Medical doctor's name

Abnormal Heart Condition

Are you under a doctor's care now? Why?

Have you been hospitalized during the past two years? Why?

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

List medications you are currently taking:

Phone Number PLEASE CIRCLE

Have you ever been treated or diagnosed with any of the following? CIRCLE yes or no next to EACH one.

YES NO
YES NO
.................. YES NO Liver Disease ............ YES NO Strokeien e e s TEYES NO
FeverBlisters............. YES  NO Mitral Valve Prolapse ..... YES  NO Thyroid Disorders ......... YES NO
................ YES © NO Mental Disorders ......... YES .* NO Tuberculosis .............. YES NO
................ YES  NO Nervous Disorders........ YES NO (LU OrS AR e = SR N ()
Head Injuries ............. YES NO Organ Transplant......... YES NO Ulcers/ Colitis ............ YES NO
Heart Disease ............ YES NO Pacemaker .............. YES NO Venereal Disease ......... YES NO
Heart Mdmur ............ YES  NO Psychiatric Problems ..... YES NO
............... YES NO Radiation Treatment...... YES NO Do you have a tobacco habit?
HepatiisABorC.......... YES NO Respiratory Problems........ YES NO YES NO
................... YES NO Rheumatic Fever ......... YES NO
High Blood Pressure ...... YES  NO Rheumatism ............. YES  NO Are you pregnant? ........ YES  NO
................. YES  NO Scarlet Fever............. YES  NO Areyounursing?.......... YES  NO
Jaw Problems ............ YES NO Sinus Problems .......... YES  NO Are you taking birth control?
Kidney Disease............ YES NO Stomach Problems ....... YES NO YES NO
Are you allergic to:
ASPIINE e o o YES NO ReniellinEss s s YES NO
Codemel i il YES NO SUllen YES NO
L e YES NO Other
Local Anesthetic ....... YES NO
RELATIONSHIP
TELEPHONE

CJcasH [ cHeck [ DEBITCARD [ CREDIT GARD
(] CARE CREDIT

The above information is accurate and complete to the best of m
made in the completion of this form. (Strictly Confidential)

WE DO NO BILLING. All balances must be paid in full at the time of service. By signing as responsible party below, you are staling thal you understand
that any balance left after insurance payments must be paid within 30 days. Failure to pay the balance in 30 days will result in an $8.00 monthly billing

charge. In the case of default of payment, you promise to pay any legal interest on the balance due, together with any collection cosls and reasonable
attorney fees incurred to effect collaction on this account,

Signature

y knowledge. | will not hold my dentist or any member of his / her staff responsible for any errors or omissions that | may have




CA USEWAY 900 N. Causeway Blvd., Metairie, Louisiana 70001 = (504) 835-8741

NAME SEX DATE OF BIRTH AGE

TAST FIRST T
NICKNAME S55.# MARITAL STATUS
ADDRESS 2 . o
STREET Y = ETE 7P
TELEPHONE ; EXT# ¢
HOME WORK CELL PHONE

HAS ANY MEMBER OF YOUR FAMILY BEEN TREATED INOUROFFICE? (JYES [ NO IF YES, PLEASE GIVE NAME

WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? EMAIL

INSURED'S NAME Your dental insurance is your responsibility BUT WE CAN HELP. . . Regardless of what
we might calculate as your benefits in dollars, we must stress the fact that you, the

INSURANCE CO. (PRIMARY) patient, are responsible for the TOTAL TREATMENT FEE. As a courtesy to you, we do
accept assignment of benefits from most insurance companies. This will reduce your

INSURANCE CO. (SECONDARY) immediate out of pocket expenditures. Any estimate is based on limited information
obtained from your insurance company. We do not have a contract with your insurance

INSURED'S EMPLOYER company only you do. We are not responsible for how your insurance company pays its
claims. We allow 45 days for your insurance company to make payment. AFTER THIS

INSURED'S ID £ OR S.5. # DATE OF BIRTH TIME, ALL INQUIRES (FOLLOW-UP) ON PAYMENTS DUE BECOME YOUR
RESPONSIBILITY.

GROUP # TELEPHONE

PLEASE CIRCLE

Do you have a specific dental problem? Describe YES NO
When was your last dental visit or X-rays?

What type of dental care have you had in the past and how do you feel about the results?

Are you interested in using nitrous oxide for your dental BPPOIMMENS? -+« vvveanenetituiie ittt it YES NO
Have you ever been told'you have periodontalidiSBREET v+« «iva s s euheuiisssusiansamsnstuisunnssehialstsasusmen sy sy snssussosssassdssnsssssonsinsoss i NES NO
Have you had/any type of GUMITEAMMEIEY. -+« ot eastrastawiansumiehns st aabas s aea ses 64 s a0 e st e ee 40044 s a8 8 4 e e e 4 ba it saioae s 00 e b bbb YES NO
DoyolWantitoKeepy el rremaln N Ea T o i e U e S e stk e 0 O s et SRS A EN SR R Ty Tl YES NO
Areyoulintarastad W E A O U B e T i T s s sy s Mot s oa s alE i 3 v ¥ s L SN SN AL R ST 8 o 5 0o 53 8 bl s 8 e s A YES NO
Are: YOU Han Ay It OUL SMIB T . o o st it s P PN S s o sl So T s oo s < a0 W 0 M oS 8 W e s TS 6k Wil e e 0 YES NO
R T A T AL el T R U TRV A i A 3 o e I A e e B O B e e o TV e YES NO

How often do you floss? How often do you brush?

Name of previous dentist?

| hereby authorize payment directly to DR. ANTHONY TRENTACOSTE, JR. of insurance benefits otherwise payable to me. | understand that | am personally responsible for all costs of dental treatment. | hereby request and
authorize DR. ANTHONY TRENTACOSTE, JR. to administer such medicalions and perform such diagnostic and therapeulic procedures as may be necessary for proper dental care. The information on this page and the medical
history (on the next or separate page provided) are true and correct to the best of my knowledge. If I have any changes in my health, | will inform my dentist.

I'am in a legal position to agree to the authorization above and claim respensibility for this patient as well as the payment for all treatment.

DATE

[ ADULT PATIENT [J PARENT ] GUARDIAN [ OTHER (SPECIFY)
(OVER)



