
Bisphosphonate/bone drug?
*Actonel  *Aredia  *Bonefos  *Boniva  *Didronel  *Fosamax  *Fosamax Plus D
*Ostac  *Pamidronate  *Prolia  *Reclast  *Skelid  *Xgeva  *Zometa



Do you have or have you had any of the following?
YES	 NO	 Are or have you been in a situation which exposes you 	
	 	 regularly to x-rays or radiation?
YES	 NO	 Do you wear contact lenses?
YES	 NO	 Women only:  Are you pregnant?
YES	 NO	 Women only:  Are you nursing?

Are you allergic to or have you reacted adversely to:
YES	 NO	 Local anesthetics (novocaine, etc.)
YES	 NO	 Penicillin
YES	 NO	 Sulfa/Sulfites
YES	 NO	 Other antibiotics
YES	 NO	 Barbiturates, sedatives or sleeping pills
YES	 NO	 Aspirin
YES	 NO	 Iodine
YES	 NO	 Codeine or other narcotics
YES	 NO	 Metals (jewelry, etc.)
YES	 NO	 Latex
YES	 NO	 Other

Do you or have you had?

YES	 NO	 Serious trouble with previous dental work
YES	 NO	 Abnormal bleeding associated with previous extractions
YES	 NO	 Periodontal (gum) surgery or disease
YES	 NO	 Wisdom teeth removal
YES	 NO	 Cold sores
YES	 NO	 Red, white or purple patches in your mouth
YES	 NO	 Bleeding or sore gums
YES	 NO	 Pain, clicking or locking in your jaw
YES	 NO	 Difficulty opening your mouth widely
YES	 NO	 Pain or soreness in the muscles of your face or neck

	 	 ______________________________________________

	 	 ______________________________________________

	 	 ______________________________________________

I certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquiries set forth have been answered to my satisfac-
tion. I will not hold Dr. Butz or any member of his staff responsible for any errors or omissions that I may have made in the completion of this form. I agree that 
it is my responsibility to notify Dr. Butz or his staff of any changes in my health, operations, illnesses, new medications, new allergies, etc. which may occur in 
the future.

Signed________________________________________ 	 Date_ __________________________
	 	 (by patient / responsible party)

Signed________________________________________ 	 Date_ __________________________
	 	     (by the dentist)

FINANCIAL POLICY:  All professional services are to be paid in full on the date they are rendered. Any questions regarding this should be discussed with 
the office manager prior to being seen. We are happy to cooperate with those who have dental insurance. We will assist you in completing forms and help-
ing you receive maximum benefits; however, please remember that the patient/responsible party is responsible for all charges, regardless of the insurance 
coverage! On your first visit we ask that you pay this office in full and have the insurance company reimburse you any amount that may be payable. After the 
first visit we may, at our discretion, accept payment directly from the insurance company. In order to do this we MUST have your insurance information so we 
can determine what the estimated insurance payment will be. As we do not bill, you will be asked to pay your deductible and estimated amount as treatment is 
performed. When the insurance pays and if you have a credit on  your account, a check will be issued to you promptly. You will be notified should any balance 
remain after the insurance has paid fully. This policy has been developed to minimize inconvenience, maximize benefits, and ultimately keep your treatment 
costs down. Thank you for your cooperation. If you have any questions, please ask us.

I certify that I have read and understand the above. I acknowledge that my questions, if any, have been answered to my satisfaction. I agree to follow the policy 
as set forth above and understand that I am solely responsible for any charges incurred. I hereby authorize Dr. Butz and his staff to file any insurance claims 
for me (if applicable) using my signature below on file. I also authorize the release of any necessary information relating to treatment to my insurance company, 
or other healthcare provider as stated in our HIPPA Privacy Policy.

Signed________________________________________ 	 Date_ __________________________
	 	 (by patient / responsible party)											           0309


