Dental Insurance Information

Please bring with you:
Insurance Card (Metlife does not have a card)
Current Student Status Form (If college student) This can be downloaded
from your college’s web site. (Techsis for Tech students.)

Since it takes a while to confirm your insurance benefits, we can shorten your
time in the office if you will provide the foliowing information before your
appointment:

Name of the Insured

Insurance Identification Number

Insurance Company Phone

Date of Birth of Insured

Date and time of Appointment

Please fax to: (806) 794-2433 or
Email to: info@Iubbockdentist.com

We look forward to seeing you and are committed to making your visit as
pleasant as possible.

The next to pages provide us with information to make your visit as productive
and safe as possible. Please complete them and bring them with you or fax
them to (806) 794-2433.

Thanks



Dr. Rodger McLuistion, DDS

Date
Patient Information (Confidential) Home#
Name Birthdate Soc.Sec.#
Address City State / Zip
Check Appropriate Box: DMinar DSEng{e DMarried DDivom:d DWfdowed DSeparated
If Student, Name of School/College City / State
Patient’s or Parent’s Employer Work #
Spouse or Parent’s Name Employer Work #
Whom May We Thank for Referring You!?
Person to Contact in Case of Emergency Phone #
Responsible Party Relationship
Name of Person Responsible for this Account, To Patient
Address Home #
Driver’s License # Birthdate Financial Institution
Employer Work # : Soc. Sec. #
Is this Person Currently a Patient in our Office! [ ves [One

Payment is due at time services are rendered. For your convenience, we offer the following methods of payment:
.Insurance (Your “estimated” portion will be due), Cash, Check, MasterCard, Visa & Discover.

Insurance Information Relationship
Name of Insured___ To Patient
Birthdate Soc. Sec. # Date Employed
Name of Employer Work #
DO YOU HAVE ADDITIONAL INSURANCE? DYs DNO IF YES, COMPLETE THE FOLLOWING
Relationship
Name of Insured To Patient
Birthdate Soc. Sec. # Date Employed
Name of Employer. Work #
Patient Medical History
Physician Office # Date of Last Exam
Yss No
1. Are you under medical EreatmeEnt DOW?.........o.ouimiiiiirie i OO
2. Have you ever been hospitalized for any surgical operation of serious illness within the last 5 years?............ og
If yes, please explain
3. Are you taking any medication(s) including non-prescription mediciner...........cocoiioiiiii s 0

If yes, what medication(s) are you taking?

4. DO YOU USE FODRECOR. ...ttt et O




6. Are you allergic to or have you had any reactions to the following?

Yes No Yes No
Local Anesthetics (e.g. Novocaine)................... [0 Aspirinee, 00
Penicillin / ABtiBIoES. ...eoe e, I:l D COdEINE. .cvvvireie e e v v erriiisie e D D
Suilfa DIUGS. ..coveeeicie e [ [0  AnyMetals 10
Barbiturates........cocovecreeeeiecenieininneenn | [ Latex Rubber......c.ooviviiiiniiiniiiinien 0 0O
SEAAEIVES. .. .vvr vttt ncnnt e [ [0  Other BER
(OdINE. . eveen et D [:]
8. Women Only: a) Are you pregnant o think you may be pregnant!............cooimiiiiiiiii OO0
D) AFE YOU NUISINGE. .10+t crenteriaterer et taneeesiesnba s assa st isass e e e sm s e e 00O
O

<) Are you taking oral contraceptives!

9. Do you have or have you had any of the following?
Yes No

Z
3

Abnormal Blocd Pressure......... D D Cardiac Pacemaker...........cocovenie D
Rheumatic Fever D D Heart Murmur..........oocoiiinnin, D D D
Fainting / Seizures [0 [ anginaenn R L — ]
Asthma. ..o D D AREIIA. ...t D D Tuberculosis. ...vooverire oo D
Epilepsy/Canvulsions............. D D Emphysema......ccocoviiiiiieinnnn. Ij D Radiation Therapy......oovovvrirmeciiieniiiins D
Leukemia........cooovnininnnnns D D CANCEL ..t D D Glaucoma......... D
Digbetes. .. ..covocoonieiriieiia D D Arthritis........coooovinininnn, D D Livet Disease D
Kidney Diseases D I:l Joint Replaczment/Implant..........] D D Respitatory Problem.....c..ccviennniiniiene e D
AIDS or HIV Infection.......... [ [ Hepatitissaundice.......ccc...o. [] [ miteal vaive Prolzpse O
Thyroid Problem................... D D Sexually Transmitted Disease.......... D D Other I:I
Heart Disease.......cooovvinrennennes I:] El Stomach Troubles/Ulcers............. D D
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?........coveviiviniiiiiin D D 10. Do you bite your lips/cheeks frequentlyi........... D D
2. Are your teeth sensitive to hot or cold liquids/foodst. ..., 1. Have you ever had any difficult extractions
3. Are yout teeth sensitive to sweet or sour liquids/foodst....... i the Pastl...oore D D
4. Do you feel pain to any of your teethi.......oooooiriii 12. Have you ever had any prolonged bleeding
5. Do you have any sares or lumps in or near your mouthd. ... following extractionst............c..ccovcviririnnnn, D D
6. Have you had any head, neck or jaw injuriest. ... 13. Have you had any orthodontic treitment?......... D D
7. Have you ever experienced any of the following problems in your jaw? 14. Do you wear dentures or partialsi.................... D D
CHEKING. ... ovovovevoni et s [Fyes, date of placement
Pain (joint, ear, side of face).........cooovrnrrmnivinieeeieee s 15. Have you ever received oral hygiene instructions .
Difficulty opening o closing........orvveveriires e regarding the care of your teeth & gimst.........., D D
Difficulty chewing.............ocooiiiiiiii 16 Do you like your Smilel. ..o, D D

9. Do you have frequent headaches?

Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered
{ undetstand that providing incorrect information can be dangerous to my health. | authorize the dentist to release any information including
the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party
payors and/or health practitioners. | authorize and request my insurance company to pay directly fo the dentist or dental group insurance
benefits otherwise payable to me. | understand that my dental insurance carrier may pay less than the actual bill for services. [ agres ta be
responsible for payment of all services rendered on my behalf or my dependents.

X

Sighature of patient (or parent if minor)




