
DENTAL HISTORY

What is your immediate problem?

Have you ever had periodontal treatment?          When:

What is your maintenance cleaning schedule? When was your last cleaning?

CONSENT

SOUTHERN ARIZONA PERIODONTICS, P.L.C. recognizes that every patient has the Right of Privacy concerning their 
personal dental health information.  I confirm that I have read a copy of the Notice of Privacy Practices and understand my rights.

X Signed: Date
AUTHORIZATION TO PAY BENEFITS TO DENTISTS:  I hereby authorize payment directly to the Dentist of t
or Dental Benefits, if any, otherwise payable to me for the services as described but not to exceed the reasonable and customary
for those services. I understand I am financially responsible for charges not covered by this authorization. In th
agree to pay together with such collection costs and responsible attorney's fees as may be required.

X Signed: Date

The undersigned hereby authorizes the Doctor to take radiographs, study models, photographs, or any other diagnostic aids
deemed appropriate by the Doctor to make a thorough diagnosis of the patient's dental needs. I also  authorize the Doctor to
perform any and all forms of treatment, medication and therapy, that may be indicated in connection with (Name of Patient)
_______________________________ and further authorize and consent that Doctor choose and employ such assistance as
deems fit. I also understand the use of anesthetic agents embodies a certain risk.  I understand that responsibility for payment 
for Dental Services provided in this office for myself or my dependents is mine, due and payable at the time services are 
rendered. In the event of default I (We) promise topay legal interest on the indebtedness, together with such collection costs
and reasonable attorney fees as may be required to effect collection of this note.

X Patient: Date Witness

X Parent or Responsible Party Relationship to Patient

UPDATES

Date No Changes Changes: Patient Signature: 

Date No Changes Changes: Patient Signature: 

Date No Changes Changes: Patient Signature: 

Date No Changes Changes: Patient Signature: 
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