
Michael E. Judy D.D.S., Inc.
5919 Teletowne Drive. Suite 5

Toledo, Ohio 43612

flhis iniomalion ls necossary lor our liles and will be @nsrdered conlidenlial)

PATIEN']'S LAST NAME FIFIST NAME I\,IIDDLE PNEFENNEO NAI,IE

CURFIENT STNEET ADDBESS CITY STATE ztP

PATIENT'S BIBTHDATE SOCIAL SECURITY NUMBEB

SINGLE SEPARATEO

HOME PHONE WOFIK PHONE

wloowEo

OTHEB PHONE

DIVORCED

IF STUDENI IN COLLEGE? tr YES O NO IF EMPLOYED, EMPLOYEFI'S NAME

IF PATIENT IS A CHILD. GUABDIANS NAME PHONE

PHONEWHOM MAY WE THANK FOF FIEFEBBING US?

NAME OF PEBSON BESPO\SIBLE FOFI IHIS ACCOUNT RELATIONSHIP

BILLING ADDFESS CITY STATE HOME PHONE

E{\,IPLOYER SOCIAL SECURIry NUMBEB

INSUBEO PERSON'S FULL NAME BINTHDATE

SOCIAL SECURITY NUMBEB FIELATIONSHIP TO PATIENT

EMPLOYER'S NAME FULL ADOFESS OF EMPLOYER OCCUPAT1ON

INSURANCE COMPANY NAME ADDFESS OF INSURANCE COMPANY GFOUP OB LOCAL NUMBEB

INSUBED PEBSON'S FULL NAME BIRTHDATE

SOCIAL SECURITY NUMBER FIELATIONSHIP TO PATIENT WOBK PHONE

EMPIOYEB'S NAME FULL ADDRESS OF EMPLOYEB OCCUPATION

INSUFANCE COMPANY NAME ADDFESS OF INSUBANCE COIVPANY GFOUP OF LOCAL NUIIIBER



Oo you have a peBonal physician? why have you @me ro the denrisr roday?

Are you curontly under care ot any physician?

Are you p€senlly laking any drugs pfescnbed by a physican or denlistt
o Yes o No ll yes, please list:

A€ you curenly in pain?

The app@ximale dale ol youf last denlalvisil:For women:Are you prsgnanl?

HAVE YOU EVER HAD ANY OF THE FOLLOWING DISEASES OR i/|EDICAL PROBLEMS?

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

Congenital Hean Detect
High / Low Blood P.essure

Head Surq€ry / Pacomaker

Y N HIV+/AIDS

Y N Herp6s {cold sore)
Y N Epilepsy /Sezures / Fainlng Spels

Y N Difiiculv Sreathing
Y N BloodTransluson

Y N Psychiatric Probl€ms
Y N Orus / Alcohol Problems
Y N Kidney Poblems
Y N Sinus Pbblens
Y N Severe / Frequenl Headaches

Y N Abnomral Bleoding

Y N Ngtuous Problgm
Y N VenerealDissass

Please lisl any olher s.ious medical condition(s) lhal yoo have ever had:

ARE YOU ALLERGIC TO ANY OF THE FOLLOWNG ORUGS?

Y N Denlal Anesth€tics
YN
YN

Please lisl any oihef drugs thal you are allergrc lo:

THANK YOU lor tilling oul this lorm completely. lt will enable us to help you more effectively. lf you have any questions al
any lime, please ask us. We are happy to help.

CONSENT FOR TREATMENT
1 . I understand the above informaiion is necessary to orovide me wilh dental care in a sate and etficient manner.

I have answered allquestions lrulhfully and to the best ot my knowledge.
2. The undersigned hereby aulhorizes doctor to lake x+ays, sludy models, photographs, or any other diagnostic

aids deemed appropriate by doctor to make a thoough diagnosis of the patient's dental needs.
3. I also authorize doctorto perform all recommended lreatment mutually agreed upon by me and to use the

appropriate medicalion and therapy indicaled lor such treatment.
4. I understand thal all responsibility lor payment for denlal soNicos provided in this office for myself or my

dependents is mine, due and payable at the time services are rendered unless other arrangements have been
made. In the event payments are not received by the agreed upon dates, I undersland that a 17o finance
charge (12% APR) may be added to my account.

5. Lastly, a booked appointment fee may be charged lor cancellations & no shows if less than 24 hours.

Patient Date


