HEALTH HISTORY

Physician’s Name__________________________________________________________ Date of last visit ______________________

Place a mark on “Yes” or "No” to indicate if you have had any of the following:

	AIDS
( Yes  ( No

Anemia
( Yes  ( No

Arthritis, Rheumatism
( Yes  ( No

Artificial Head Valves
( Yes  ( No

Artificial Joints
( Yes  ( No

Asthma
( Yes  ( No

Back Problems
( Yes  ( No

Bleeding abnormally, with

extractions or surgery
( Yes  ( No

Blood Disease
( Yes  ( No

Cancer
( Yes  ( No

Chemical Dependency
( Yes  ( No

Chemotherapy
( Yes  ( No

Circulatory Problems
( Yes  ( No

Congenital Heart Lesions
( Yes  ( No

Cortisone Treatments
( Yes  ( No

Cough, persistent or

Bloody
( Yes  ( No

Diabetes
( Yes  ( No

Emphysema
( Yes  ( No

Do you wear

contact lenses?
( Yes  ( No

Epilepsy
( Yes  ( No
	Fainting or dizziness
( Yes  ( No

Glaucoma
( Yes  ( No

Headaches
( Yes  ( No

Heart Murmur
( Yes  ( No

Head Problems
( Yes  ( No

Hepatitis
( Yes  ( No

Type_______________

Herpes
( Yes  ( No

High Blood Pressure
( Yes  ( No

HIV Positive
( Yes  ( No

Jaundice
( Yes  ( No

Jaw, Pain
( Yes  ( No

Kidney Disease
( Yes  ( No

Liver Disease
( Yes  ( No

Low Blood Pressure
( Yes  ( No

Mitral Valve Prolapse
( Yes  ( No

Nervous Problems
( Yes  ( No

Pacemaker
( Yes  ( No

Women

Are you pregnant?
( Yes  ( No

Due date_____________

Are you nursing?
( Yes  ( No
Psychiatric Care
( Yes  ( No
	Radiation Treatment
( Yes  ( No

Respiratory Disease
( Yes  ( No

Rheumatic Fever
( Yes  ( No

Scarlet Fever
( Yes  ( No

Shortness of Breath
( Yes  ( No

Sinus Trouble
( Yes  ( No

Skin Rash
( Yes  ( No

Special Diet
( Yes  ( No

Stroke
( Yes  ( No

Swelling of Feet
or Ankles
( Yes  ( No

Swollen Neck Glands
( Yes  ( No

Thyroid Problems
( Yes  ( No

Tonsillitis
( Yes  ( No

Tuberculosis
( Yes  ( No

Tumor or growth on

head or neck
( Yes  ( No

Ulcer
( Yes  ( No

Venereal Disease
( Yes  ( No

Weight Loss

Unexplained
( Yes  ( No

Other, please explain __________________

___________________________________


	MEDICATIONS

List medications you are currently taking:

________________________________________________________
________________________________________________________

________________________________________________________

Pharmacy Name___________________________________________

Phone___________________________________________________
	ALLERGIES

( Aspirin

( Barbiturates(Sleeping pills)

( Codeine

( Iodine

( Latex _______________
( Local Anesthetic 

( Penicillin

( Sulfa

( Other__________________
________________________



	I hereby apply for treatment by the above dentists, their associates and/or assistants. Treatment may include x rays, injections and/or such other office procedures they deem necessary.

If health care workers are accidentally exposed to my blood or body fluids in the course of providing health care to me. I agree to have my blood tested for any infectious disease which might be transmitted to them through this exposure, including HIV/AIDS and hepatitis.

Payment policies of Drs. Lefcoe, Weinstein, Sachs and Schiff have been explained to me, and I hereby acknowledge and accept responsibility for payment of all charges incurred with the above dentists, acknowledging that they may obtain a credit report in order to establish credit.

It is understood that this responsibility extends to the total charges without regard to possible insurance benefits, and that any insurance benefits which may be provided will be considered part of my financial resource only and will not waive my responsibility. If payment for such medical services is not made when due, the undersigned agrees to pay all costs of collecting the medical bill, including 33 1/3% attorneys fees and costs, skip tracing and third party services. I have read and fully understand the meaning and consequences of the above statement. INTEREST RATE: 1 1/2% PER MONTH (Equivalent 18% APR) on that part of accounts due over 60 days (Minimum interest rate. $.50).

PATIENTS WITHOUT INSURANCE

PAYMENT IS DUE AT THE TIME OF THE VISIT UNLESS PAYMENT ARRANGEMENTS HAVE BEEN SET UP

A charge of $25.00 will be made for appointments broken or Canceled without 24-hour notice.

A Charge of $25.00 will be made for returned checks.




	PATIENT_________________________________________________

GUARANTOR_____________________________________________
	RESPONSIBLE PARTY___________________________________

DATE_________________________________________________

















