Medlcal History

The following information is to be reviewed by Timothy Schafer, D.D.S. and will be held in strictest confidence. It is important
that you complete this medical history form in its entiraty so that we may accurately diagnose and treat you, according to
yOur generai neaith and well-being.
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Phone # of physician . Specialty
Have you bean hospialized, or had a major iliness, operation, or injury in the last S years? ..o L

Name of physician
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Please list all drugs or medication you are currently taking, including over the counter drugs. - " _
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i yes please name and describe allergies.
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Have you had any abnormal bleeding associated with surgery or traumd? RN » ol
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Do you have a tustory of heart dissase or cardiovascular disease? ..., A AR RS R S A SR crerenperse R e
{Such as high bicad pressure, heart altack, artificial heart valves, stroke, elo.}
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Fainting spells or seizures - —]
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Agreement: | agree 1o pay for all professional fees at the time of service or my portion not covered by Dental Insurance for
myseif ar the above patient. | realize | am also responsibie for full payment of fees not paid by my insurance. |
understand that should my account become past due § may be placed with a collection agency. i it g, | am
responsible for all coliection agency fees {33 1/3% of my account balance), attorney fees and court costs. For
example: a balance of $100.00 would become $133.33 if placed with a collection agency. | hereby authorize
insurance payment dirgctly 10 Post Road Family Dentistry, F.C.

Signature:

Frinted Name




