|[EMERGENCY PATIENT INFORMATION (Confidential and necessary)  Date: e

Name: Birth Date: / / Age:
Home Address City State ZIP
Phone Numbers: Home - - Work - - Cell - -
e-Mail Address @ Social Security Number: - -
Your Employer Position How Long?
Employer Address City State ZIP
Spouse/Parent/Guardian (circle one)

Their Employer Position How Long?

Their Employer Address City State Z1P
Nearest Relative Not Living With You Relationship

Their Phone Number: - - City State

Whom Should We Contact In An Emergency? Phone: - -
Physician ' Phone: - -
Person Responsible For This Account (signature)

DENTAL INSURANCE INFORMATION (To Process Your Claim)
Primary Dental Ins. Co. Employer Group
Phone - - Annual Benefit Maximum Annual Deductible

Whom May We Thank for This Referral (How did you find out about us?

[T

Reason For Call: = ___ Discomfort, How Long?___ - Swelling ___ Broken '-I“oothIFilIing
___Bleeding ___Toothache __ Sentistive to: Hot Cold Sweet Biting
Comments:
Location of Problem: ___ Upper Right __ UpperLeft __ Lower Right __ Lower Left
Fee Range Given: $ to $ Payment Method: __Cash __ Check ___Credit Card
Date |Tooth # Treatment Notes :
Emergency Exam X-Ray Film # Panorex

Rx: Antibiotic: Pain Meds:

Other:

Refer To: CAESY:

Diagnosis:




