
 

 

 

 

MEDICAL HISTORY 
                                                                                                                                       
1. Do you have any general health problems?  If so, please specify       

 

2.  Are you currently under a physician’s care?   YES   NO   Reason        

          

          Name and Address of Physician ___________________________________________________________________ 

 

3.  Are you currently taking any drugs or medication?  If so, what?    ________ 

 

4.  Are you currently pregnant? ___________ If yes, due date? _________________ 

 

5.  To the best of your knowledge, are you or have you ever been afflicted with any of the following…  

 
 Heart Ailment   Respiratory Disease  Diabetes  

 

 Hepatitis    Rheumatic Fever   Prolonged Bleeding  

  

 Epilepsy    Healing Complication  High Blood Pressure 

 

 Allergy to any Drugs 

 If so, what? ________________________________________________  

  
6.  Why did you leave your last dentist?   ___________________________________________ 

 

7.  Is there any additional information you would like us to know? __________________________________________ 

     

_________________________________________________________________________________________________________ 

 

Consent for Services    

As a condition of your treatment by this office, financial arrangements must be made in advance.  

All co-payments are due at the time services are rendered. 

 

Any emergency and/or after hours dental services are subject to additional fees. 

 

Patients who carry dental insurance understand that payment for all services furnished is ultimately their 

responsibility. This office cannot render services on the assumption that our charges will be paid by an insurance 

company. As a courtesy to our patients, we will prepare and submit dental claims and assist in making 

collections from insurance companies. Any such collections will be credited to the patient’s account. 

 

In this office we believe in providing our patients with the utmost in care. This means using the best materials 

available in order to promote and preserve a healthy smile. We understand that your dental insurance may 

downgrade to amalgam (metal) fillings, however this is a mercury-free office, and the patient is responsible for 

any difference in cost. 

 

X-rays and Photographs: 

I authorize Dr. Calton and her team to take any x-rays and photographs deemed necessary for the detection 

and diagnosis of oral diseases.  I authorize the release of this and any other information to my insurance 

company necessary for processing my dental claim (if applicable and according to HIPPA regulations). 

 

Appointment Policy: 

If you find it impossible to keep an appointment, for consideration of other patients needs, we ask for 48 hours 

notice. Appointments cancelled or missed without 48 hours notice are subject to a missed appointment fee. 

 

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay for 

services at the time they are rendered or within 5 days of billing if credit is extended. Outstanding balances may 

be subject to additional charges. I further agree to pay all costs up to an additional 30% of full balance if my 

account has to be turned over to a third party collection agency. Additionally, any and all reasonable attorney 

fees are my full responsibility. 

 

I have read and agree to the above terms of treatment. 

 

X ______________________________________________ Date: ____________ Relationship to Patient: _______________ 

    (Signature of Patient or Responsible Party) 

 

 

What is the best way we can contact you? Please check all that apply       

□ Phone       □ Text Message       □ Email 


