Patient Information

Name Date
Last First Middle
Address
Street City State Zip
Home Phone Birthdate Social Security #
Cell Phone Email

If patient is a minor, give parent’s or guardian’s name

How did you hear of our office?

Responsible Party Information

Name
Last First Middle Marital Status
Residence
Street City State Zip
Mailing Address
Street City State Zip
How long at this address Home Phone Work Phone
Previous Address (if less than 3 yrs.)
Street City State Zip
Social Security # Birthdate Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name Relationship to Patient
Last First Middle
Employer Occupation No. Years Employed
Social Security # Birthdate Work Phone

Insurance Information

Insured’s Name

Insured’s Soc. Sec. #

Insurance Company

Insurance Co. Address

Insured’s Employer

Do you have dual coverage? Yes L[]

Insured’s Name

Insurance Company

Group No. Local No.
No [ If yes:
Insured’s Soc. Sec. #
Group No. Local No.

Insurance Co. Address

Insured’s Employer

Name of nearest relative not living with you

Complete Address

Emergency Information

Phone

| understand that where appropriate, credit bureau reports may be obtained.

Updates (date & initial)




Patient

Parent or Responsible Party Relationship to Patient

JAMES R. STEWART, JR.
D.D.S., PC.

15873 Middlebelt Road, Suite 100 - Livonia, Michigan 48154
O: (734) 425.4400 F: (734) 425.8067

CONSENT FOR TREATMENT

| hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and any other diagnostic aids deemed appropriate by doctor to make a thorough

diagnosis of (name of patient) S
dental needs.

Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide
proper care.

| agree to the use of anesthetics, sedatives, and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

Lastly, | agree to be responsible for payment of all services rendered on my behalf
or my dependents. | understand that payment is due at the time of service unless
other arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a $10/month billing fee may be added to my account.

Date Witness
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