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Status:        �Minor       �Single       �Married         �Partner  

Spouse/Partner Name: _______________________________________ 

Do you have children?  �Yes      �No     How Many? _____________ 
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Person responsible for account 
Name:_______________________________________________ 

Relation:  �Self   �Spouse/Partner   �Parent/Guardian         

Billing Address:_______________________________________ 

____________________________________________________ 
            City                             State                       Zip 
Home #_________________ Work #______________________ 

SS #________-_____-________ Drivers License#____________ 
 
Payment Method:  �Cash     �Check     �MC/Visa 
 
_____________ I hereby authorize assignment of my insurance rights and  
           Initials 
benefits directly to the provider for services rendered.  I fully  
understand that I am solely responsible for any balance not paid by my   
insurance company. 
 

I n  E v e n t  o f  E m e r g e n c y  

�
�
� � � � �� � � � �� �/ � �! � � 
� ! 
0 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 , � �� 
�� � �
 
 
 
 
 
 
 
 
 
 
 
 
 
 �
�
# � � �� � � �
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 �

) � � � �� 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 � � �* �� 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 ' � ���� 
 
 
 
 
 
 
 
 
 
 
 
 
 �

� � � ��� �� � � ��� � � �! � ��� � ! 
� �0 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 � � � � � � 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 �
�

A b o u t  Y o u 

���������	
������	
�����	

B. Edward Williams, DMD, LLC 
D. Hamilton Sims, DMD 

2101 SE 39th Ave. 
Portland, Oregon 97214 

503-234-6148 
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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 medication that you may be taking could have an important interrelationship with the dentistry                                     
         you will receive.   Thank you for answering the following questions. 
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Have you ever had any serious illness not listed above?   ��2 � � �������� � �������� � � �� �� � � � ���� 
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To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect informa-
tion can be dangerous to my (or patient’s) health.  It is my responsibility to inform the dental office of any changes in medical status. 
 
        � 
                      Signature of patient, parent or guardian                          Date 
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) � � 	 
 ������# �� �� � � ������� �� $ � � � 
���
�� �� $ �
� �$ � 
�� �� $ � � � 
0 ����� � �� �� $ ������ � * �� $ �� �� ��! � � 
�� ! � � 
�4 � � 0 �


	Text1: 12345678910111213141516171819


