
Timothy E. Colby, D.D.S.
2704 W. 45th Street
Highland, IN  46322
219-924-2736 Patient Number ______________

                          (For office use only)

Please Fill This Form Out Completely
Today’s Date:                                Your email address:                                                 

Patient Name: First                                                 Last                                                                                              

Marital Status:                                                   Gender:   _ Male _ Female

Street Address:                                                                                                           

City:                                              State:                                         Zip:                         

Home Phone Number:                                            Work Phone Number:                                  

Cell Phone:                                       

Which number should we use to confirm appointments?                                                            

Employer:                                                                                                                   

Patient’s Date of Birth:                                               

Patient’s Social Security Number:                                                                                  

Patient’s Driver’s License Number:                                                                                

Whom may we thank for referring you?                                                                        

Person to contact in case of Emergency:                                                                       

Emergency Phone Number:                                                                                          

Physician’s Name:                                                        Phone:                                       

Responsible Party/Insured Party

Name:                                                                                                                        

Relationship to patient:                                                                                                

Address:                                                                                                                     

Phone:                                                                                                                        

SSN:                                                      DOB:                                                              

Drivers License Number:                                                                                              

Employer:                                                         Work Phone:                                        

Bank Name and Account Number ____________________________________________



Your Medical History

1. Are you currently taking any medication? If yes, please list below:

                                                                                                                                               

2. Do you have any allergies? (medications, latex, etc.)

If so, please list:                                                                                                                       

3. Are you under medical treatment now? Yes___ No___
4. Have you been hospitalized for a surgical operation

or serious illness within the last five (5) years? Yes___ No___
If yes, please explain                                                                                                                
                                                                                                                                                
5. Do you suffer from mental illness? Yes___ No___
6. Have you ever taken Phen-Fen/Redux? Yes___ No___
7. Do you use tobacco? Yes___ No___
8. Do you use controlled substances? Yes___ No___
9. Are you wearing contact lenses? Yes___ No___
10. Are you currently pregnant or nursing? Yes___ No___
11. Are you on birth control? Yes___ No __
12. Do you drink pop? Yes___ No___
13. Do you floss your teeth? Yes___ No___
14. Do you use mouthwash? Yes___ No___
15. Do you have or have you had any of the following:

High Blood Pressure: Yes No Heart Disease: Yes No
Chest Pains: Yes No Heart Attack: Yes No
Pacemaker: Yes No Easily Winded: Yes No
Rheumatic Fever: Yes No Heart Murmur: Yes No
Stroke: Yes No Swollen Ankles: Yes No
Angina: Yes No Hay Fever: Yes No
Fainting/Seizures: Yes No Frequently Tired: Yes No
Tuberculosis: Yes No Asthma: Yes No
Anemia: Yes No Radiation: Yes No
Low Blood Pressure: Yes No Emphysema: Yes No
Glaucoma: Yes No Epilepsy: Yes No
Convulsions: Yes No Cancer: Yes No
Weight Loss: Yes No Leukemia: Yes No
Arthritis: Yes No Liver Disease: Yes No
Kidney Disease Yes No Diabetes: Yes No
Joint Replacement: Yes No Heart Trouble: Yes No
AIDS/HIV infection: Yes No Hepatitis: Yes No
Respiratory Trouble Yes No Thyroid Trouble: Yes No
Muscular Dystrophy: Yes No Mit. Valve Prolapse: Yes No
Stomach Trouble/Ulcers: Yes No Sex. Trans. Disease: Yes No

Other conditions:                                                                                                                                                              
                                                                                                                                                                                      
                                                                                                                                                                                      
                                                                                                                                                                                      
                                                                                                                                                                                      



Authorization and Release

I certify that I have read and understand the above information to the best of my
knowledge. The above questions have been accurately answered. I understand that
providing incorrect information can be dangerous to my health. I authorize the dentist to
release any information including the diagnosis and the records of any such treatment or
examination rendered to me, or my child, during the period of such dental care to third
party payers and/or health practitioners. I authorize and request my insurance company
to pay directly to the dentist or dental group insurance benefits otherwise payable to me.
I understand that my dental insurance carrier may pay less than the actual bill for
services. I agree to be responsible for payment of all services rendered on my behalf or
my dependents.

                                                                  
Signature of Patient (or parent, if minor)

Responsible Party Please read and sign below:

I understand that a $40 fee may be charged to my account if I break my appointment
and fail to give 24 hour notice to Dr. Colby. This fee will be due and payable prior to
scheduling any subsequent appointments.  If there are any charges for dental services
and materials, I will pay these charges within thirty (30) days of services rendered. If my
bill is unpaid for more than thirty (30) days, I will pay a $25.00 late fee per month.  I will
also pay a monthly finance charge of the greater of five dollars ($5.00) or one and a half
(1 _ %) percent of the unpaid balance, and costs of collection, including any attorney fees
and court costs.

                                                                                                                                    
Signature of patient or responsible party                Date

If unable to speak directly to the responsible party, I allow Colby Dental to speak with my
spouse/domestic partner as related to account balance.

________________________________________________________________________
Signature of patient or responsible party Date

For your convenience, we offer the following methods of payment.   Please check the
option you prefer.  Payment in full is expected at each appointment. Thank you!

            Cash             Check             Credit Card

Note: If you choose to pay by check, your Driver’s License Number is required on each check.

Please let us know if your
insurance information has changed. Thank you!
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