SATO FAMILY DENTAL FOR OFFICE USE ONLY

Chart #:
Patient Information

Patient Name : Preferred :
BEL Last (3%) First (%) REFR

O Male (=) [ Female (k%) O Married O Single O Child O Other
Social Security # : Birth Date : / /

*£A8AR M D YYYY
Phone (Home) :( ) (Work) :( ) Ext: (Cell) :( )
TEES AT 5 #E
Address :
R Street Apartment#
E-mail;
City State Zip Code

Health Information

- Have you ever had any of the following? Please check those that apply:
TROERELFFRICHD L ENBYETN?

O AIDS O Glaucoma &mmE) O Currently Pregnant  (s3t&)
O Allegies (FLLE—) O Growths (ES) Due Date

[ Codeine Allergy (a7 {37uh4" -) O Hay Fever (esmmE) O Respiratory Problems  (emgssE)
O Penicillin Allergy (v zyyv7ui4 -) O Head Injuries (&) O Rheumatic Fever (9
O Anemia =¥ii) O Heart Disease (LB O Rheumatism (1939

O Arthritis (RaEE%) O Heart Murmur  (b#®) O Sinus Problems (B
O Artificial Joints (AT E8%m) O Hepatitis () O Stomach Problems (8%)
O Asthma (B O Hight Blood Pressure (BhE) O Stroke (wiEz)

[ Blood Disease (mi###) O Jaundice (&4E) O Tuberculosis (#E#%)

O Cancer () O Kidney Disease (BB O Tumors GEm)

[ Diabetes R O Liver Disease  (sFhits) O Ulcers «am

O Dizziness (B%LY) O Mental Disorders (EHEE) O Venereal Disease (i)
[ Epilepsy (TADA) [0 Nervous Disorders — (##&mEs) O Other

O Excessive Bleeding  (ttm%&) O Pacemaker (N =R-1-)

[ Fainting (Se4) [0 Radiation Treatment  (gt#g:a%)

- Have you ever had any complications following dental treatment? Yes No

CHETICHBOAETEHEERI LIS ENHYETH?
if yes, please explain:

- Have you been admitted to a hospital or needed emergency care during the past two years? Yes No
BEZEMTREICAR LY BRAREZF I EABYETH?

if yes, please explain:

- Are you now under the care of physician? Yes No
RERRCHN>TVETM?

if yes, please explain:

- Name of physician:

EER D& HT & B E

- Do you have any health problems that need further clarification? Yes No
LA D TH L RER/EFANH Y FFH 2

if yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct.

If | ever have any change in my health, | will inform the doctors at the next appointment without fail.
COICRELEFERICRYBHY FEA, FLERICEELNH BRI, ER~ABRELET,

Signature of patient, parent or guardian Date

Referral Information

Whom may we thank for referring you to our practice? En&SizLTlmEsMYITEYELEM?

O Friend : Name of person referring you to our practice :

O Family Member [ Yellow Pages/ Telephone Directory O Lighthouse

[0 Sato Family Dental Website O Vivinavi Other ( )




SATO FAMILY DENTAL

Responsible Party Information (if other than patient)

R B EER

Name :
B Last (8%) First (%)
Relationship to Patient : Parent Spouse Child Other
BH L ORR
Social Security # : Birth Date : / /

4%/ H M D YYYY
Phone (Home) :( ) (Work) :( ) Ext: (Cell) :( )
TEES AT 5 s
Address :
fErT Street Apartment#

E-mail:
City State Zip Code
Dental Insurance Information
Primary Insurance Secondary Insurance
Insurance Co. : Insurance Co. :
RiEE14 RiEE2
Name of Subscriber: Name of Subscriber:
RIREEE RIREEE
Subscriber's Birth Date : Subscriber's Birth Date :
EBEEOEFAH ¥EEDEFAA
ID# : Group# : ID# : Group# :
DES TN—T&S ID&E TN—TEE
Subscriber's Employer Name : Subscriber's Employer Name :
EBEEOHH L EEEDEHT
Relationship to Patient : Self Spouse Relationship to Patient : Self Spouse
BE L ORI BE L O
Parent Child Other Parent Child Other

Consent for Services

CERTIFICATION

To the best of my knowledge, the information provided on this form is complete and correct. | understand that it is my
responsibility to inform my doctor in event that any information on this form is changed.
BOMY S5 HRYOELIMERZRBELE LT, CCICRELEERICEENH > BICRER~NRET 2 EENHD L EBRLET,

INSURANCE ASSIGNMENT AND RELEASE
| authorize Sato Family Dental to release any information including the diagnosis and the records of any treatment or
examination rendered to me during the period of such dental care to third party payers and/or health practitioners.
| authorize and hereby request my insurance company to pay directly to the dentist insurance benefits otherwise payable
to me. | understand that Sato Family Dental is Out of Network dentist, and my dental insurance carrier may pay less than
the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or on behalf of my

dependents.
FRIES%EITx L. Sato Family Dental BN FADARICE DD S EMERMT S L 2RO FT . RESHS, 5 DX ILIEEESato Family DentallZxt L TiThh b Z &I
RZE L F9 ., Sato Family Dentall£Out of Network TH Y. ABRE LY LRBEOXZINTEDAEEMZFEREL., L2 TOXLEREFRIIHIZLICRELET,

FINANCIAL AGREEMENT
| acknowledge that payment is due at the time of treatment, unless other arrangements are made. | accept full financial
responsibility for all charges for services or items provided to me. | understand that filing a claim with my insurance

does not relieve me from my responsibility for the payment of all charges.
HOZHEAEETHOEVERY . AR CAREERII CLICABLET, ABRICHT 22 TOXAEEERICHI I LERELET,
RIRSHARRFERET S &L Y, ILEENERESNIDTTRENVEZEBLET,

| have read the above conditions of treatment and payment and agree to their content.
ER. AREXILITHT AEHICABLET.

Signature of Patient, parent or guardian Date Relationship to Patient
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