
Date

Tho SnilB Duqnuu
STEVEN B. GROSSMAN, D.D.S. & MARK E. WESTCOTT, D.M.D.

Referred by

Date of BirthPatientName

Address

City State 74

lnsurance (Name)

Workplace

Your current phone numbers:

Home Work I cett

Emergency ContactName & Phone:

Do you have or have you ever had any of the following?:

Yes No yes No Yes No

D f J A s t h m a ? R e s p i r a t o r y D i s e a s e ? f J | J H e a r t P r o b t e m ? | J J K i d n e y D i s e a s e ?
D O ArthritisorRheumatism? J J Hepatitusand/orJaundice? J J LatexAllergy?
D tr Blood Disease? D J High Blood Pressure? J J Peniciltin Altergy?
O J Diabetes? J J HIV+? D J LiverDisease?
O O Fainting? J J IntestinalorStomachDisease? D J MitralValveProlapse?
al O GrowthsorTirmors? J J JointReplacement? J J Pacemaker?
D D HeartMurmur-Adult J J HeartMurmur-Child J J VenerealDisease?

J J RheumaticFever?

List all medications you are allergic to:

List all medications you are currently taking:

I agree to be responsible for all charges for the dental services and material not paid for by the plan benefit. If appli-
cable, should this account go into collection, the below signed person agrees to pay all collection and afforney fees.

Signed (responsiblep ^ttfl X


