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Oo y9u have, or have you had, any of the following?

Heart Problems

Chest pain ------ n
Shortness of breath
Blood pressure problem -- I
Heart murmur -- f
Heart valve problem

Taking heart nredication - U
Rheumatic fever
Pacemaker
Artificial heart valve

Blood Problems

Easy bruising
Frequent nosebleeds

Allergy Probiems

Hay fever

Sinus problems

Skin rashes -----"*- t]
Taking allergy medication ---"-*, n

Intest inal Problems .--
Ulcers
\Areight gain

Special diet

Constipation/Diarrhea
Kidney or bladder problems _-- X

Bone or Joint Problems
Arthritis
Back or neck pain

Joint replacemenr --- f
(e.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Epilepsy - n

During the past 12 months, have you taken

any of the following? Yes No

Antibiotics or sulfa drugs [I n

yes
Diabetes -"- n

Urinate more than 6 tinres a day ,---.-- fl
Thirstl' er mouth is dry much of the time D
Famili' hi516ry of diabetes "---*"---"-- tr

Tuberculosis or other respiratory disease .---- I

Do y6g 6r;nL alcohol?
lf so, hon, much?

Do you smoke? --_ ---,--- I T
l f  so,  how much?

Hepatit is, jaundice, or l iver trouble - n

Herpes or other STD " " ",--" I

H lV-positiver'AlDS

Claucoma

Do 1169 1rn"a, contact lenses? ---.__--- n

History of head injury?

Epilepsy or other neurological disease? --- I

History of alcohol or drug abuse? - n

Do you have any disease, condi t ion,  or  problem not l is ted

previously that you feel we should know about?

l f  so, please describe:

Anticoagulants (e.9, Coumadi n)

High blood pressure medicine

Tranquilizers

Insulin, Orinase, or similar drug

Aspirin

Digitalis or drugs for heart trouble

Nitroglycerin
Cortisone (steroids)

Natural remedies

Nonprescription drug/supplements

Other
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Abnormal bleeding -"------ t ]
Blood disease (anemia)

Ever require a blood transfusion? _--" I
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Stroke(s)

Frequent or severe headaches

Thyroid problems *-

Persistent cough or swollen glands ---._*
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Premedications required by physician --_-- I

Cancer/Tumor ---_.-- tr

Are you allergic, or have you reacted adversely,

to any of the foilowing? nn
NT

No

Local anesthetics ("Novocainet

Penicillin or other antibiotics

Sulfa drugs

Barbiturates, sedatives, or sleeping pills

Aspirin, Acetaminophen, or lbuprofen

Codeine, Demerol, br other narcotics

Reaction to metals

Latex or rubber dam

Are you taking contnceptives or

other hormones?

Are you pregnant?

lf so, expected delivery date:

Are you nursing?

Have you reached menopauseS

lf so, do yoi.r have any symPtoms?

Other Notes:

PatienVParent Signature:

Notes:
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Pamela J. Butterfield, D.D.S.
940 CentralAvenue North. Suite B

Kent, Washington 98032
253 854 2004

Welcome to our dental family! We are committed to providing you the best possible dental care.

This office has the following policies for patients.

1. INSURANGE: As a convenience to you, our office will submit claims to your insurance
carrier, but the patient or guardian is responsible for the account. Copayments will be
estimated and are due at the time a procedure is performed. The patient is responsible for
furnishing the correct insurance information. Should an insurance policy pay benefits directly
to the subscriber or patient, payment for under such contract will be due in full at the time of
treatment. NOTE: Insurance coverage is a contract between the subscriber and an
insurance company. Should the insurance company fail to remit payment to this
office within 60 days, the responsible party must pay the balance immediately.

2. MASTERCARD, VISA & CARE GREDIT: These credit cards are accepted by this office.
3. CANCELED OR MISSED APPOINTMENT: There is a charge of $50 per half hour for

canceled appointments with less than 48 hours notice or missed appointments.
4. FINANCE CHARGE: At a rate of 1.0% the past due balance is assessed a finance charge

and the charge is added to the account balance. The minimum charge per month is $1.00,
5. RETURNED GHECK: There is a $25.00 returned check charge. The amount of the check

plus the check charge must be paid in cash.

I have read and understand the above policies.

Signature: Date:

Notice of Privacv Practices Acknowledqement

We keep a record of the healthcare services we provide to you. We will not disclose your
record to others unless you direct us to do so or unless the law authorizes or compels us to do
so. Our Notice of Privacy Practices describes in more detail how your health information may
be used and disclosed.

My signature below acknowledges receipt of the Notice of Privacy Practices.

Patient Name: Date:

Signature: Relationship:
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