1D:
First Name:

Patient Is: [ _| Policy Holder

[] Responsible Party

Chart ID:

PATIENT REGISTRATION

_ LastName:

Middle Inital:

First Name:

Last Name: _ Middie nita:

Address:

Address 2:

City, State, Zip:

__ Pager.

Home Phone:
Birth Date:

Cellular:

Work Phone:
Soc Sec:

O Primary icy o y

ciy:
Home Phone:
Sex: O Male
Birth Date:

O Female

Pager: _

State / Zip:

Work Phone: Ext: Cellular:
Marital Status: () Maried () Single () Divorced
Soc. Sec:

[] 1 would

O Separated () Widowed

Drivers Lic:

Ag

E-mail:

Section 2
Employment Status:

Student Status: () Full Time
Medicaid ID:

OFulTime (O PatTime () Retired

Section3  ———
EMERGENCY #:

O Part Time
Pref. Dentist:

Employer ID:

Carrier ID:

Name of Insured:
Insured Soc. Sec:
Employer:

Relationship to Insured:) setf () Spouse () Child () Other

Insured Birth Date:
Ins. Company:

Address:

| Address: e

Address 2:

Address 2:

City.StateZip: -
Rem. Benefits:

00

Gty StateZip: _

Rem. Deduct: 00

Name of Insured:

Relationship to InsuredO) Seff O Spouse O Child () Other

Insured Soc. Sec:

Ins. Company:

Address:

Address 2:




J. ANDREW PROPES, D.D S.

MEDICAL HISTORY

PATIENT NAME Birth Date

d around your mouth,your mouth s a part ofyour entir body. Health problems that you may
have, or medi youmay 3 you will receive. Thank you f
following questions.

Are you under a physician's care now? () Yes (O No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes () No  If yes, please explain:
Have you ever had a serious head or neck injury? () Yes () No  If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No  If yes, please explain:

Do you take, or have you taken, Phen-Fen o Redux? () Yes () No
O Yes O No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes O No

Women: Are you
Pregnant/Trying to get pregnant? () Yes () No  Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are you allergic to any of the following?
[] Aspirin [ ] Penicilin [ ] codeine [ ] Acrylic [ | Metal [ ] Latex [ ] Local Anestnetics

[] other ffyes.

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

ADSHVPosihe  OYesONo | Catsonebdore O Yes O Mo | Hemopnia O YesONo | Renal Dialysis OvesO Mo
Azheimers Disease () Yes O No | Diabetes O vesONo | Hepaiis O Yes O No | Rneumatc Fever O Yes O No
Anaphyiasis O YesO No | Drug Addicion Qv No | HepmitaBarc O Ve No | Rramatsm O YesO Mo
Anemia O YesONo | EasilyWinded O YesOMNo | Herpes O YesONo | Scariet Fever OvesONo
Angina O vesO Mo | Emphysema O YesONo | High Biood Pressure O Yes o No | Shingles O vesO Mo
AhitisiGout O YesONo | EpilpsyorSeizures O YesONo | HuvesorRash O YesONo | SickeCeliDisease O YesO No
At HeartVate () Yes O No | ExcessiveBleeding () Yes ) No | Hypoghcemia O YesO) No | Sinus Trouble O vesO Mo
Antifcal Joint OYesONo | ExcessiveThist O Yes O No | Imeguiar Heartoeat O YesO No | Spinaiisa O vesO Mo
Asthma O vesO Mo Yes O No O YesO Mo | Stomachitestnal Disease O Yes O No
Blood Disease O YesO No | Frequent Cough OvesOo | Levkemia OvesOMNo | swoke O YesO No
BoodTransfusion () YesO No | FrequentDiarthea () Yes() No | LverDisease () YesO No | Sweling of Limbs OvesO Mo
O vesO Mo O YesONo | LowBkood Pressure () Yes O No | Thyrold Disease O YesO Mo
Bruise Easly O YesO) No | Genial Herpes. OYesONo | LungDisease O YesO No | Tonsitis O YesO Mo
Cancer O vesO Mo | Glaucoma O YesO) No | Mial Vaive Prolapse O) Yes O No | Tuberculosis OvesONo
Chematherapy O YesONo | HayFever OYesONo | Painindawdoinis O Yes O No | Tumorsor Growtns O Yes O No
Chest Pains Qe | Homptacroise O ver O Mo | pasbyidDsese OYesONo | Uicers OvesONo
Cold S Btsrs O Yes O o | Her o OYesONo | peychiaticCare () Yes ) No | Venereal Dissase OvesONo
O YesO No | Radiaton TreatmentsC) Yes O No | Yellow Jaundice OvesONo

Conwisions. Ves e | Homt rrmmianesse (3 Yoo O Mo | Recomwinpitons O Ves O Mo |

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Comments:

Tothe best of my knowledge. 3 idi be
d i Itis i h

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




J. Andrew Propes, D.D.S.
104 Park Ave., Ste 11
Merced, CA 95348

(209) 7226203

Office Policies

©

w

ES

o

. Appointment cancellations require a 24-hour advance notice (weekends

excluded). Please be on time for your appointments, if you are 10-15 minutes late,
this appoi will need to be

. The second missed appointment will result in a $40.00 charge to your account.

This is not billable to your insurance.

. If you have a change of address or insurance information, please notify us

immediately so that we may update your information in our computer. If we do
not have the correct information you may be held responsible for payment of the
entire account regardless of insurance coverage.

. Please read and check your monthly statement carefully. If you do not receive

your billing by the 15" of the month, please call our office.

. PAYMENT IS REQUIRED AT THE TIME OF SERVICE. Available

methods of payment are Visa/MasterCard, cash, and personal checks. If you have
dental insurance, we will bill it for you: However, you are responsible for
immediately providing our office with all of your claim information. If your
insurance requires a copayment amount, it will be due at the time of service.

. There is a service charge of $25.00 for any returned checks.

. The following policy will be strictly enforced: Accounts not paid within 60 days

will be considered overdue and appropriate action will be taken, your account will
be sent to a private collection company (unless specific arrangements have been
made). Overdue accounts are then subject to a 1.5% monthly interest charge
thereafter until the account has been paid.

I have read the above and agree o abide by the policies set forth in this office.

Signature Date



MD Skin Center
104 Park Ave, Ste. 2
Merced, CA 95340

200-722-6203 200-617-3314
Marie P. David, MD

Botox Injectable Reduces Facial wrinkles around eyes & forchead
‘Treatment lasts approx 4-5 months
Used for excessive underarm perspiration

Juvederm Injectable  Helps with lip volume/fullness
Smoothes out facial folds & wrinkles

Lengthens and darkens your eyelashes
Takes 2 months to see results
Apply medications to upper eyelid every night

Obaji Skin Care Includes face wash, toner and medication to
Corrects Hyper pigmentation
Acne
Rosace

a
Promotes elasticity around eyes
*Free gift with purchase

Medical Weight scription weight loss medication
+/- Meal supplementation to lose 5 pounds in 5 days

Regain healthy energy

Diamond Tip Micro Derm-abrasion Remove old skin unhealthy skin-leaves a healthy glow
Followed with mineral mask o promote younger skin

Laser Hair removal Safe pain-free hair removal
Takes 4-6 sessions, see results in 2-4 sessions
Only used for brown & black hair colors
Cannot be used on African-Americans
30 min initial visit, 15 min follow up sessions

Laser for Pigmentation Refinement (aka sun/brown spots) & capillaries around face
Used for face, chest, arms & legs

Sun Soul Therapeutic Sun wear Hats, visors, clothing—just in time for spring & summer
To protect and correct against sun’s harmful rays
Wear 2 hry/day for 60 days-improves sunspots and helps to tight skin
Perfect for biking, jogging, gardening & other outdoor activities
Featured on Rachel Ray

All Procedures Performed by Marie P. David, U.D.
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