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STEVEN P. WALKER, D.D.S.
| 207, 4th Stroct
“Gheswgiags gg&ﬁgg?' 2343 PATIENT REGISTRATION p
First Name; Last Namex: Middle Initial;
Fatlent l;?c:- [ Palicy Holder Prefarred Nams:
O Rasponsible Party
Referred by:
—Rasponsible Party (If someone other than the patient)

Firat Nama: Last Name: Middle Initial;
Address 1: Address 2:
Clty, State, Zip: ‘ _
Hnmai Phone: Work Phone: " Ext Callular:
Bitth Date: Soc, Sec, : Driver's Lic:
Q Ra'sponsibla Party Is alac a Pollcy Holder for Patient O Frimary Insuranee Polivy Holder © Saecondary Ingurance Policy Holder

—Pationt Information

Addrass 1: Address 2:

City: | State / Zip:

Home Phone: Work Phane: Ext: Cellular:

Sex: P Male O Female Marital Status: O Mamled O Single O Divorced O Separated O Widowad

Birth l?ate: Soc, Sec. : Drivar's Lic:

BestPlacetocall: O Home O Work . O Celf phone Besttimetocall Omoming O evening
—ection 2 = - Section 3

QOccupation:

Empl:lhymant Status: O Full Time O PartTime O Retired Emergency Contact;

Studeht Status: QFullTime Q Part Time

F'rlma'ry Care Physiclan:

Phone Number: Relationship:

Prafe' ad Hygilenlst: Ehona Number:

'Prafe?-ed Phammacy: ’

—Primary Dental Insurance Information

_ Relationship to Insured: O Seif O Spouse O Chlld O Other

Nama of Insured:
lnsurald Soc, Seo; Ingured Birth Date:
émplclyar: Ins Company:
Address: Address:
A+idress 2: Address 2:
City, Stata, Zip: Clty, State, Zip:
Employer 10; Insurad ID #:

—Sacondary Dental [nsurance Informatlon

Nama of Insurod:

Relationshlp to Insured: O Self O Spouse O Chid © Other

Insurad Soc., Sec: Insurad Birth Date:
Emplc!ryar: ins Company:
IAddraBa: Address:
Alr.ldress 2 Address 2
Clty, State, 2Zip: City, State, Zip:
Emplcryﬂr iD: Ingurad ID # :
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| |

Althuu'gh deiital parsonnal primarily treat tha area in and around your moﬁ}n, your mouth [s & part of your entire body, Health prablems that you may
have, arrmodication thet yau may be taking, could have an important Intaralationship with the dentistry you will racalve. Thank you for answering the

fotiowing questions, )
Are you yndar a phyalolan's care now? O Yas O No I yan, pldaao oxptaln;
Have yuu beon heonpitnlzed or had a majer operation? O ves ONo Ifyes, piaﬂw explain:
Have you gvar had a acrious haad or neck Injury? O Yoa O No i yon, plgano explain:
- Hava you taken Phen-Fon or Rodux for welght loss? O Yas O No
Are you on a spacial diot? Ovas O No
Do you use tabacco? O Yas O No
Do you yso controliad substances? : Q Yoz O No
Ara you taking any maedizaiions, pits, or dniga? O Yoz O No  Ifyos, pldnan liat balow:
Medications: '
. P
. Women: Are you
Pregnant/Trying to get pragnant? O Yas © No . Taking oral contrmcepives? O Yes QO No Nureing? O Yos O Mo

~ Are you zllerglc/sensitive to any of the followlng? '

LI Aspirin O Penicillin fl Codelne - B Acryllc
O Matal O Latex. . [ Local Anesthetics - 3 Other

— Do you have, or have you had, any of the following -

AIDSMHIV Positive O Yas O No | Cortisone Medicine () Yan O No | Heart Troubla/Disasse O Yea O No | Recant Walght Lass O Yea O No
Alzhelmer's Diseasa Ovan O No | Plabatas C Yea {0 No | Hemaophila : () Yes O No | Renal Dialysla O Yas O No
Anaphylaxlz OYes O No | Drug Addletion O Yo O No {{Hepalltia A Q Yes O No | Rheumatle Faver O Yaa O No
Anemia OYos O No | Enmslly Winded . O Yes O No | {Hopatltia B or & © © Yes Q No | Rhoumatiom O Yas O No
Anglna O vea O No | Emphysema . OYoa O o |{Herpes O Yen O No | Searlat Faver " OYes O No
ArlhrluuGluut : C Yon O No | Epllepay or Solzuras O Yas O Mo | {High Bloed Freasure O Yas O Mo | Shingles © Yos O No
Adificlal Hoart Valve C Yos O No | Excosnivo Bleoding O voa O No |{Hives or Raeh O Yas O No | Sickle Call Dlsensa O Yoz O No
Artificial Joint O vas O No | Excessive Thirst O Yaa O No | {Hypoglycemlia © O Yos O No | Sy Trouble ' OYes O No
Asthma [ O Yes O No | Falnting Bpella/Dizrinass O yeg (O No | Iregutar Haartboat 0 Yes O No | Spina Bllida O Yoa O No
Blood Dlul.aﬂaa O Yan O No | Froquent Cough O von O No | [Kidnay Problems O vas O No | Stomach/intestine Dlsease = {0 yos O No
Blmd,Trqnafuulon O Yoo O No | Frequant Dlarrhea O'vas O No | -eukemla O Yor O No | Stoke O vYas O No
Bronthing Problom O ves O No | Froquent Hendachon™ O yag O Np | {Hver Disoase ©Q Yes O No | Swalling of Limbs Ovea QO No
Brules Edgily O vas O No | Genlial Herpas O vas O No | -ow Blood Pressune ©) Yas O .No | Thyreld Dlseass © Yo O No
Cancor | Oves O No | GERD, (acldraflx) O ves O No |jbung Diseasa O Yea O No | Tonaillita O .Yes O No
Chomathorapy O You O No | Gloucomn Q) You O No { Mitral Valve Prolapse Q) yea O No | Tuboreulosls O ¥oa O No
Chest Palns O Yan O No | Hay Fover O Yaa O Mo | jPaln in Jaw Jalnt O Yaa O Mo | Tumors or Growths O vos O No
Cold Bomﬁahr Blisters O yaa O No | Heart Attach/Fallure O Yeu O No | Porathyrold Disonse Q Yau Q No | Ulears QO ¥es Q No
Conuan[tﬂl Heart Disordoer O vau O ne | Hoart Murmur O Yes O No { Paychiatrlc Cara O Yag O Np | Venoraal Disonae O Yor O No
Convulsions O Yes O No | Hoart Paco Mnker O Yoz O No | Rediatlon Traatmenla O yeg O No | Yallow Jaundica O Yoz O No

Hava yoi: avar had any sarlous Ilinass not listed abova? O Yas O No I yas, Ploase bxplaln:

Comments:

Authorization and Release

| authorize the release of any Informatlon including the dlagnosisjand the records of any treatmant or examination rendered to meor
my child during the peried of such care to third party payers and/or dther health practitioners.
| authorize and request my insurance company to pay diractly to the doctor or doctor's group Insurance benefits utharwlse payable
to me.
I t.u'lclI ratand that my Insurance carrler may pay less than the actual bill for servicas. | agree to be responsible for payment of all services
randored on my behalf or my dependents. .

X

S!gnflturo of patiant or parent/guarclan if minor Date
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Ourfees areduewhen sor
are necessary, they need
service is rendered. .

To: 18668363962 ;127193058992

GREEMENT BETWEEN
P. WALKER, .D.S.
AND ‘

vices are rendered. If otherarrangements
10 be made with the receptionist before

While we will assist you |
amount of our fees are

notlimited to, reasonable

patient’s responsibility.

Fre

falled to pay or contested or denied
between the patient and the insurance company. Our service is to
the patient and the patient Is responsiblc for the full amount.

filing fees, court costs and

flling any insurance claims, the entire
e patient’s responsibility. Any amount
by the insurance company is

Any patient account unpajd after 30 days frorn the date of service
may be charged at the intorest

failure to pay, we reserve the right to add-additional costs like, but

rate of 1% per month. In case of

ollection fees, finance charges, late fees,
attorney's fees. These costs are also the

X

" - Steven P. Walker, D.D.S.
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Patient

PDate

Date






