
WELCOME. TO SUDBERRY DENTAL 

<@~PATI£NT INFORMATION(W.~ 
Name:_________________.Date ofhirth:____ 

Address:_________City:_____,State Zip,____ 

Home Phone: _______Cell._______ Work:______ 

Email Address: Social Security ________ 

Would you like to receive confinnation by email or text message? (please circle one) 

Whom may thank for the referral? Phone book, Internet, Website, Billboard, Other: ____ 


Responsible Party: (Person Responsible for paying the bill, if not the patient) 


Name:_____________~Phone:___________ 


Address:_______City:_____.State:___Zip:____ 

Insurance Infonnation: 


Place of Employment_____________________ 


Name of Cardholder__________.SS#_________ 


DOB________ Relationship______________ 


Insurance Co. _____________~Phone#_________ 


Address:________ CitylStatelZip____________ 


ID# Group#_________ 

Secondary Insurance: 

Place Of Employment:_____________JPhone:______ 

Name of Cardholder Relationship______ 

Insurance Co. SS#_________ 



Sudberry Denta! DATE 711612012TIME 9:36AM 

MEDICAL HISTORY 

_________......__ Birth DOle ______________PATIENT NAME. 

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 denlistty you will receive, Thank you for answering the 


: following questions. 

: 


Are you under a physician's care now? 0 Yes No If yes, please o"":"~'L.____________________ 
Have you ever been hospHalized or had a major operalk>n? 0 Yes No It yes, please explain' ___________________ 

Have you ever had a serious head or neck inJUfY? 0 Yes 
Are you taklng any mediCations, pills, Of drugs? () Yes NoNo IfII yes,yes, pleaseplease e~;xpl;;:a;;in~.'==================== 

Do you take. or have you taken. Phan--Fen Ot Redux? () Yes No 

Have you ever taken Fosamax, Boniva. Actonel or any(j '(; Noother medications containing bisphosphonates'? "'-/ as 

Are you on a special diet? Yes 0 No 

Do you use tobacco? Y.sO No 
Do you use controlled substances? Yes 0 No 

Women: Are you 

PregnantfTrying 10 gel pregnanl? Yes No Taking oral contraceptives? C) Yes No Nursing? 


Are you anergic 1o any of Ihe following? 

:::J Aspirin Penicillin Codeine Local Anesthetfcs ::::J Acrylic Melal 


[J Other If yes, pte.se explain: _____ 

Do you have, or have you had. any of the following? 

AIDSIHIV Positive 
Alzheimer's Disease 

Anaphylaxis 

Anemia 

Angina 

Arthritis/Gout 
Artfficial Heart Valve 

Artificial Joint 
Asthma 
Blood Disease 

Blood TranstusiQl'l 

Breathing Pronlem 

Bruise Easily 

Canoe. 
Chemotherapy 
Chest Pains 
Cold SoresIFever Blisters 

Congenital Heart 

Convtdsrons 

Ves 
Ves 

Ve' 
Ves 

Ve. 
Ves 

Ves 

Yes 

Ve. 
Ves 
Ve, 

Yes 
Ve, 

Ves 
Ves 
Ve. 

Ves 

Ves 
Ve. 

No 
No 

No 
No 

No 

No 

No 

No 

No 
No 

No 

No 

No 
No 
No 
No 
No 
No 
No 

Cortisone Medicine OYesONo 


Diabetes OVesONo 


Drug Addiction (J Ves 0 No 


Easily Winded (J Yes 0 No 


Emphysema OYesONo 


Epilepsy or Seizures OYesONo 


Excessive Bleeding OVesONo 


Excessive Thirst o Yes C) No 


FllIntlng SpellsIDiuiness() Yes 0 No 


Frequent Cough OYesONo 


FreqU901 Dian1lea CYesONo 


Frequent HeadaChes Yes 0 No 


Genital Herpes Yes 0 No 


Glaucoma Yes 0 No 


Hay Fever Yes 0 No 

Heart AttacltlFailure Yes 0 No 


Haart Murmur Yes 0 No 


Heart Pacemakat Yes 0 No 


Heart Troubl&iOisease Yas 0 No 


Hemophilia o Yes C) No 
HepatihsA OYesONo 
Hepatitis B or C o Ves (J No 
Herpes o Yes (J No 

High Blood Pressure 0 Yes 0 No 
High Cholesterol OVesONo 
Hives or Rash OYesONo 
Hypoglycemia (J Ves 0 No 
Irregular Heartbeat OVesONo 
Kidney Pronlems OVesONo 
Leukemia CVesONo 
Livel Disease C) Yes ONo 

Low Blood Pressure o Yes No 

Lung Disease o Yes No 

Mitral vallie Prolapse C) Yes No 
Osleopo1'osjs o Yes No 
Pain in Jaw Joints C) Yes No 

Parathyroid Disease 0 Yes No 

Psychiatric Care o Ves No 

Yes No 

latex Sulladrugs 

Radfalfon Treatments 

Reo;;ent Weight Loss 
Aenal Dialysis 

Aheumatic Fever 

flhOumatism 
Scene! Fe'fflr 

Shingles 

Slcl\fe Cell Disease 
Sinus Trouble 

Spina Bifida 

StomactVlnlestinal Disease 

Stroke 

Swelling 01 LimbS 
Thyroid Disease 
Tonsilillis 
Tuberculosis 
Tumors or Growths 

UIce" 
V&neleal rnsease 
Yellow Jallooiee 

Ves 

Ves 

Ve' 
Ves 
Ve. 

Ves 

Ve. 
Ves 

Ves 

Ves 

Ves 

Yes 

Ves 
Ves 
Ves 
Ves 
Ves 
Ve. 
Ves 
Ves 

Have you ever had any serious illness nollisted above? 0 Yes No 

Comments: 

To the best of my knowtedge, the questions on this form have bOOn accurately answered. I understand that providing incorrect Information 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 

No 
No 
No 

No 

No 
No 

No 

No 

No 
No 

No 

No 
No 
No 
No 
No 
No 
No 
No 
No 



HIPPA 

Sudberry Dental 


With my consent, Sudberry Dental may use disclose protected health information 
(PHI) about me to carry out treatment, payment and healthcare operations 
(TPO). 

A revised Notice of Privacy of Practices may be obtained by forwarding a written 
request to the Sudberry Dental Clinic, Attention: Privacy Officer at 1520 N. 
Commerce, Ste A, Ardmore, OK 73401. 

With my consent, the staff of the Sudberry Dental may call and leave a message 
on voice mail in reference to any items that assist the practice in carrying out 
TPO, such as appointment reminders, insurance items and any call pertaining to 
my clinical care. 

With my consent, Sudberry Dental may mail to my home or other designated 
location any items that assist the practice in carrying out TPO, such as 
appointment reminder cards and patient statements. 

I have the right to request that Sudberry Dental restrict how it uses or discloses 
my PHI to carry out TPO. However, the practice is not required to agree to my 
requested restrictions, but if it does, it is bound by this agreement. By signing 
this form, I am consenting to Sudberry Dentals use and disclosure of my PHI to 
carry out TPO. I may revoke my consent in writing except to the extent that the 
practice has already made disclosures in reliance upon my prior consent. If I do 
not sign this consent, Sudberry Dental may decline to provide treatment to me. 

Signature of patient or legal Guardian Date 

Names and Numbers of people we can release information to. 

Number_~..._______ 

Number________________ 

Number 



~ 
Sudberry Dental 

T. Blake Suaberry. DDS 

Thank you for choosing Sudberry Dental. Our primary mission is to deliver the best and most comprehensive 

dental care available. An important part of the mission is making the cost of optimal care as easy and 

manageable for our patients as possible by offering several payment options. 

Payment Options: 

You can choose from: 

-Cash, Check, Visa, MasterCard, or Discover Card 

We offer a 10% courtesy accounting adjustment to patients who pay for 

their treatment with cash or check prior to completion of care. 

Convenient Monthly Payment Plans from Care Credit 

• Allow you to pay over time 

• No annual fees or pre-payment penalties 

Please note: 


Sudberry Dental requires payment prior to the completion of your treatment. If you choose to discontinue 


care before treatment is complete, your refund will be determined upon review of your case. 


Sudberry Dental charges $25.00 for returned checks. 


A finance charge of 1.5 %will be added to any remaining balance after 90 days. 


Time is valuable. Please call the office at least 48 hours prior to appOintment to cancel, or a $35 


cancellation fee will be charged to your account. Please initial ____ 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want 

or need. 

Patient, Parent or Guardian Signature Date 

Patient Name (Please Print) 


