	Declaration Dental 
Mark A. Riese DDS, PC

	                                 401 W Broadway
                                 Monticello, IN  47960

                                 574-583-5042

	PATIENT INFORMATION

	
	

	DATE:____________________________________________________
	HOME PHONE NUMBER:____________________________________

	
	

	NAME:___________________________________________________       CELL PHONE  NUMBER:____________________________________
                (first, middle initial, last)                                                           
                                                                                                                        

	DATE OF BIRTH_________________________________________


	EMAIL    _________________________________________________

	SINGLE__________     MARRIED__________     WIDOWED__________     SEPARATED__________     DIVORCED__________

	
	

	SPOUSE NAME:________________________________________________________________________________________________________

                               (first, middle initial, last)

	
	

	ADDRESS:_____________________________________________________________________________________________________

                                        (street / p o box, city, state, zip)
CIRCLE PREFERED METHOD OF CONTACT: HOME PHONE     CELL PHONE     EMAIL    TEXT    WORK PHONE

	
	

	PATIENT’S or IF PATIENT IS A MINOR PATIENT’S MOTHER’S…..
	SPOUSE’S or IF PATIENT IS A MINOR PATIENT’S FATHER’S…

	MOTHER’S NAME ​​​​​​​​​​​​​​​__________________________________________

SOCIAL SECURITY #________________________________________
	FATHER”S NAME ​​​​​​__________________________________________

SOCIAL SECURITY #________________________________________

	DATE OF BIRTH____________________________________________
	DATE OF BIRTH____________________________________________

	PLACE OF 

EMPLOYMENT_____________________________________________
	PLACE OF 

EMPLOYMENT_____________________________________________

	EMPLOYMENT 

ADDRESS_________________________________________________
	EMPLOYMENT 

ADDRESS_________________________________________________

	EMPLOYMENT PHONE #_____________________________________
	EMPLOYMENT PHONE #_____________________________________

	EMERGENCY CONTACT:________________________________________________________________________________________________

                                                ______________________________________________________________________________________________

                                                 (name, address, telephone number, relationship to patient)

WHOM CAN WE THANK FOR REFERING YOU_______________________________________________________________________________


	INSURANCE INFORMATION
PRIMARY DENTAL INSURANCE COVERAGE

SUBSCRIBER NAME________________________________________RELATION TO PATIENT________________________________________

SUBSCRIBER SSN_________________________________________SUBSCRIBER DOB ____________________________________________

PLAN NAME_______________________________________________GROUP NUMBER_____________________________________________

INSURANCE COMPANY_____________________________________ PHONE NUMBER ____________________________________________

SUBSCRIBER ID__________________________________________

SECONDARY DENTAL INSURANCE COVERAGE

SUBSCRIBER NAME________________________________________ RELATION TO PATIENT________________________________________

SUBSCRIBER SSN _________________________________________ SUBSCRIBER  DOB___________________________________________

PLAN NAME_______________________________________________ GROUP NUMBER _____________________________________________

INSURANCE COMPANY_____________________________________ PHONE NUMBER _____________________________________________

SUBSCRIBER ID___________________________________________

	PLEASE COMPLETE REVERSE SIDE




MEDICAL HISTORY

	                                 PLEASE CIRCLE ANY CONDITIONS THAT PERTAIN TO YOU:  (CURRENT AND PAST)



	ANEMIA
	CONGENITAL HEART DEFECT
	HEART MURMUR
	OSTEOPOROSIS

	ANGINA
	DIABETES TYPE 1
	HEART SURGERY
	PACEMAKER

	ARTHRITIS
	DIABETES TYPE 2
	HEPATITIS A B C
	PREMED

	ARTIFICAL HEART VALVE
	EMPHYSEMA
	HIGH BLOOD PRESSURE
	PSYCHIATRIC PROBLEMS

	ARTIFICAL JOINT
	EPILEPSY
	INFECTIVE ENDOCARDITIS
	RHEUMATIC FEVER

	ASTHMA
	FEVER BLISTERS
	JAW JOINT PAIN
	SEIZURES

	BLEEDING
	GLAUCOMA
	KIDNEY DISEASE
	SINUS PROBLEMS

	BREATHING DIFFICULITY
	HIV+ AIDS
	LIVER DISEASE
	STOMACH REFLUX

	CANCER
	HEADACHES
	LOW BLOOD PRESSURE
	STROKE

	CHEMO/RADIATION
	HEART ATTACK
	MITRAL VALVE PROLAPSE
	THYROID PROBLEMS

	COLITIS
	HEART DISEASE
	ORGAN TRANSPLANT
	TUBERCULOSIS

	
	
	

	YES_____ NO_______ DO YOU SMOKE OR USE TOBACCO?

IF FEMALE PLEASE ANSWER THE FOLLOWING:

YES_____ NO_______ ARE YOU TAKING BIRTH CONTROL?

YES_____ NO_______ARE YOU PREGNANT?    IF YES, # OF WEEKS________

YES_____ NO_______ARE YOU NURSING?



	
	
	

	NAME OF FAMILY PHYSICIAN:____________________________________________________________________________________________

	
	
	

	LOCATION:____________________________________________________________________________________________________________

                    (street, city, state, zip and telephone number)
ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN?  YES_________  NO__________

	
	ALLERGIES / MEDICATIONS

	

	PLEASE CIRCLE ANY ALLERGIES THAT PERTAIN TO YOU:

	ASPIRIN
ERYTHROMYCIN

METALS
	CODEINE
JEWELRY

PENICILLIN
	DENTAL ANESTHETICS
LATEX

TETRACYCLINE

	     IF ANY OTHER, PLEASE LIST:__________________________________________________________________________________________

	
	
	

	PLEASE LIST ANY CURRENT MEDICATIONS YOU ARE TAKING:________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

	
	
	

	PHARMACY/NUMBER:_________________________________________________________________________

FOR INSURANCE and PATIENT BILLING PURPOSES

	
	
	

	I authorize the release of any information relating to dental work performed and its related charges at the office of Mark A. Riese, DDS, PC.

I authorize payment of benefits to be made directly to the provider of service.

I understand that, even though I may have insurance coverage, I am responsible for fees at the time services are rendered. 

I understand that if the account is not paid, I will be responsible for the cost of collection, including court costs and legal fees. I understand that where appropriate, credit bureau reports may be obtained.  I understand that some insurance companies choose to send the patients the checks. If my insurance company chooses to send the checks to me, I will be responsible for payment in full at the time of treatment. All patient payment responsibility is due in full on day of treatment.


	__________________________________________________________
	__________________________________________________________

	(signature of patient / responsible party)
	(signature of spouse / responsible party)

	
	
	


