
Chart #:_________ 
FOR OFFICE USE ONLY 

Patient Information 
Patient Name:_________________________________________ Date:__________________ 
   Last,  First  MI 
Social Security #:_________________________ Birth Date:______________ Gender: F M 
Phone (Home):___________________(Work)__________________________Ext:_________ 
(Cell)____________________ Best time to call:___________ Email:____________________  
Preferred appointment times:  
 Morning  Afternoon Evening Anytime M T W Th F S 
Physical Address______________________________________________________________ 
    Street    City  State  Zip Code 

 

Mailing Address_______________________________________________________________ 
    Street    City  State  Zip Code 

 

Health History 
Physicians Name____________________________ Date of last visit____________________ 
Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These 
include combinations of Ionlmin, Adlpex, Fastin (brand of phentermine), Pondimin 
(fenfluramine) and Redux (dexfenfluramine)?  Yes   No 

 
Place a mark on “yes” or “no” to indicate 
AIDS/HIV  Yes   No Jaundice  Yes   No 
Anemia  Yes   No Jaw Pain  Yes   No 
Arthritis, Rheumatism  Yes   No Kidney Disease  Yes   No 
Artificial Heart Valves  Yes   No Liver Disease  Yes   No 
Artificial Joints    Yes   No Low Blood Pressure  Yes   No 
Asthma  Yes   No Mitral Valve Prolapse  Yes   No 
Back Problems  Yes   No Nervous Problems  Yes   No 
Bleeding abnormally with 
extractions or surgery  

 Yes   No Pacemaker  Yes   No 

Blood Disease   Yes   No Psychiatric Care  Yes   No 
Cancer   Yes   No Radiation Treatment  Yes   No 
Chemical Dependency   Yes   No Respiratory Disease  Yes   No 
Chemotherapy   Yes   No Rheumatic Fever  Yes   No 
Circulatory Problems   Yes   No Scarlet Fever  Yes   No 
Congenital Heart Lesions  Yes   No Shortness of Breath  Yes   No 
Cortisone Treatments   Yes   No Sinus Trouble  Yes   No 
Cough,persistent or bloody  Yes   No Skin Rash  Yes   No 
Diabetes  Yes   No Special Diet  Yes   No 
Emphysema  Yes   No Stroke  Yes   No 
Epilepsy  Yes   No Swollen Feet or Ankles  Yes   No 
Fainting or Dizziness    Yes   No Swollen Neck Glands  Yes   No 
Glaucoma   Yes   No Thyroid Problems  Yes   No 
Headaches    Yes   No Tonsilitis  Yes   No 
Heart Murmur  Yes   No Tuberculosis  Yes   No 
Heart Problems  Yes   No Tumor or growth on 

head or neck 
 Yes   No 

Hepatitis Type _____  Yes   No Ulcer  Yes   No 
Herpes _______  Yes   No Venereal Disease  Yes   No 
High Blood Pressure  Yes   No Weight Loss, unexplained  Yes   No 
Do you wear contact lenses?  Yes   No   
Women:   
Are you pregnant?  Yes   No Due Date:____________   
Are you nursing?  Yes   No Taking birth control pills?  
    

 



 
Health History Continued 
 

 

Medications: Allergies: 
List any medications you are currently   Aspirin  Iodine 
taking and the correlating diagnosis: 
_____________________________________ 

 Barbiturates (sleeping 
pills) 

 Penicillin 

_____________________________________  Codeine  Sulfa 
_____________________________________  Local Anesthetic  Latex 
Pharmacy name:_______________________  Other:___________________________  
Phone:_______________________________   

 

 Date of last dental appointment?_______________________________________________ 
 Have you ever had any complications following dental treatment? Yes No 
If yes, please explain: _________________________________________________________ 
 Have you been admitted to a hospital or needed emergency care during the past two years? 
Yes No   If yes, please explain: _______________________________________________ 
 Are you now under the care of a physician? Yes No 
If yes, please explain: _________________________________________________________ 
Name of physician: ___________________________________________________________ 
 Do you have any health problems that need further clarification? Yes No 
If yes, please explain: _________________________________________________________ 
___________________________________________________________________________ 
To the best of my knowledge, all of the preceding answers and information provided are true 
and correct. If I ever have any change in my health, I will inform the doctors at the next 
appointment without fail. 
___________________________________________________ Date: ____________  

  Signature of patient, parent or guardian 
 
 

Referral 
 Where did you hear about us? (circle all that apply) 
Taos News Paper: Names & Numbers Phonebook KVOT Radio Spot 
Tempo Taos Local Phone Book Other Radio Spot 
Winter Guide Espanola Phone Book Keepsmilin Website 
Summer Guide Los Alamos Phonebook Movie Theater 
Taos Chamber Website KTAOS Radio Spot Health Directory 
 Sangre de Cristo Newspaper  
Patient Referral: Name of person referring____________________________ 

 
Spouse or Responsible Party Information 

The following is for:  the patient’s spouse  the person responsible for patient 
Name:___________________________________________________________________ 
                    Male  Female  Married   Single  Child  Other____________ 
Social Security #:__________________________________ Birth Date:_______________ 
Phone (Home):_____________________(Work)________________________Ext:______ 
(Cell)____________________________ Best time to call:__________________________ 
Address_______________________________________________________ 
    Street    City  State  Zip Code 

 
 

Employment Information 
The following is for:  the patient  the person responsible for payment 
Employer Name:__________________ Occupation:____________Phone:_____________ 
Address: ___________________________________________________________ 
   Street  City   State  Zip Code 

 
 



Insurance Information 
Primary 
Name of Insured:_____________________________Is the insured a patient?  Yes  No 
Insured’s Birth Date:______________ ID#:___________ Group #:__________________ 
Insured’s Address: ________________________________________________ 
    Street    City  State  Zip Code 
Insured’s Employer Name:____________________________________________________ 
Address: ______________________________________________________ 
   Street    City   State  Zip Code 
Patient’s relationship to insured  Self  Spouse  Child  Other_____________________ 
Insurance Plan Name and Address _________________________________________           
_________________________________________________________________________ 
Secondary 
Name of Insured:______________________Is the insured a patient?  Yes  No Insured’s 
Birth Date:______________ ID#:___________ Group #:____________ 
Insured’s Address: ______________________________________________ 
    Street    City  State  Zip Code 
Insured’s Employer Name:____________________________________________________ 
Address: ___________________________________________________________ 
   Street    City   State  Zip Code 
Patients relationship to insured  Self  Spouse  Child  Other_____________________ 
Insurance Plan Name and Address _________________________________________           
__________________________________________________________________ 
Assignment and Release 
I certify that I, and my dependent(s), have insurance coverage with ________________________ 
and assign directly to Judy Anderson, DDS all insurance benefits if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by 
insurance, I authorize the use of my signature on all insurance submissions.  
 
The above-named dentist may use my health care information and may disclose such information to 
the above-named insurance Company(ies) and their agents for the purpose of obtaining payment for 
services and determining insurance benefits or the benefits payable for related services. This consent 
will end when my current treatment plan is completed or one year from the date signed below. 
 

___________________________________ //____________________________________ 
Signature of Patient, Parent, Guardian or Personal Representative                  Please print name of Patient, Parent, Guardian or Personal Representative 

 

___________________  _____________________________________________________ 
        Date                                                                                                    Relationship to Patient 

 

Consent for Services 
 

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the 
patients for debts incurred in their care and financial responsibilities on the part of each patient must be determined before treatment.  
 

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. 
 

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 patients account. However this dental office cannot render services on the assumption that our 
charges will be paid by an insurance company.  
 

A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously 
written financial arrangements are satisfied. 
 

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.  
 

In consideration for the professional services rendered to me or at my request. by the Doctor, I agree to pay therefore the reasonable value of said 
services to said Doctor, or his assignee, at the time said services are rendered or within five (5) days of billing if credit shall be extended. I further agree 
that the reasonable value of said services shall be as billed unless objected to by me, in writing, within the time for payment thereof. I further agree that 
a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all 
costs and reasonable attorney fees if suit be instituted thereunder.  
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. 
 

I have read the above conditions of treatment and payment and agree to their content. 
 

_________________________________Date:_________ Relationship to Patient:__________________________ 
 Signature of patient, parent, or guardian 

_________________________________Date:_________ Relationship to Patient:__________________________ 
Signature of guarantor of payment/responsible party 

 



 
Financial Policy 

 
Dr. Anderson provides the highest quality 
dental care available.  Our focus is on long 
term success and health in a gentle, caring 

environment. 
 

 
Some services we provide: 
 
* All types of crowns & bridges * Extractions   
* Mercury Free Dentistry   * Partials 
* White Fillings      * Dentures 
* Veneers        * Teeth Whitening 
* Cosmetic Dentistry    * Implants 
* Non­surgical Periodontal Therapy           
 
 
I understand and acknowledge that I am financially responsible for 
services provided for myself (or minor child), regardless of insurance 
coverage. 
 
____________________________       _____________________ 
Signature of Patient, Parent, Guardian       Date 
 
 
 

I understand if appointment is not cancelled 24 hours in advance a 
fee will be charged to me. 
 

     ____________________________     _____________________ 
         Signature of Patient, Parent, Guardian      Date 
 
 
 
         __________________________________________________________________________________________ 
          Please print name of Patient, Parent, Guardian or Personal Representative 
 


