FRAMINGHAM FAMILY DENTAL CARE
PATIENT INFORMATION:

Please Circle:
Single Married Widowed Divorced Separated

First Name M.L Last Name Home No. Work No.
Street Address Cell No. Email
City State Zip Code Date of Birth SSi#
Referred By

PERSON RESPONSIBLE FOR ACCOUNT:

First Name M.I. Last Name Relationship to Patient

DENTAL INSURANCE INFORMATION:

Primary Insurance Secondary Insurance
Employer Name & Address Employer Name & Address
Insurance Company Name Insurance Company Name
Insurance Company Address Insurance Company Address
Subscriber's Name SS# Subscriber's Name SS#
Subscriber's ID No. Group No. Subscriber's ID No. Group No.
PLEASE LIST ALL FAMILY MEMBERS: PATIENT IN THIS OFFICE:
Date of Birth
Date of Birth
Date of Birth
Date of Birth
METHOD OF PAYMENT:

Payment is expected at each appointment. As a service to you we will submit your insurance form; however, your co-payment is expected at each appointment.
If alternate arrangements are made, | authorize a credit check. FINANCE CHARGE: If | do not pay the entire New Balance within 25 days of the monthly billing
date, a FINANCE CHARGE will be added to the account for the current monthly biling pericd. THE FINANCE CHARGE will be a periodic rate of 1.5% per
month, which is an ANNUAL PERCENTAGE of 18% applied to the last month's balance due, together with any collection costs and reasonable attorney fees
incurred to effect collection on this account.

Patient/Authorized Signature Date
AUTHORIZATION:

| hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. | understand that | am responsible for all costs
of dental treatment. | hereby authorize the Dental Office to administer such medications and perform such diagnostic and therapeutic procedures as may be
necessary for proper dental care. | also authorize the release of my x-rays to any other dentist that will be participating in my care. The information on this page
and the medical history are correct to the best of my knowledge.

Patient/Authorized Signature Date



Time 10:43 AM Framingham Femdy Dental Care, PC
FFDC Medical History

Birth Date:

Date 1/26/2018

Patent Name: Date Created:

Nwwmmmthmnmmmmm,mnmﬁtsapatofmmﬂrebody mdmprw!am&utywmvhave,ammmmtywmybe
taking, mldhavemhwmthturehmbmhmmuswvwwﬂm Thank you for answering the following questions.

If yes

: Nemuduamysdmswemw?lfys,istm, OYB ON°
. address and phone number
3, Have you ever been hospitalized or had a major operation? QOves ONo Ifyes :
Have you ever had a sesious head or nedk infury? Qves Ono If yes
Are you taking any medications, pds, or drugs? Oves ONo Ifyes |
i Have you ever taken Fosamax, Boniva, Actonelor anyother () yes QMo If yes |
i medcations containing bisphosphenates? ‘
: Are you on a spedal diet? QYes ONo If yes .
Do you use tobaceo in any form? QvYes ONo If yes |
Are you using any alcohol? QYes ONo ll‘yes}r
: Women: Ng!q& B - ﬁr ] .
}' [:ngmlll'mbge!peqmt? [~ tursing? {” Taking oral contraceptives?
[ Amywaﬂer@ctomyofhfnﬂowm’ 7 ) :
_Emu " Latex {" Sulfa Drugs {__ Local Anesthetics
Do youuse controled sbotances? OvYes ONo  Ifyes | k
Other? | Ifyes
" Doyouhave, orhave youhad, any of the flowing? ) - } )
: | AIDSMHIV Positive QYes QNo Cortisone Medidne QvYes ONo |Alzheimer’s Disease QO Yes (ONo |Dizbetes QvYes Oho
. : Hepatits AB/C OYes (N0 |Anaphylaxis OYes ONo | Drug Addiction (O Yes ONo [Herpes OYes OMo
© . Rheumatic Fever OvYes ONo |Emphysema O ves ONo |HighElood Pressure Oves ONo  |Arthritis/Gout Oves Oro
" Eplepsy or Seiaxes O Yes QONo [HghCholesterct QOYes ONo | Artificial Heart Valve O Yes ONo  |Hivesor Rash Oves Ono
}Artiﬁciai]tmt QO Yes ONo |Hypoglycemia OvYes ONo |Asthma O Yes {)No |Fainting SpellsDizziness ) Yes () No
. Ieguiar Heartbeat Oves ONo | Snus Trouble OYes ONo |Frequent Cough {)Yes ONo |Kidney Problems OYes OMo
' Blood Transfusion OYes ONo |Stomach/intestinalDisease (O Yes O No | Breathing Problems OYes ONo |FrequantHeadaches OvYes Oho
: UVaDisaase QOYes QNo |Stroke OYes ONo |BruiseEasdy {)Yes O No |LowBloodPressure OYes Oho
. - Cancer[Tumors QYes QNo |CGlaucoma QvYes ONo |lungDisease O Yes ONo |Thyroid Disease QvYes Oro
. ChemotherspyRadation () Yes O No [HayFever QYes ONo |Mitral Valve Prolapse {)Yes ONo |Tonslits Qves Oro
| | Chest Painsjangina OYes ONo |Heart AttadFaiure QO ves ONo |Osteoparosis Ofes ONo |Tuberadoss QOves O
~ ' Painin Jaw Joints OYes ONo |CongenitalHeartDissrder () Yes (ONo  |HeartPacemaker OYes ONo |HeatTrobleDisease () Yes () No
Psydhabric Care OvYes OMo [SD Oves ONo |ProstheticHeartvalve () Yes ()No |OrganTransplant QvYes ONo
l-hvew:e;uhadmysum mmwma 7 VVQYS ONO [fyes ‘ — —

Comments:

;Tomebetofmyhmdedge hemmon&isfunnhavebemmawyanswefed Iuwmmtdmatprovitﬁngmmrrectnformauoncmbedmmmmy(orpahent's)healu\ Itsmy :
responsibéity to inform the dental office of any changes in medical status.

Date:




DENTAL X-RAY RELEASE REQUEST

To:

Name of Dentist

Address:

City State Zip Code

[ hereby authorize the release of my dental x-rays and request that they be transferred to:

Framingham Family Dental Care, P.C.
Adelina Duka, DMD
Arvi Duka, DMD
434 Old Connecticut Path
Framingham, MA 01701
Tel (508) 626-2402
Fax (508) 626-8130
staff @ffdcsmile.com

PLEASE NOTE: WE ACCEPT EMAILED RECORDS AND

DIGITAL XRAYS
Print Name of Patient Patient’s Date of Birth
Print Name of Patient Patient’s Date of Birth
Print Name of Patient Patient’s Date of Birth

Authorized Signature Today's Date
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