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Canal Dental Group - Dental Form

Insured’s Information {f 28 7 ¥k}

Patient’s Name: I Last 44 First Insured’s Name: 4 Last 4% First
WA R EPN S
Home Address {1:4if: Home Address {I:4ik:
City: State: Zip Code: City: State: Zip Code:
Home Tel 45 q5: Home Tel {35 %55 :
Work Tel T4EHaf: Work Tel I {EEqH:
Mobile Tel T-#: Mobile Tel T-4:
Email it B4 Email i+ T4
Date of Birth: Month H / Day H / Year 4 Date of Birth: Month 5§ / Day H / Year#:
A H - HAE
Sex PEjil:  Male % Female & Sex PEj:  Male %) Female &
Married Status 4§ ik Married Status 54K :

Married CL4§ Single #15 Married CL45§ Single #1 5
Social Security No. 4% 5Af§: Social Security No. {2 5 fif§:
Smoking W& f%: Yes/No Insurance Plan Name {15 2 7] 44 Fif:
Alcohol - Yes/No Policy Group Name/No. {45 3] 1 £ A% /5% fif§ :
Drug Abuse i H 449 Yes/No Policy ID No. {51
Allergy None # 17 Medication 444 Food ¥4 Other HAth,
Past Medical History: i 2255
High Blood Pressure 718 Yes/No Liver Disease i Yes/No Stroke H1JH Yes/No
Heart Disease ‘0§ Yes/No Lung Disease Jiliffi Yes/No Asthma W 1iii  Yes/No
Heart Murmur /05 Yes/No Blood Disease IM.i% Yes/No Cancer Disease Yes/No
Diabetes ¥l /R Yes/No Mental Disease i fl5ji Yes/No
Surgery & Hospitalization -7 F14F: 5
Medication: Tt fii FH 4247 1) 4 ik
Family Medical History: 5 EE3 52
Language iiff &5 : Cantonese & ${5f Mandarin [ English 5% Other HiAth,

The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing of insurance for benefits for which I am entitled. I will not hold Canal Dental Group

or any member of the staff responsible for any errors or omissions that I may have made in the completion of this form.
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Financial Agreement:

I acknowledge that payment is due at the time of treatment unless other arrangements are made. I agree that patients/guardians are responsible for all fees and services rendered for treatment of patient/ a minor/child. I accept

full financial responsibility for all charges not cover by insurance.
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Patient/Guardian (Print Name) Relationship:
NIRRT W4 (ERS) NS

Signature % 44

Self. Spouse Child, Other.
=) P A F& JeAlh
Date [




