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Dr. Steve Barber
660-665-5653

Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out
this form completely in ink. If you have any questions or need
assistance, please ask us-we will be happy to help.

Wel come

Patient Information (confidential)

p

Today’s Date Age Birthdate Weight Height Mor F
Name SS# Home Phone Cell
Last First Middle Init.

Name that you go by E-mail Address
Home Address City State Zip Code
Check Appropriate Box: J Minor [ Single O Married O Divorced O Widowed O Separated
Patient's or Parent's Employer (circle) Work Phone
Work Address City State Zip Code
Spouse or Parent's Name (circle) Employer Work Phone
If Patient is a Student, Name of School/College City State
Name of Person Responsible for this Account Relationship to Patient
Address City State Zip Home Phone
Person to contact in case of Emergency (not living with you) Phone
Were you referred by: O Yellow Pages O Add Sheet O Radio O Friend Name

O Previous Patient 3 Web Site (3 Other.

@ Insurance Information

Name of Dental Insurance
Birthdate
Name of Employer

Name of Insured

Social Security #

Relationship to Patient

Date Employed
Work Phone

Name of Secondary Insurance

Name of Medical Insurance

@ Patient Medical His

Physician Office Phone Date of Last Exam Former Dentist
Yes No Yes No

1. Are you under the care of a physician?............................ B iE] 6. Are you allergic to or have you had
2. Have you ever been hospitalized for any any reactions to the following?

surgical operation or serious illness?........coceveevrvercrecrenenn 1) S Localnestheticsies tamr e magri i e o oy B 8
3. If so, describe. Penicillinis one s invar i s s B em)
416 YO USEHObACCOD Huiiiniait av i (] el SulfaBilipeis e el st i e ol ==
S. Are you wearing dentures, partials or contact lenses?...... O O [ )

If so, when were they inserted? m—
6. Are you taking any medication(s) including

non-prescription medicines, herbal medicines?............. O O

If yes, what medication(s)

\\ are you taking?

(Over Please)
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@ Patient Medical History CONTINUED

~

Yes No
RESPIRATORY/LUNGS
Recent Upper Respiratory Infection(Cold) O O3
Pneumonia/Cough/Flu.............. EE=E)
Asthma/Bronchitis.........ccce..e.. ESEE)
Emphysema/Shortness of Breath... O O
BEasilysWindedizrnntn, nni s 2 0
TuberculosiS i a e F=E
MUSCULOSKELETAL
Arthritis/Back Problems........... 85
Joint Replacement or Implant.. O O
Muscle Weakness/Paralysis/Numbness O O
NEUROLOGICAL
Fainting ..c.oeniimnmmeamin =) (5)
Epilepsy/Convulsions/Seizures. O O
Psychiatric Treatment/Nervousness O O
Stroke/Transient Ischemic Attack O O

. Women Only:
a) Are you pregnant or think you may be pregnant? .............c.......... et

b) Arc'you nursing? ... o

¢) Are you taking birth control pills? ..

7. Do you have or have you had any of the following?

CARDIOVASCUL
Rheumatic Fever...

Mitral Valve Prolapse ..
High/Low Blood Pressure ............
Heart Attack/Angina/Chest Pain...
Peripheral Vascular Disease..........
Blood Clots
Leukemia/Anemia
Blood Transfusion ....
Bleeding Problems
Heart Disease.....
Congestive Heart Failure.
Swollen Ankles
Cardiac Pacemaker/AICD ..
Heart Murmur....

Congenital Heart Lesions
Gardiac Stentey cin i

Y o e e e e e

7z
)

1 T = o e e o o 6 o e 1

LIVER/KIDNEYS
Kidney Diseases..........cc.ccce....
Hepatitis/Jaundice/Liver Disease ...

OTHER
Biabetesti i wmmnn i
AIDS or HIV Infection/STD....

Frequently Tired..
Cancer ...
Stomach Trouble/Nausea .........
Hiatal Hernia/Reflux ..
Hay Fever/Allergies ...

Radiation Therapy ....................
Glaucoma

Are you or have you
used drugs, such as
cocaine, heroin, meth
or marijuana?

Thyroid.Problem.....cx5t s

Recent Weight Loss/Gain.........
GoldiSoresmernr s =2

No
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\8.

problems in your jaw?..
a) Clicking‘7 .............

c) D\fﬁculty in opening or closing?
d) Difficulty in chewing? ................

. Do your gums bleed while brushing or flossing?....
. Are your teeth sensitive to hot or cold liquids/foods? O
. Are your teeth sensitive to sweet/sour liquids/foods?
. Do you feel pain in any of your teeth? ...................
. Do you have any sores/lumps in/near your mouth?
. Have you had any head, neck or jaw injuries?........
. Have you ever experienced any of the following

Yes No
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m} 16
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LA sl IS st s e s o
. Have you had any orthodontic work?.

Do you have frequent headaches?...........ccc.ccoeeeee
Do you clench or grind your teeth? ..........cccovvvnne
Do you bite your lips or cheeks frequently?.........
Have you ever had any difficult extractions

Have you ever had any prolonged bleeding
following eXtractiOnsT sl i oteiisvins s aroie o
Have you ever had instruction on the correct
method of brushing your teeth?...........c..cccccceenne
. Have you ever had instruction on the care

Ol OUBTImS S rmn e e e
Are you happy with the appearance of your teeth and/or your smile?

@ Patient Dental History

Yes
0

d

o

[m)
a

Dentist Signature

Date

OUR PAYMENT POLICY — Payment is required as professional services are rendered, this also includes all emergency treatment. We
accept cash, personal check, VISA, Mastercard and Discover. Financing is available. All accounts which are past due and not paid by the
10th of the month will be subject to a finance charge of 1.5% per month or an annual percentage rate of 18% applied to balance shown
on billing date. For all prosthetics, a retainer fee is required of half the estimated fee when impressions are taken or service started. The
remainder to be paid on or before completion of the treatment. When we file insurance claims, we do this as an added service for our
patients. The payment for our service is the responsibility of the patient.
*If your insurance company has not paid your claim within 30 days you will receive a statement requiring the balance to be paid
in full. A No Show or Late Reschedule Fee of $25 or 10% of long appointment, will be charged if 2 business days notice has not
been given.

Patient or Guardian Signature/Date





