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[ MEDICAL ALLERT FOR OFFICE
NAME; MR./MISS /MRS / MS./ DR. IN CASE OF EMERGENCY, WE SHOULD NOTIFY:
NAME:
DATE OF BIRTH (DAY /MONTH / YEAR): / / RELATIONSHIP
NAME OF FAMILY DOCTOR:
PHONE: (H) o HEIGHT WIEGHT
O MALE OFEMALE AGE TODAY
{CELL)
(EMAL) J DENTAL INSURANCE COMPANY NAME:
OCCUPATION:
WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? AROURRALICH ¥ CERTRIGNTES
OR, DID YOU HEAR OF US FROM : INTERNET / .
: 1 SECONDARY INSURANCE COMPANY NAME:
YELLOW PAGES / SIGN / NEWSPAPER / OTHER:
GROUP POLICY #: CERTFICATE #:

AFTER COMPLETING ALL PAGES OF THIS QUESTIONAIRE PLEASE
READ AND SIGN THE AUTHOREZATION AND RELEASE BELOWY:

| certify that | have read, understood and accurately completed the personal, medical and dental question-
naires to the best of my knowledge and have not knowingly omitted any information. This information has
been reviewed by me, and | have had the chance to ask questions and to receive answers regarding any medi-
cal and dental histories. As may be required, | consent to my physician being contacted regarding any spe-
cific medical questions. | authorize Dr. Rosenblat or his employees to release any information conceming my
dental treatment or my child's dental treatment to third party payers and /or other medicalfdental offices. | au-
thorize Dr. Rosenblat and his qualified employees to perform necessary diagnostic procedures and treatment
as required to achieve the proper level of dental care including the use of local anesthesia and other medica-
tion as indicated. | understand that | am financially responsible to the dentist for all costs of dental services
provided, regardless of outcome, even if my insurance coverage may not be all inclusive.

PATIENT / PARENT / GUARDIAN SIGNATURE: DATE:







