LOWRY DENTAL, rrr

F. Brion Lowry, D.DWS., A, Eric B, Lowry, [0S,
2440 Franklin Road  Boise, ID 83709
Ph 208.377.0410 Fax 208.,377.0444
www lowrydental.com

About You
Today's Date ! [

Patient Last Name
Patient First Mame M
What You Prefer To Be Called Male Female
Birth Date g Age 554 e
Mailing Address

City Siate Hp
If less than 3 years, previous address

City State Iip
Ohent [ Own
Home & [ !
Wark# [ } Ext,
Cafl # { }
E-mail Address
Referred By
Employer How Leng
Occupation

Status - Minor - Single « Married - Divorced

« Separated « Widowed

Spouse’s Name

Spouse’s Employer

Insurance Information

Frimary Dental Insurance

Co, Name

Address

chy Stabe i
Phone# | ]
Insureds 1D #

Group # [Flan, Local, or Policy 4)

Insured's Mame

Relation

Date of Birth / !

Insured's Employer

Secendary Dental Insurance (if Applicable)

Co. Mame

Insured's |0 #

Group # (Flan, Local, or Policy #)

Insured’s Marme

Relation

Date of Birth ! !

Insured’s Employer___

Person ultimately responsible for account

Mame

Account Information

[ Check if same as above

Relation

Billing Address

Cisy SLale

Zip

I hereby authorize assignment of my insurance rights and benefits directly
to the provider for services rendered, | fully understand [ am salely respansible
for any balance not paid by my insurance campany {if afferad at this office).

Signature

If less than 3 years, previous address

City State
[JRent [ Own
Birth Date i ! Age

55it

£ip

Employer

Deccupation

How Long

Crivers License

Home # | ]

Work # | )

Ext,

Cell # { )

Enter Card & below

Payment Methad [ICash [ Check [ Credit Card

In Event of Emergency

Whom Should We Contact?

Relation

Home # | )

Work# [ ) Ext.

Cell # [ )

Whao Is Your Medical Doctor:

Medical Doctor's Phaone # { }

Ergmalicn [le

Please continue on Back



Medical History
Date of last cleaning/exam Pravious dentist

Are you happy with your smile? [ Yes Ul No Flease explain

Any concarns with your teeth? [ Yes [ Mo Please explain

#re you taking any medications? []Yes [INo Please fist

Allergies [Yes [Mo Please list

Serious ilinesses or operations? [ Yes [ Mo Please describe

Have you experienced any unfavorable reaction to previous dental treatment? [d¥es [0 Mo Please describe

Do you or have you had any of the following diseases, medical conditions or procedures: (please circle)

¥ N Alcohol f Drug Abuse ¥ M Falnting / Selzures / Epilepsy ¥ M Osteoporosis
Y M Anemia ¥ M Frequent Meck Pain ¥ # Pregnant {Currently)
¥ M Arthritis / Bheumatism ¥ N Glaucoma ¥ M Psychiatric Problems
¥ M Artficial Bones / Joints ¥ M Heart Attack / Stroke ¥ N Respiratory Problems
¥ M Artficial Valves ¥ M Heart Disease ¥ M Rheumatic Fever
¥ N Asthma ¥ M Heart Munmur Y N Scarlet Fever
¥ N BackProblems ¥ M Heart Surgery / Pacemaker ¥ N Severs/Frequent Headaches
¥ N Bleeding Problems ¥ M Hepatitis ¥ M Shingles
¥ M Cancer/Tumors ¥ N High /Low Blood Pressure ¥ M Sinus Problems
¥ M Chemotherapy ¥ N HIV+/AIDS £ ARC ¥ M Snoring or Sleep Apnea
¥ M ChestPainz ¥ M Jlaw Problems TMI /S TMD ¥ M Stomach Prablems / Ulcers
¥ M Congenital Heart Defect ¥ N KidneyProblems ¥ N Thyroid Prablems
¥ M Cosmetic Surgery ¥ M Leukemia ¥ N Tobacco Use
¥ M Disbetes/Hypoglycemia ¥ M Liver Problems ¥ M Tuberculosis TE
¥ M Difficulty Breathing ¥ M Mitral Valve Prolapse ¥ MW Venereal Disease
¥ N Emphysema ¥ M Mervousness ¥ M ¥ray or Cobalt Treatment
Mo Change | Signatuse Date Mo Change Eagrature Diaie:
m]
Mo Changa | Signaiura Dala Ha Change | Shnaira Dala
- [l
He Change | Signaiure Dala Mo Gharge | Signilure Dala
O

Financial Policy

I auchorize the release of trearment information to Lowry Dental, LLR [ have received a copy of the HIPAA privacy statement. Initials

Paymen is expected ar the time tearmen is performed. As a courresy ro our patients with denral insurance benefits, we will submit your elaim to your
insurance company, Any portion not expected to be covered by these henefits is the responsibility of the patient and due at the time the service is
rendered, This amount will inglude deduetibles and co-paymenrs. fnitials

Balances bevond 90 days will be assessed a finance charge of 1.50% per month with a minimum of $0.50. Fuitials

Where apprapriate and necessary, credit burcaw reports will be obrained. frfrials

Dental benefics are contracts berween the policybolder and the insurance company. We will make every effore to assist you with any henefit questions,

however we suggest that you be aware of whar benefies you have available. U rimarely, vou are respansible for the balanee,

Tndtials

Marical status is nor a considerarion under any circumstance. Decreed custady or lack thereof, does not alter financial
responsibility, The parent accompanying the child/minor on the day of service will be considereel the responsible parry. We will gladly provide you with
copies af statements, which you may need to provide the other parent for reimbursement., fuitials

There is a $25.00 charge for rerurned checks, fuitials

I the event your account hecames delinquent, you will be responsible for callection fecs, attorney fees and courr coses. fuitials

.

Far your convenience we accepr: Cash, Check, Debit Cards, Credit Cards and Various Dental Credit Payment Programs®,
{*Ask our staff for details)

Broken Appointment Policy
Lowry Dental LLP requires 24-hours notice for cancellation or rescheduling of an appointment. 1f 24 hours is not given, a $25.00 broken appointment
fee may be charged, fritials .

 agree 1o the above Financial Policy and Office Policies:

Parient, Parent or Legal Guardian Dare

Last wpline July Z0O0F




LOWRY DENTAL, rp

F Brien Lawry, 0.D.5, PA. Eric B. Lowry, D.DS.
94640 Franklin Road  Beize, ID B3709
Fh 208.377.0410 Fax 208.377.0444

www. lowrydental.com

About You
Today's Date

Patient Last Name

Patient First Name

Ml

What You Prefer To Be Called _

Male Femala

Birth Date / / Age S5#
Mailing Address

iy State

If Iess than 3 years, previous address

City S1ate
[dRent [ 0Own
Home & { ]

Zip

Work# | 1 Ext.

Call # (—_)
E-mail Address

Referred By

Employer

Dccupation

How Long

Spouse’s Name _

Sratus - Minor - Single - Married «Divorced - Separated - Widowed

Spouse’s Emplayer

Insurance Information

Frimary Dental Insurance
Ca. Mame

Address

Ciny Stare gip

Phone # | ]

Insured's |0 #

Group # {Plan, Local, or Policy &)

Insureds MName

Relation

Date of Birth / !

Insured’s Emplaver

Secondary Dental Insurance {If Applicable]

Lo, Mame

Insured's |0 #

Group # (Plan, Local, or Policy #)

Insured's Mame

Relation
Date of Birth / {
Insured’s Employar

Account Information
Person ultimately respansitle for account

Mame

[ Check if same as abave

Helation

Billing Address

City State

If less than 3 years, previous addrass

Zip

| hereby authorize assignment of my insurance rights and benefits directly
ta the provider for services rendered. | fully understand | am solzly respensible
for any balance not paid by my insurance company (if offered at this affice).

Signature _

City State

O Rent [ Own

dp

Birth Date / / hge 554
Employer

Oecupation

How Long

Drivers License &

Home # | )

Worl [ ) Ext,

Cell # I ]

Payment Method [ Cash
Enter Card # below

[ Check [ Credit Card

i

In Event of Emergency

Whom Should We Contact?

Relation

Home # { }

Warkiw [ ) Ext.

Cell # [ )

Wha Is Your Medical Doctor:

Medical Doctar’s Phane # | )

Capratian Date

Please cantinue an Back




Medical History

Date of last cleaning/exam Previous dentist

Are you happy with your smile? [ Yes [ No Plegse explain

Any concerns with your teeth? [l Yes [ No  Please explain

Are you taking any medications? [ Yes [ No Please list

Allergies [T¥es [JMNo Please list

Serious illnesses or operations? [ Yes [ Mo Please describe

Have you experienced any unfavorable reaction to previous dental treatment? [1Yes [ No Please describe

Do you or have you had any of the following diseases, medical conditions or procedures: (please circle)

¥ M Alcohel f Drug Abuse ¥ M Fainting / Seizures / Epilepsy ¥ M Osteoporosis
¥ M Anemia ¥ W Frequent Meck Fain ¥ N Pregnant {Currently)
¥ MW Arthritis / Rheumatism ¥ N Glaucoma ¥ M Psychiatric Problems
¥ N Artificial Bones { Joints Y M Heart Attack / Stroke Y M Respiratory Problems
¥ MW Artificial Valves ¥ M Heart Disease ¥ M Rheumatic Fever
¥ M Asthma ¥ MW Heart Murmur ¥ M Scaret Fever
¥ M Back Prohlems ¥ M HeartSurgery / Pacemaker ¥ N Severe /Freguent Headaches
¥ M EBleeding Problems ¥ M Hepatitis ¥ M Shingles
¥ N Cancer/Tumaors ¥ M High/ Low Blood Pressura ¥ M Sinus Prablemns
¥ M Chemotherapy ¥ M HIV+ /£ AIDS S ARC ¥ M Snoring or Sleep Apnea
¥ M ChestPFains ¥ M law Problems Th / TMD ¥ M Stomach Problems / Ucers
¥ M Congenital Heart Defect ¥ M Kidney Problems ¥ N Thyroid Froblems
¥ M Cosmetic Surgery ¥ MW Leukemia ¥ N Tobacco Use
¥ M Diabetes / Hypoalycemia ¥ M Liver Problems ¥ W Tuberculosis TE
Y N Difficulty Breathing ¥ M Mitral Valve Prolapse ¥ N Venersal Disease
¥ M Emphysema ¥ N Mervousness ¥ M Xrayor Cobalt Treatment
Mo Change | Sknntue Date Mo Change | SGnature Daie
[ !
Mo Change | Signature Date Mo Changa | Sgratre Diate
O O
Mo EF‘angn Signatura Date Mo [i:unm Signature Date

Financial Policy

T autharize the release of ceeacmenc informartion to Lowry Dental, LLIE 1 have received a copy of the HIPAA privacy statement. firdtiads

Payment is expected at the time treatment is performed. As 2 courtesy to our patients with dental insuranee benefits, we will submit your laim ra your
insurance company. Any pertion not expected to be covered by these benefies is the responsibility of the patient and due at the time the service is
rendered, This amount will include deductilles and co-payments, fuéials

Balances beyond 90 days will be assessed a finance charge of 1.50% per manth with a minimum of $0.30, Dritfals

Where appropeiate and necessary, credit burean repores will be obrained, fnétials

Dienral benefits arc contraces berween the policybolder and the insurance company. We will make every effort to assist you with any henefic questions,

however we suggest thar you be aware of what benefits you have available, Ultimarely, you are responsible for the balance.
Tnitials

Marital status s not a consideration under any circumstance. Decreed custody or lack thereof, does not alrer financial
responsibility, The parent accompanying the child/minor on the day of seevice will be considered the responsible party, We will gladly provide you with
capies al statements, which you may need o pravide the ather parene for reimbursement. fiiefaks

There is a $25.00 charge for returned checks, fnieials
[n the event your account becomes delinguent, you will be responsible for collection fees, attarney fees and court costs. udtfals

Far your convenience we accepr: Cash, Cheek, Diebit Cards, Credit Cards and Various Dental Credit Payment Programs®.
(*Ask our seaft Far derails)

Broken Appoinunent Policy
Lowry Dental LLI' requires 24-houss notice for eancellation or rescheduling of an appoincmenc, IF 24 hours is not given, a $25.00 braken appointment
fee may he charged, fnitiaks

1 agree o the above Financial Policy and Office Policies:

Pagienr, Parent or Legal Guardian Date

Last upelase July 2003



