
PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this form as completely as you 
can. If you have any questions we'll be glad to help you.

PERSONAL

Name:
First MI (Preferred)Last

Gender:SS #: M NBirthdate: F YMarried:

Wireless Phone:Work Phone:

Email:

WkPhoneHmPhone TextMessageWirelessPhPreferred Contact Method: Email

WkPhone EmailWirelessPhPreferred Contact Method for Confirmations: TextMessageHmPhone

Preferred Contact Method for Recall: TextMessageHmPhone WirelessPhWkPhone Email

Nonstudent ParttimeFulltimeStudent status if dependent over 19 (for 

How did you hear about us?

(If someone referred you here, please enter their name so we can thank them.)

ADDRESS AND HOME PHONE

Check box if same for entire family:

Address:

Address 2:

City: State: Zip:

Home Phone:

INSURANCE POLICY 1

Your Relationship to Subscriber: Self ChildSpouse

Subscriber Name: Subscriber ID 

Phone:Insurance Company:

Group #:Group Name:Employer:

Please present insurance card to receptionist.

INSURANCE POLICY 2

ChildSpouseSelfYour Relationship to Subscriber:

Subscriber Name: Subscriber ID 

Insurance Company: Phone:

Group #:Group Name:Employer:



Date:

First Name: Birthdate:Last Name:

Emergency
Phone:

Emergency Relationship:

Please include prescription, over-the-counter, and herbal supplements.

(Please check Y for yes, or N for no)

Y N NY
Local Anesthetics Latex
Aspirin Penicillin / Amoxicillin

Sulfa DrugsCodeine
Ibuprofen / Advil / Motrin Other allergies (please list)

(Please check Y for yes, or N for no)

N NY YNY
Thyroid diseaseHigh blood pressure Hearing loss
AsthmaLow blood pressure Multiple sclerosis
Sleep apneaHeart disease Artificial joint

Trigeminal neuralgiaHeart attack/failure Bleeding disorderYear:
Sinus problems OsteoporosisImplanted pacemaker

History of alcohol abuseArtificial heart valve Cancer
History of drug abuseCongenital heart valve defect Radiation treatment
Hepatitis B or CRheumatic fever Chemotherapy
HIV / AIDSStroke ImmunosuppressionYear:

Taking blood thinner med Cold sores or fever blistersKidney disease
Psychiatric disease/treatmentLiver diseaseDiabetes Type I or II:

Epilepsy / seizures Emotional / nervous disorder
Are you (or could you be) pregnant or nursing?

Do you smoke? How many cigarettes/day? How many years of smoking?

Do you use chewing tobacco? How many years have you used chew?

Do you use any other kind of tobacco, or e-cigarette? What kind, and for how long?

Are you a former tobacco user? How long ago did you quit? (years)

(Please check Y for yes, or N for no)
What is the name of your previous dentist?NY

Are you currently having pain in your mouth?
Have you ever had trouble getting numb for dental treatment? Where was that dentist located? (City/State)
Are you worried or anxious about having dental work done?
Do you usually take an antibiotic prior to dental treatment?
Have you ever taken a bisphosphonate (i.e. Fosamax, Aredia, Boniva, Actonel, Zometa)?

When was your last dental cleaning and exam?
What is the reason for today's visit?
Do you have any other medical condition NOT listed on this form?

All of the preceding answers are true and correct to the best of my knowledge. I will inform this dental office if I have any 
changes to my health or medications.

<--- Signature (patient 
or parent/guardian)



Last Name: First Birthdate:

Date:

Payment Agreement Form
Our payment and insurance policies are below. If you have any questions, please do not 

hesitate to ask.
1.    We file claims on your behalf to your insurance company and will try to collect payment 
for 60 days. If insurance does not pay within 60 days, the balance is due from you. After 90 

days, your account will be delinquent. In the event insurance pays at a later date, such 
payments will be for your reimbursement.

2.    All treatment may be postponed for delinquent accounts per the guidelines above. 
Unless other arrangements are made, payment of the ‘patient’s estimated portion’ is due in full 

at time of service.
3.    Treatment including a lab procedure requires payment of patient’s portion before the 

treatment begins.
4.    Insurance payments and benefits are estimated as a courtesy for you. We cannot give 

exact insurance quotes or guarantee payment before treatment. Therefore, please be aware 
that balances can occur after your insurance processes the claim. In such cases, statements for 

payment from you will be mailed accordingly.
5.    Cancelations within 24 hours or no shows for appointments will be charged $50.00

By signing below I agree to the following:
•    I authorize payment by my insurance company directly to Dr. Zachary Walker, DDS, PA
•    If insurance benefits cannot be verified before treatment, then payment in full is required 

before treatment begins.
•    All returned checks will be subject to a $35 return check fee

•    Payment plans are offered through Care Credit.
•    At the discretion of the office, certain appointments may require prepayment to reserve 

the appointment.
•    Emergency Treatment: If you are not a patient of record, payment is required in full at the 

time services are rendered. Any dental insurance will be filed for your reimbursement.
•    Children: You are responsible to send payment for dependents not accompanied by an 

adult.
•              We have your consent to call and text any phone numbers provided.

Signature:








