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Check (v ) if you have or hava had any of the fﬁllowmg e ' | i _ '

] Anemia B C@rttsane Treatments [ Hepatitis | Scarlet Fever !
_J Arthritis, Rheumatism [ C@ugh PerStstent | High Blood Pressure 1 Shortness of Breath
 Artificial Heart Valves oo L) Cough Up Blaod PR LIHIV/AIDS _I Skin Rash

Artificial Joints ltabetes . T Pl Patn = : Stroke

LI Asthma Epllepsy R Kidney Dlsease . Sweiling of Feet or Ankles

Back Problems Famtmg - i Liver Disease 1 Thyroid Problems 1

Blood Disease f";f*-j-’i'f'i'? ~ Dalaucoma - LR 7] Mitral Valve F-"rolapse - [ Tobacco Habit

Cancer e 300 Sarv Ll 1Headaches | | Pacemaker ' | Tonsillitis

Chemical Dependency _._:_I:.;:_...5_.._._5:*16&“ Murmur : Ce F-‘tadtation Treatment Tuberculosis

1 Chemotherapy Heart Problems s aal Hespfratory Dtsease - DO Ureer

Circulatory Problems ' HemOphtha T  [J Rheumatic Fever Venereal Disease ;

List medications yau are currently taking ‘ 1 j_'-f;_'_?fAsptrm i 1 Sulfa

Barbiturates (Sieepmg pils) * [ Latex |

s sl BB LD s e Cc}deme Chman iy v i 0Mer

Pharmacy Name L H __ |_003| Aﬂesthetlc

Phone (___ ) s i e T Pericily

The above information is accurate and oomplete ta the best of my knowledge. | will not hold my dentist or any member of his/her staff responsible
for any errors or omsssgons that | may have mada m the completlon c:f thlS form

...i" 55 2
Y _._. 'l:::... e =i

Date : f_;f . {2 e i-;;ifj_'_if::g;:*}-é---f;;.j _ Stgﬂamfe




DENTAL
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(PLEASE PRINT)

Sedona, AZ 86336

Telephone: (928) 204-2062

KIRK W. WESTERVELT, D.M.D.
1146 W. State Route 89A, Ste. A

Date

Home Phone ( )

PATIENT INFORMATION

Cell Phone ( )

Name SS/HIC/Patient |D # B )
Last Name First Name Middle Initial
Address E-mail |
City otate Zip
Sex LIM [JF Age._ Birthdate | Married Widowed _1 Single ] Minor
Separated Divorced | Partnered for years
Patient Employer/School Occupation

Employer/School Address

Whom may we thank for referring you?

Employer/School Phone (

In case of emergency who should be notitied?

FPhone ( )

PRIMARY INSURANCE
e i Last Name First Name Middle Initial
Relation to Patient Birthdate Soc. Sec. # -
Address (If different from patient’s) Phone ( )
City State Zip
Person Responsible Employead by Occupation
Business Address Business Phone ( ) L
Insurance Company o
Contract # Group # Subscriber #
Names of other dependents covered under this plan

~ ADDITIONAL INSURANCE
|s patient covered by additional insurance? Yes No
Subscriber Name Birthdate Relation to Patient
Address (If different from patient’s) Phone ( )
City ' otate Zip
Subscriber Employed by Business Phone { ) |
Insurance Company Soc. Sec. #
Contract # | G}'.oup .# Subscriber #
Names of other dependents cove?ed under this plan )

ASSIGNMENT AND RELEASE

and assign directly to

| certify that |, and/or my dependent(s), have insurance coverage with -
- Name of Insurance Company(ies)

Dr. 3e - __all insurance benefits, if any, otherwise payable to me for services rendered. | understand
that | am financially responsnbie for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor 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.
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