
The ben$ts of a haStlty, healthy smile ara unmeasurable! Our goal is to help yau reach antl maintain msxitnum owtl ltealth.

Plea* ftll out this -farm ffitnpktely. The better we communicate, |he bdter wt can ure for yau"

About Yau

Today's Date:

Name:

E-mailAddre$$:

LAST i\,ll l\lr ME lvs Dr

D Male n Female

E Single E Married E Divorced E Widowed il SeparatedBirthdate:_/_l_l Age:_ Soc. Sec. #:

Home Address:
cir,

Home Phone: L_) Cell/0ther:()-W0rkPhono:(.)-Ext:Driver.sLic.#

Where & when are the best times to reach vou? Whom may we thank lor relsrring you?

Other family members seen by us:

Employer: How long there? ,_ Ocqupation:

Employer's Address:
5r6ei / P{) l3ox atry

Emergency Contact

His / Her Nanre:

Addr+ss:

Relation: l.irme Phone: (_ ) ____ Work Fhnne: {_)

City

Spouse Infarmation

zlp

His /Her Name: Birth date: _l)_ Social Security #:

Employer: Work Phone: (_)_ Ext. Dfiver's License #:

In swr nnc e I nfarrn at i on

Primary lnsurance Dental Ccverage H Yes H No 0filrodontic Coverage? il Yes H l{o Medical Coverage? fr Yes H No

lnsurance Co. Phone:(_) Group # (Plan, Local or Policy #):

lnsurance Co. AddrBss:
Skeel / PO 80x C[y Slaie Zii

lnsured's Social Security #: lnsured's Birth date: _U_ Relation: _lnsured's Name:

Insured's Employer: Employer'e

Si€etl PO Box City Stale ZiO

Secondary lnsurance Dental Coverage f,l Yes I No Orthodontic Coverage? il Yes I No Medical Coverage? [ Yes

ENo

Insurance Co. Name: Phone:(__) Group # (Plan, Local or Policy #):

lnsurance Co. Address:

Insured's Name:

Ciry Stare Zie

lnsured's Soci..i Security #: lnsured's Eirth date: Relation: _

lnsured's Employer;

Slreel I F0 Bor

Employer's Address:

5tm6t / PC Box City Sbta Zip



Dental Histary
Why have you come to the dentlst today?.

Are you cunenfly in pain? n Yes fi No

Do you have antibiotics before dental lreatment? il Yes il No

Your current rlental health is il Good fl Fair il Poor

Do you floss daily? E Yes fl No Brush daily? il Yes il Nr>

lype of bristies on your toothbrush? C Hard D Mediunr I Soft

Do your gunrs ever bleed? tr Yes tr No Ever itch? E Yes il No

Have ever had periodontal disease? Cl Yes il No

Are yolir ieeth sensitrve to heat, cold, or anything else?

Do you have mobiiity in your teeih?

Do you still have yolir wisd{:}m teeth?

Previous I Present 0entist?
(Please Circl€)

Wnuld you like lresher hreathe? tr Yes tr No Whiter teeth?

Are you hafrpy with tho way your srrile lnnks?

lf not, what woirld yori change?

E Yes fl No

[] Yes fl No

Last Vrsit Date? _

DYes ENo

EYes INo

Uo you have a personal physician?

Medical Histary
IYes trNo HYes ENo

Physician's Name:

Address:

Are you currenlly unCer the care of a physician?

Please explain?

t]o you smoke or use lobacco in any other form?

Have y<lu eyer taken Phen-Fen, Redlix or Por:dimin'?

For Women: Are yolr taking birth control pills';'

Are you pregnant?

Week# Are you nursing?

EYes ENo

HYes HNo

fl Yes H No

I Unsure fl Yes fl No

fl Yes fl No

N Shingles
N Sickle Cell Disease

N Sinus Problems

N Steroid Therapy
N Siroke

N Thyroid Problems

N Tonsillitis

N Tuberculosis (TB)

N Uleers

N Venereai Disease

Phone ( ) _ Date of last visjt:

Your curreni physical health is n Good I [-air I Poor

Do you or have you experienced lhG following?

Y N l-ley Fever

Y N ArlificialBones/Joints Y N DrugAbuse

Y N Abnormal Eleeding

Y N Alcohol Abuse

Y N Anemia

Y N A(hritis

Y N Arlif,cialValves
Y N Asthn":a

Y N Blood Transfuslon

Y N Cancer
Y N Chemotherapy
Y N Chicken Pox

Y N 0iabetes

Y N Difficulty Breathing

Y N Ernphysema

Y [] Epilepsy

Y N Ever l-lospltalized

Y N Fainting Spells

Y N Fever Blislers

Y N Olaucoma

Y N lieadAtack
Y N Heari Murrnur

Y N Heart Surgery

Y N Hemophilia

Y N Hepatiti6

Y N llerpes

Y hI |IIV/AIDS

Y hl Kidney Problems

Y N Co{itis

Y N Congenilal Heari Deleci Y N Headaches

Y N Liver Disease

Y N Low Blocd Pressi.rro

Y N Lupus

Y N lditral Valve Fro,apse

Y N Paoemakef

Y N Persjstent Cough

Y N Psychiatdc Problems

Y N Radiation Treatment

Y N Scarlet Fever

Y N Seizures

Y

Y

Y

YY N High Slood Pressure Y N Rheumatic Fever

Ploase Iist any serious medical condition(s) that you have experienced:

Are yau taking any prescriptionlover the counter drugs? E Yes E No lf yes list e8ch on:

Y N Aspirin

Y N Barbiturates

Y N Codeine

Y N DentalAneslhetics

Ars you allergic to any of the following?

Y NEryghromycin Y NLatex
Y N .,ewelryi Metal Y N Peniciilin

Y N Sed?tives

Y N Sulfa Drugs

TekacycIne

Other

YN
YN

Please liet anything additional that cEuses allergic

Our of{ice is lllpAA cDmpliant and is somrnitted to meeting or €xceeding the siandards of infection control mandated by OSHA, the CDC and the ADA-

Authorization
, aflirm that the informatton I have 0iven is correct to the best of rny knowledge, and that it is rny responsibilily Io lnform this ofrice oi any changes ln my medical

status. I authoi'ize the dental staff to perform the nesessary service I may need" I assign the Doctor ail insurance bentsfits. I understand that I am responsible for
payment of servi6es rendered, aily deductible, and co-payment that my insurance does not cover. I understand that ihe administration of local anesthetic may cause
an untoward reaclion or side effecls which may include, but are not limited to bruising, hemaloma, cardiac stimulation, muscle solEness, and temporary or rarely
permanent numbness. I understand that occasionally needles klreak and may require s[lrqical retrieval.

I have recoived a copy of this offlces Notice ol Privacy Practices"

Signature Date



ALGEO FAMILY & IMPLANT DENTTSTRY
1406 N Sioux

Claremore, Oklahoma 7 4017
91 8-341 -6573

Patient Name: Date:

r I have been oft-ered and/or received a copy of the currently effective Notice of Privacy

Practices for Dr Clay Algeo.
r I may refuse to sign.
r Expiration: 3 years from initial/last signature; insurance change; patient reaches age of

18.

r I understand that I may request a copy of the privacy policies at any time.
o I understand that my PHI (Protected Health Information) can and rvill be used for

purposes of treatment and for payrnent from both myself and/or third party.

PLEASE LIST ANY OTHER PARTIES WHO CAN }IAVE ACCESS TO YOUR DENTAL
INFORMATION:

Name:

Name:

Relationship: _ Phone:

Relationship: Phone:

i AUTHOzuZE CONTACT FROM I'IiIS OFFICE TO CONFIRM MY DENTAL
APPOINTMENTS, TREATMENT & BILLING INFORMATION AND
INFORMATION ABOUT MY DENTAL HEALTH VIA:

I Message on: - Hotne Phone tr Cell Phone i' Work Phone
n Text
n Email
r Lr. S. Mail / Postcard
.r Any of the above

Please glntlyour name Please gigt your name

fl Patient fl Parent fl Guardian' E Other



Algeo Family & lmPlant Destistry
1406 N' Sioux

Claremore, OK 74017
918-341-S573

Brush3x@qrlail.com

Patient's 1 Parent Name: Date of Birth

Date of Birth

Date of Birth

Date of Birth

Date of Birth

Dependents:

Person legally responsible for making treatment decisions and financial arrangements:

Name:

Address: Ctty: State: Zip:

EmailAddress:

We gppreciate your sdection ol our dental ofiice to serve yoilr dental heatth eare needs. We are commited to providing the

higf€st quah$ derfialcare, so that you may obtain optimal oral health'

The b$lowing is a siatement of qur Financial Policy, which we require you to read and sign pnor to any treatment.

[IiSSed Appgintmefis: ]1me is reserved especially for you with the dentist or hygienist to perfonn and provide the care you

need. These schgduled tirps are planned for lCIur ccnvenience and hold great value. We require at hast 24 hours notice if

cancellation is nemssary Habitual laet minute cancellations will result in a required deposit to schedule future appointments,

Please Notg Payment is due at time of selvice. Our office accepts cash, personal checks, MasterCard, Visa, Discover,

Amerimn Express and CareCredit, lf insurance benefits appiy, estimated patient co-paynrents and deduc'tibles are due at

tjnre of service, Any remaining balance after insurencs is proeessed is yau responsibility.

lnEurance Bengfih: We will b,e happy to assist you in rnaximizing your insurence beneffrs, ho\tt€v€r, we would like to

emphasiza that insurance is an agreernenl betwsen you:and your insurance comp€ny, Upon raquesi, we witl provlde you wtth

eslimates for your treatment to the best of our ability. Please understand this is not a guarantee that your insulance will pay

exactly as estirnated. lnsurance ooverage is subject to limitations, Exdusion$, waiting periads, frequency; age restricEons,

dedu*ibles and raaxirnurns whid'i arc your raryonsibility" We will dc allwe can to ensure your estimde is as aecurate as

possible, but keep in rnind it is an estimate only. \bur esiirnated insurance benefits may differ due to a numbar of.raasons,

spscifica$y related to your $an.

All eharges incuned are your responsibility, regardless of your insurance coverage. We must emphasize that as your dental

care prOv{der, our relationship is witlt you, *ur patient, not your insu!"ance conpany.

Gonsent:
I have read, undeniand and agree to fte above terms and conditions, I upderstand that rusponsibill! for paymentfor dental

serylces provided in ttris office for myself or my dependents is mine, due and payable at the tirne services are rendered,

$ifirature of tlre person legally responsible for rnakitg treatnent decisions and or financial anangements:

Date:


