
David B. Sandquist DDS Ltd. 2650 Lake Sahara Dr., Suite 160
Douglas D. Sandquist DDS Las Vegas, NV 89117-3451

Phone: 702 734 0776  Fax: 702 734 7761

Patient Information
Patient Name: __________________________________________________  ____  Date: _______________
                                  Last                                                         Fiirst                                               MI
      Male    Female                                                Married    Single    Child    Other _____________

Social Security #: _________________________  Birth Date:__________________________

Phone (Home): ___________ (Work): _____________ Ext: ____  E-Mail Address:_______________________

Address: _________________________________________________________________________________
                            Street   Apartment #                                                City                                State                                        Zip Code

Employer: __________________________      Employer Address: ____________________________________

Dental Insurance: Yes____  No_____   Company______________________Address:_____________________

In the Event of Emergency, Person to be Contacted:
        Name/Address __________________________________________________________

Referred By: ________________________________________________________________

Health Information

Date of Last Dental Visit: __________________  Reason for this visit: ___________________________________

Have you ever had any of the following?  Please check those that apply:
 AIDS
 HIV +
 Allergies __________

                  __________
 Anemia
 Arthritis
 Artificial Joints
 Asthma
 Blood Disease
 Cancer
 Diabetes

 Dizziness
 Epilepsy
 Excessive Bleeding
 Fainting
 Glaucoma
 Growths
 Hay Fever
 Head Injuries
 Heart Disease
 Heart Murmur
 Hepatitis

 High Blood Pressure
 Jaundice
 Kidney Disease
 Liver Disease
 Mental Disorders
 Nervous Disorders
 Pacemaker
 Pregnancy

    Due date:_________
 Radiation Treatment
 Respiratory Problems

 Rheumatic Fever
 Rheumatism
 Sinus Problems
 Stomach Problems
 Stroke
 Tuberculosis
 Tumors
 Venereal Disease
 OTHER: __________
 _________________

• Have you ever had any complications following dental treatment?     Yes   No
     If yes, please explain:_______________________________________________________________________

• Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No
     If yes, please explain:______________________________________________________________________

• Are you now under the care of a physician?     Yes   No
     If yes, please explain:______________________________________________________________________

• Name of Physician: _______________________________________________  Phone:___________________

• Are you currently taking any medication or drugs?  Yes   No  For what disease? _________________________
What are they? (including aspirin)_____________________________________________________________

• Are you allergic to any medication or drugs?  Yes   No
What are they? _____________________________________________________________

• Are you allergic to any metals?  Yes   No

• Have you ever had a skin rash or other reaction to metal jewelry?  Yes   No

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have
any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:___________________
   Signature of patient, parent or guardian

____________________________________________________________________________________                                           (OVER)
Reviewed



Consent for Services

I hereby authorize and consent to the performance of dental treatment which Dr. Sandquist and I agree are necessary. This
consent shall remain in effect until I choose to revoke it in writing.

I authorize release of any information relating to this treatment. I understand that I am responsible for all charges not
covered by my dental insurance. I authorize payment directly to Dr. Sandquist unless otherwise noted.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid
for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and
that he or she is personally responsible for payment of all dental services.  This office will help prepare the patients
insurance forms or assist in making collections from insurance companies and will credit any such collections to the
patient's account.  However, this dental office cannot render services on the assumption that our charges will be paid by an
insurance company.

I further agree that if this account becomes delinquent, a finance charge of 1.5% will be added to my account balance after
90 days collecting the same, including court costs, reasonable attorney fees and/or collection agency commissions or
charges.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date
of the patient examination.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this
form.

I have read the above conditions of treatment and payment and agree to their content.

____________________________________________________  Date: _____________  Relationship to Patient:                                                
Signature of patient, parent or guardian

____________________________________________________  Date: _____________  Relationship to Patient:                                                
Signature of guarantor of payment/responsible party


