
Tlle benents Of a happy′ icalthy oral h€alth. Please flll out this
form completely. The bettei we com-smil€ are hnmeajurable! Oui goal is ro

help you reach and maintain maximum municate, lhe belter we can care for you.

Single , Monied Divorced - Widowed , Seporoted

Hm #: (_)_ Poger / Cell #:

Wk #: (_)_ Ext _ DL #:

How long ihere? _ Occupotion:

Where & when ore best times to reoch you?
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In5Ured's \l..ri

lnsured" i:, r,:.:!: / / Insured,s',1 .:

In lhe evenl of cn emergency. is lhere someone

who liyes neor you fhof we should contqd?

Do you hove o personol physicion? - ,,,: - t,,r
Physiciont Nome:

Phone #: (_)
Are you currenlly under the core ofo phys,<ion?

Wk*:{_ ) _Exr_SS#:
Bithdote: / / Driver's License #;

Per:on Responsible for Ac(ount:

Wk #: (_)_ Ext:



彫
□ Good □ Fdr「 Poo′V Your cunent physicol heolth isl

Are you toking ony prescriPtion/

over.the-counter or herbol supplement drugs? E Vcs コ No

Pleose lkt eoch one:

Hove you ever loken tosomox, or ony oher bisphosphonote? i Yes - flo

Hove you ever token Phen{en? I Yes f llo

For Women: Are you uring o prescribed metlpd ol bidh control? LlYes INo

Are you pregnonf ! Yes ll No Week #: 

-
Are you nursing? Yes I No
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Hove you ever hod cny of the foliowing direerer or metiicol probiems?

Y N Abnormol Bleeding

Y N Alcohol / Drug Abuse

Y N Anemio

Y N Arthritit

Y N Arti{iciol Bones / Joints / Volves I N Hospitolized lor Any Reoson

羊料‖:撃!,Fe"r Ⅲstrs
Y N High Blood Pressure

γ ll HiV+/AIDS

Y N Aslhmo

't N Blood Tronsfusion

Y N Concer /Chemotfieropy
Y N Colifis

Y N CongenitolHeort Defect

Y N Diob€le5

Y N Dif{iculty Breothing

Y N Emphyremo

Y N Epilepsy

Y N Fointing Spells

Y f.{ Frequeni Heodoches

Y N Gloucomo

Y N Hoy tever
Y N HeoriAlb(k
1 N Heort Murmur

Y N Heort Surgery

Y N Hemophilio

Y N Kidney Problems

Y N liver Diseose

Y N low Blood Pressure

Y N MitrolVolve Prolopse

Y N Pocemoker

Y N Psychiotric Problems

Y N Rodiotion Treolmenl

Y N Rheumotk / Scorlel Fever

Y N Seizures

Y N Shingles

Y N Sickle Cell Diseose / Troih

Y N Sinus Problems

Y N Skoke

Y N Thyroid Problems

Y N Tuberculosis {TBl

Y N Ulcers

Y N Venereol Direose

Pleose list ony serious medicol tondition{:l thot you hove erer hod:

Are you ollergi< to ony of the foilowing?

Y N AsPrin
Y N Codene
Y N DenlllAnesheics

Y  N ErylhromyCn

γ N 'ewelry

Y N lllex

γ N Mel● L

 ヽN Peni(1ln

Y N Te"o9く ‖ne

Pleose list ony o*er drugs/moteriols lhot you ore ollergic to:

Why hove you come to the dentkt todoy?

Do you requke ontibiotics before denhl treotmenl? I Yer ' No

Are you cunently in poin? t-lYes i-l No Do your gums ever bleed? tlYe; No

Hqve you ever hod o serious / difficult problem ossocioted

wilh ony previous denhl work? こ Yes□ No

Do you now or hove you ever experienced poin /
discomfort in your jow ioint (TltU / IMD)? -Yes f'No

Your current denlol heqlth is: t.l Good I toir I I Poot

Do you like your smile? ' Yes L I Nc

Would you like whiter feeth? flYes I I'lo Fresher breoth? fl Yer -.1 No

How mony times o week do you floss? o doy do you brush? 

-Type ofbrhtles? t- Soit tl Medium IHord

Do you smoke or use tobocco in ony other form? こ Yes□ No

underslond thof the informotion thot lhove

〔拙よ榔。躍馳i庶ittr羊IW



Patient Consent Form

I understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Heuith Ioio.a,r"e portabirity and
Accountability Act of 1996 (HrpAA). I understand that by signing this consent i
authorLe you to use and disclose my protected health information to carry out:

o Treatment (including direct or indirect treatment by other healthcare
providers involved in my treatment)

r Obtaining payment from third party payers (e.g. my insurance
company)

r The dayto-day healthcare operations ofyow practice

I have also been informed o{ and given the right to review and secure a copy ofyour
Notice of Privacy Practices, which contains a more complete description oftie uses a'd
disclosures of my protected health infonnation, and my rights under HIpAA. I
understand that you reserve the right to change the terms ofthis notice from time to time
and that I may contact you at any time to obtain the most current copy ofthis notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care
operations, but that you are not required to agree to these requested restrictions,
However, ifyou do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occuned prior to the date I revoke this consent is not affected.

Signed this day of--, 20_

P血lt Patient Nalmc:

Relationship of Signature to Patient:

Signature:

Practice Name: John L Covert
7701 Tezel Rd.

San Antonio, Texas 78250



One of the easiest unys to strain a doctor/patient relationship is to have a
misunderstanding about money. A crear understanding of tie financiar arrangements
prior to treatment will prevent such a strain in this relationshio.

lhis ffice operates on a.feefor service basis, which means tiat the patient is responsibre
for payment of the charges at the time of service. Likewise, it is our responsib ity to
provide you with accurate charges in advance of service whenever possible.

DENTALINSURANCE

There are many dffirent carriers with many dffirent benefits, especialy when dearing
with dental care. Please provide us with the necessary insirance information and ue
will file your claims .for you. Insurance is an agreement betveen you and your insurance
company, not betueen your insurance company and us. please understand that we
cannot determine your benefits nor can r)e act as a liaison between you and ltour
insurance company. All ue can do is to file your claims for you. Whot you, i^rror""
does not cover is your responsibility. our office recommenis a Jluoride treatment at
each cleaning appointment and bitewing x-rays bi-annually. piease let us know prior to
your appointment if you uould like to divert from our standard protocol.

If you wish, we will accept assignment of your primary iwurance benefts in order to
make your payments easien HQWEI/ER, WE CAN ONLY ALLOW THREE M1NTH

PENOD HAS PASSED. It is our intention that this statement will clariyy the Jinancialpolicy of this ofjice. Thank you.

I allow Dr. covert to release any and all information to my dental insurance company
and authorize paynent of dental benefits directly to this office.

John L. Covert. D.D.S.. PA

Signature
Date


