DAVID C. SCHIRMER, D.D.S.	Phone: 607-936-3131
	157 Columbia St.	Fax: 	607-936-2068
          Corning, NY 14830	PATIENT INFORMATION
www.drschirmerdentist.com
[image: ] (
Referral Information
Whom may we thank for referring you to our practice? 
 Another patient/friend  
 Website
Other
Name of person or office referring you to our practice:
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Consent for Services
As a condition of your treatment by this office, all emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed. The practice depends upon reimbursement from the patients for the costs incurred in their care. As a condition of your treatment by this office, services are to be paid when rendered, or definite financial arrangements must be approved by Dr. Schirmer’s office prior to commencement of treatment.
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient’s account. However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company.
If your account reaches del
inque
n
c
y after 90 days; the account will be transferred to Southern Tier Health Care Credit upon which a 25% colle
ction fee will be added to the a
ccount
.
Dr. Schirmer reserves the right to check credit on the above named patient, spouse and/or responsible party, and the signature below authorizes Dr. Schirmer to make credit inquiry of the patient, spouse, or responsible parties.
I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form and treatment.
 
I have read the above conditions or treatment and payment and agree to their content.
X
 
Signature of patient or guardian:
Date:
    
Relationship to Patient:
X
 Signature of guarantor of payment/responsible party:
Date:
              
     Relationship to Patient:
) (
Spouse/Emergency Contact Information
The following is for:    
 Patient’s Spouse
 Emergency Contact
Name:
Male    
 Female    
Married    
Single
  Other
Birth Date:
 
Social Security #
Phone:
Work:
Cell:
Address:
Employer Name:
Occupation:
Employer Address:
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Patient Employment
Employer Name:
Occupation:
Employer Address:
Employer Phone:
)

[image: ] (
To the best of my knowledge, all of the proceeding answers and information provided are true and correct. If I ever have any change in my health, I will inform the doctors and personnel at the next appointment without fail.
X
 
 Signature of patient or guardian:
Date:
PERMISSION TO DENTIST/HYGIENISTS
: I give my consent to use local anesthe
tic or relaxants for completing necessary dental treatment.
X
  Signature of patient or guardian:
Date:
) (
Health Information
Date of Last Dental Visit?
Reason 
For
 Visit?
Have you ever had any of the following? Please read carefully and circle Y for “Yes” and N for “No”:
AIDS/HIV
Y  N
Head Injuries
Y  N
Radiation Treatment
Y  N
Anemia
Y  N
Heart Disease
Y  N
Respiratory Problems  
Y  N
Arthritis
Y  N
Heart Murmur
Y  N
Sinus Problems
Y  N
Artificial Joints
Y  N
Hepatitis
Y  N
Stomach Problems
Y  N
Asthma
Y  N
High Blood Pressure
Y  N
Stroke
Y  N
Blood Disease
Y  N
Jaundice
Y  N
Tuberculosis
Y  N
Cancer
Y  N
Kidney Disease
Y  N
Tumors/Cysts
Y  N
Diabetes
Y  N
Liver Disease
Y  N
ALLERGIES
Dizziness
Y  N
Psychiatric Treatment
Y  N
Codeine Allergy
Y  N
Epilepsy
Y  N
Nervous Disorders
Y  N
Penicillin Allergy
Y  N
Excessive Bleeding  
Y  N
 
Pace Maker
Y  N
Anesthetic Allergy
Y  N
Fainting     
Y  N
 
PREGNANCY
Y  N
Latex Allergy
Y  N
Glaucoma
Y  N
 
Due Date:
Other Allergies
:
Are  you now under the care of a physician:
Yes
  No
If yes, please explain:
Name of Physician:
What medications, vitamins, or birth control are you taking at this time?
                                                                                                                                  
Do your gums bleed when you brush or floss?
Yes
  No
Do you have frequent headaches?
Yes
  No
Do you clench or grind your teeth?
Yes
  No
Does your jaw ever get stuc
k, locked, or go out?
Yes
  No
Do you snore, awake during the night gagging or choking
?
Yes
  No
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Patient Name:
Date:
Last
First
     MI
     Male
 
     Female 
     Married
     Single
     
     Other:
Social Security #:
Birth Date:
Phone: Home:
Cell:
Work:
Emergency:
Home Address:
Street
Apartment #
City
State
Zip Code
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