t_:tehrtify that I, and/or my dependent(s), have insurance coverage
wi

and  assign

Name of Insurance Company(s)

directly to Dr. Karen P. Meyers, D.D.S. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand
that | am financial responsible for all charges whether or not paid
by insurance. | authorize the use of my signature on all insurance
submissions.

The above-named dentist may use my health care information
and may disclose such information to the above-named Insurance
Company(s) and their agents for the purpose of obtaining
payment for services and determining insurance benefits or the
benefits payable for related services.

Signature of Patient, Parent, Guardian or Personal Representiative

Who is responsible for this account?

Relationship to Patient

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Dental History

Reason for today's visit Burning sensation on tongue I Yes Mouth pain O Yes
Cigarette/pipe/cigar smoking OYes Orthodontic treatment O Yes
Bravious Danfist Clicking or popping jaw O Yes Pairl around ear O Yes
Citv/Stat Dry mouth [ Yes Periodontal treatment O Yes
ity/State ) Fingernail biting O Yes Sensitivity to cold Ll Yes
Date of last dental visit Food collection between teeth [ Yes Sensitivity to heat 1 Yes
Date of last dental X-rays Grinding teeth O Yes Sensitivity to sweets O Yes
Place a mark on “yes” to indicate if you have Growth in mouth O Yes Sensitivity to biting/chewing O Yes
had any of the following: Gums swollen or tender O Yes Sores or growths in your mouth [ Yes
Bad breath [ Yes Jaw pain U Yes Tooth Pain O Yes
Bleeding gums O Yes Lip or cheek biting [ Yes
?
Blisters on lips/in mouth O Yes Loose teeth O Yes Ha it do ol ass?
Broken fillings O Yes Mouth breathing O Yes How often do you brush?

= i




Health History

Medical Doctor's Name

Address
Place a mark on “yes” to indicate if you have had any of the following:
Acid Reflux O Yes Epilepsy [ Yes
AIDS/HIV [ Yes Fainting or dizziness O Yes
Anemia [ Yes Glaucoma [1Yes
Arthritis [ Yes Headaches LI Yes
Artificial Heart Valve [ Yes Heart Attack [J Yes
Artificial Joint L] Yes Heart Problems [] Yes
Asthma [1Yes Heart Valve Replacement [ Yes
Back Problems [ Yes Hepatitis Type Ll Yes
Birth Control Pills ] Yes Herpes [ Yes
Bleeding abnormally, with [ Yes High Blood Pressure [0 Yes
extractions or surgery Insulin Dependent O Yes
Blood Disease [ Yes Jaundice [l Yes
Cancer [ Yes Jaw Pain [ Yes
Chemical Dependency [ Yes Joint Replacement [l Yes
Chemotherapy O Yes Kidney Disease [ Yes
Circulatory Problems [1Yes Liver Disease Ll Yes
Congenital Heart Lesions I Yes Low Blood Pressure 1 Yes
Contact Lenses [1Yes Mitral Valve Prolapse [1Yes
Cortisone Treatments [ Yes Nervous Problems [ Yes
Cough, persistent or bloody [1 Yes Organ Transplant [ Yes
Diabetes O Yes Pacemaker [ Yes
Emphysema [ Yes Pregnant? Due Date

Phone

Psychiatric Care
Radiation Treatment
Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stent

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis
Tuberculosis

Tumor or growth on head or neck
Tumor or growth in mouth

Ulcer
Venereal Disease
Weight Loss

Medications

Allergies

[ Yes
[1Yes
[ VYes
1 Yes
[ Yes
1 Yes
1 Yes
[J Yes
[ Yes
[ Yes
1 Yes
O Yes
[J Yes
1 Yes
L Yes
[J Yes
[l Yes
[ Yes
L1 Yes
[ Yes
[ Yes

Pharmacy Name

Pharmacy Address

Pharmacy Phone

List any Medications — Vitamins — Supplements you are taking:

[ Penicillin

O Erythromycin
[ Clindamycin
[0 Azithromycin
[ Clarithromycin
1 Keflex

[J Tetracycline

[J Sulfa

[ Aspirin

[ Codeine

[J lodine

[ Latex

[0 Local Anesthetic

1 Other:

Patient Signature

Print Name




L
Karen P. Meyers, DDS

Welcome to our dental practice. We look forward to serving you for all your dental needs. Our
mission is to provide quality comprehensive care in a convenient and comfortable setting. We
strive toward creating a patient friendly and family friendly environment. Please feel free to
inquire about any service or oral health question at any time. We hope to make your visits with
us as pleasant as possible.

FINANCIAL POLICY

=

Payment is due at the time services are rendered. Payment may be made by cash,
check, MasterCard or Visa.

2. If you have dental insurance, we are happy to work with your carrier to maximize your
benefits and directly bill for reimbursement for your treatment.

3. We will provide your insurance company with all available information to enable you to
get the most coverage from your policy.

4. For dental services requiring multiple visits (e.g. crowns, bridges and root canals), 50%
of your payment, or copayment, is due at the first visit and 50% at the completion of the
procedure.

5. Please notify us at least 24 hours in advance of any appointment change or cancelation.
A S50 charge will be applied to your account for any missed appointment or cancellation
with less than 24 hours notice.

6. A fee of S30 will be assessed for any returned check.

7. If you require other financial arrangements, please speak with the office manager
before treatment begins. We do offer a payment plan through a third party: Care
Credit offers interest free payment plans for us up to 6 months.

8. If we do not receive payment from your insurance carrier within 60 days, you will be

responsible for payment of your treatment fees and collections of your benefits directly

from your insurance carrier.

| have read and agree to follow the above financial guidelines.

Signature:

Date:




