Everett Schneider, DDS, PLLC

1712 Eye Street, NW Suite 1000

Washington, DC 20006

(202) 296-8252
Today’s Date _______________________________

Title ____ First Name __________________ MI ____ Last Name ______________________________

How would you like to be addressed by our staff? ___________________________________________

Address ________________________________ City ______________________ State ____________

Zip Code _____________
Referred By ______________________________________________

Home Phone (      )______________ Work Phone (     )________________ Cell (     )_______________

Date of Birth ___/___/___ Age ____ Sex ___ Height _____’ _____” Weight ________ Marital Status __

Emergency Contact ______________________ Relationship __________ Phone (    ) _____________

SS# (or staff ID) _____________________   Employer ______________________________________

Business Address ___________________________ Occupation ______________________________

Home email ______________________________ Work email ________________________________

Physician’s Name _________________________ Address ___________________________________

City _____________________  State _______  Zip _________ Telephone (      )__________________

Have you ever had any serious trouble with previous dental treatment?    Yes ________    No ________

If yes, please explain: _________________________________________________________________ 

What is the reason for your visit with us today? _____________________________________________

Are you apprehensive about dental treatment?  If so, please circle your apprehension level:

LOW       1       2        3        4        5       HIGH 
______________________________________________________________________________________

Do you have dental benefits? Yes ___ No ___

If yes, please complete the following:
Name of Dental Insurance Company ____________________________________________________

Claims Address __________________________________ 
City___________________________











      State_________________________
Zip Code___________
Phone (
      ) ____________________

Group No. ______________________________

Are You the Insured? ___________________
If You Are Not the Insured:
Name of Insured ___________________________________________ 

Your Relationship to Insured _______________
Employer of Insured __________________________

Insured’s SS# (or staff ID) ____________________
Insured’s Date of Birth   _____/_____/______

Everett Schneider, DDS, PLLC

1712 Eye Street, NW Suite 1000

Washington, DC 20006

(202) 296-8252
MEDICAL HISTORY

Are you in good health? Yes __ No __ 

If you have had any serious illnesses or hospitalizations in the past 5 years please explain: ____________________________________________________________________________________
Are you taking any medicines - including non-prescription? 



                       
If so, please list: _____________________________________________________________________ 
PLEASE CHECK ONLY THOSE THAT APPLY

___    
Damaged or artificial heart valves 
___    
Heart murmur or rheumatic heart disease




___    
Epilepsy or other neurological disease 




___    
Cardiovascular disease (heart trouble, heart attack , angina, coronary insufficiency,

coronary occlusion, high blood pressure, arteriosclerosis, stroke.)

___
Problems with mental health?




 

___    
Sinus trouble




 



___    
Asthma or hay fever







___    
Fainting spells or seizures





___    
Diabetes







___    
Hepatitis, jaundice or liver disease





___    
Sexually transmitted disease
___    
AIDS or HIV infection







___    
Thyroid problems







___    
Respiratory problems (emphysema, bronchitis)

 

___    
Arthritis or painful swollen joints


 


___    
Stomach ulcer or hyperacidity



 


___    
Kidney trouble







___    
Tuberculosis








___    
Low blood pressure









___    
Cancer (tumor or growth)





___    
Problems of the immune system (lupus etc.)



___    
Have you had abnormal bleeding or required a blood transfusion?



___    
Blood disorders (such as anemia)





    
Are you allergic to or have you had a reaction to the following:
___    
Local anesthetics







___    
Penicillin or other antibiotics






___    
Barbiturates, sedatives or sleeping pills





___    
Aspirin 







___    
Ibuprofen







___    
Codeine or other narcotics





Do you have any disease, condition or problem not listed above that you think I should know about?____   If yes, please explain: _________________________________________________

Do you smoke? Yes______
No _______
If yes, how much? ________________ /per ______
WOMEN: Are you pregnant?_____  Are you nursing?____________

_______________________________

_______________________________________
Patient’s Signature





Date
___________________________________
_______________________________________
Dentist's Signature





Date
Everett Schneider, DDS, PLLC

1712 Eye Street, NW Suite 1000

Washington, DC 20006

(202) 296-8252
FINANCIAL RESPONSIBILITY


I understand that I am financially responsible for all charges incurred on my account, whether covered by my insurance company or not.  These charges are to be paid at the time services are rendered unless submitted to an insurance company who has agreed to make payment directly to Dr. Schneider.  If I fail to inform the office of any changes in my insurance coverage, I understand that I am financially responsible for all charges incurred.


I understand that Dr. Schneider's business office will attempt to estimate my patient responsibility based on information provided by my insurance company and myself.  I realize that this is only an estimate and that due to specific clauses and exclusions in my policy which Dr. Schneider's office may not be aware of, some procedures may either be covered at an alternate benefit level or possibly not be covered at all.  Furthermore, I understand that I can request a pre-treatment estimate of benefits prior to beginning treatment to determine dental benefits.


In the event collection proceedings are instituted to enforce payment of fees, I agree to pay any attorney fees and associated court costs necessary for collection.  In addition, I understand that there is a $25 fee for returned checks.  


If I will be unable to keep my scheduled appointment, I agree to give 24 hours notice, otherwise, I may be charged $50 for the appointment missed.  (Extensive procedure cancellation charge may be higher due to the greater length of time reserved.)









____________________________


Print Name









_____________________________


Signature









_____________________________


Date

