
 
 
 
 
   
Date_____________ 
  
Patients Name________________________________________________________________________________ 
 
Address_____________________________________________________________________________________ 
 
City______________________   State____________________    Zip________________ 
 
Home Phone (___)________________  Work Phone (___)________________    Cell Phone (___)_____________ 
 
Birth date________________ Sex_____________   Social Security #__________________ 
 
Employed by_______________________________________________  Occupation ________________________ 
 
Family M.D. or Physician_______________________________________________________________________ 
 
Dentist_________________________   Whom may we thank for referring you to us?_______________________ 
 

Name of Spouse______________________________________________________________________________ 
 

Home Phone (___)________________  Work Phone (___)________________    Cell Phone (___)_____________ 
 
Birth date________________ Sex_____________   Social Security #__________________ 
 
Employed by_______________________________________________  Occupation ________________________ 
 

Insurance Information 
 

Primary Dental Insurance Company______________________________________________________________ 
 
Group number___________________________     Employer___________________________________________ 
 
Subscriber name_______________________________________   Birth date____________________ 
 
Subscribers Social Security #_____________________________ Subscriber Identifi cation#__________________ 
 

Secondary Dental Insurance Company_____________________________________________________________ 
 

Group number___________________________     Employer___________________________________________ 
 
Subscriber name________________________________________   Birth date___________________ 
 
Subscribers Social Security #_____________________________ Subscriber Identifi cation#__________________ 
 

Health History 
 

Have you been a patient in the hospital in the last year? _______________________________________________ 
 
Have you had excessive bleeding requiring special treatment? __________________________________________ 
 
List any medications or drugs you are taking. _________________________________________________________ 
______________________________________________________________________________________________ 
 
List any medications not listed above that you have taken in the last year. __________________________________ 
______________________________________________________________________________________________ 
 
Do you have a history of a chemical dependency?  If yes, how long in recovery?_____________________________ 
______________________________________________________________________________________________ 
 
List all medication allergies. ______________________________________________________________________ 
______________________________________________________________________________________________ 
 
 

Circle any of the following that you have or had. 
 

Heart Trouble  Rheumatic Fever Diabetes   Hepatitis  Asthma 
 
Heart Murmur Kidney Disease High Blood Pressure  Stroke (CVA) Steroid-dependent Asthma 
 
Latex Allergy Epilepsy  Prosthetic Joint or valve HIV/Aids  Migraines 
 
List any other serious illness you have or had. ______________________________________________________ 

♦OVER♦ 



 
 

                              Consent for Treatment 
 

I understand the following: 
 

1. Endodontics as with any branch of medicine or dentistry is not an exact science. Therefore, no 
guarantee of treatment success can be given or implied. As a rule, 90% of routine nonsurgical 

cases, and 75% of surgical cases are successful. 
 
2. Cases started in other offi ces or retreatment cases may have a different outcome than expected 

under optimal conditions.  
 
3. Proper post-treatment restoration is a necessity. I must contact my referring dentist, after 

completion of the endodontic therapy to arrange for the permanent restoration within thirty days.   
 

4. Periodic recall examination is recommended and no further charges are made for it. However, 
compliance is the responsibility of the patient. 

 
5. It may be necessary to alter the tooth structure or remove the restoration of the tooth being treated, 

or go through existing crowns or bridgework. 
 
6. Possible complications of treatment include, but are not limited to:    

 a. Procedural diffi culties in the course of treatment  
(Separated instrument, perforation, overfi lling, etc.) 

b. Fracture of the crown or root.      
c. Swelling, pain or discoloration of the soft or hard  

adjacent tissues. 
d. Persistent numbness or sinusitis following           

endodontic surgical treatment.     
e. Additional unknown or unspecifi ed problems, the  

explanation for and the responsibility of which cannot be given or 
assumed.  

f. Post-surgical infection. 
 

7. Treatment will be performed in accordance with accepted methods of clinical practice. Included in 
the therapy will be the taking of a minimal number of x-rays as dictated by the course of treatment. 

 
8. Quoted fees include offi ce visit, treatment, recall appointments, medications and drugs 

administered at the offi ce.  
 

9. A charge may be made for additional appointments resulting from the failure of the patient to follow 
the prescribed treatment schedule.  

 
As a courtesy to our patients, we will gladly fi le your insurance claims.  We estimate your portion of 
the total fee based entirely on the information your insurance company gives us.  We then require 
payment of your estimated portion at the time of treatment.  If there is a remaining balance after your 
insurance company pays, this balance becomes your responsibility.  If a collection agency is used 
to recover any unpaid balance, the responsible party is liable for all charges incurred. Our collection 
agency fee is 30%.  We charge $25.00 for returned checks.  If refunds are due, and a refund check is 
lost or destroyed, we reserve the right to deduct bank fees from a reissued check.  
 
                 _______________________________           _______________ 
                         Signature of patient or legal designate                                        Date 
 
 
I give permission to Endodontics of Greater St. Louis to release all information to my spouse or to 
my parents. (optional) 
 

                 _______________________________           _______________ 
                                  Signature of patient                                         Please Print Name of 
                Parent or Spouse  
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