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William Chouinard, DDS

MEDICAL HISTORY

PATIENT NAME | ~_ Birth Date

——— e e ey e e

Circle one: TEXT EMAIL BOTH

g Email address: S il

Cell phone :

Address:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medications that you may be taking, could have an important interrelationship with the dentistry you will receive. Please answer the following
questions. :

Are you under a physician's care now? Yes __  No__ If yes, please Sxpliatis R g SURR L SR
{ave you ever been hospitalized or had a major operation? Yes__ No__ Please explain withdates: _______
Have you ever had a serious head or neck injury? Yes__ No__ Please explain with dates:
Are you taking any medications, pills, or druge? Yes . < NG Pleass sl e b

Do you take, or have you taken, Phen-Fen or Redux? Yes__ No__

Are you on a special diet? Yes__ No__

Do you use tobacco? Yes__ No__

Do you use controlled substances? Yes__ No__

Do you need to pre-medicate? Yes__ No__ Please explain: LAl S FE N o

—

Women: Are you Pregnant/Trying to get pregnant? Yes__ No__ Taking oral contraceptives? Y__es___ No

Circle any of the following that you are allergic to: & BRI R g e
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___________

Do you have, or have you had, any of ﬁw ﬁa&mﬁiﬁm
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William A. Chouinard, DDS
801 N. Main St.

Sikeston, MO 63801
573)471-8081

ACKNOWLEDGEMENT OF RECE(PT OF
NOTICE OF PRIVACY PRAC
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*You may Refuse to Sign This Acknowledgment*

have received a copy of this office’s Notice of Privacy
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Practices.

Print Name

Sighature

Date |

We attempted to ol




Dr. William Chouinard Financial Policy

lease read this entire form carefully, then sign and date the bottom, as it defines the financial policies of this practice.

Payment is due at the time services are rendered.,

The front desk staff will estimate the amount you owe for procedures the doctor or hygienist has completed or

those procedures which are in progress. Remember, this is only an estimate. The actual out-of-pocket expense
may be less than or greater than the amount that is estimated and collected. You may be reimbursed or apply the
excess to another date of service if we have collected too much.,

Insurance Coverage

We accept many different insurance plans. All plans have a unique schedule of covered services depending on
“what plan you or your employer has purchased. There is no guarantee that services will be covered. You, or the
person responsible for this account, will be responsible for payment of non-covered procedures. There may be

additional charges to cover the costs of parts or lab fees, depending on the treatments provided and the type of

Insurance coverage. If you wish, we can send a pre-determination to your insurance carrier. This will give you an
estimation of your out-of-pocket expense for your treatment. However, please keep in mind that planned

treatment can change, once started, at the discretion of the doctor.

Major Work

Patients receiving major work (examﬁles., bm not limit d to: ! S; E)ﬂdma r;‘lals dentures; implants) must
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