
St. Helens Dental Center
Michael Van Gordon. D.M.D.

36200 Pittsburg Rd. St. Ilelens, OR9T0S1 (503)39?_1315

Dato

First Name: Last Name: ___ Middle Initial:

Preferred Name:

ronsible Party someone other than the

I First Name: Last Name: Middle Initial

I Address:

] city, state, zip:
Pager:

I Home Phone: Work Phone: ,, _- Ext: _ Cellular:
I Birth Date: Soc. Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for patient O primary Insurance policy Holder e Seconoary Insurance policy Holder
ffi.-- Patient Information

i Address:

; City:

Home Phone:

Sex: e wate

Birth Date:

, E-mail:

Employment Status: e Futt time e part time

Student Status: Q fuil time e part time

Additional Comments:

Address 2:

Address 2:

Work Phone:

Q remate

Age:

State / Zip:

Marital Status: Q Married

Soc. Sec:

Q Retireo

Pager:

Ext: _ Cellular:

Q Singte Q Divorced Q Separated Q wiooweo

Employer lD

Carrier lD:

Pref. Pharmacy:

Pref. Hyg.:

Primary | nsurance lnformation

Name of lnsured:

lnsured Soc. Sec:

Employer:

Address:

Address 2:

lnsured Birth Date:

Relationship to Patiento Sef

ins. Company:

Q spouse O chitd Q otner

i City,S6te,Zip:

Address:

Address 2:

City,State,Zip:

-. Secondary Insurance lnformation -

Name of Insured: Relationship to Patiento Sef Q Spouse Q Cnita Q Otner

lns. Company:

Address:

Address 2:

City,State,Zip:

Insured Soc. Sec:

Employer:

A.ddress:

; Address 2:

I City,State,Zip:

lnsured Birth Date:



T I M E  1 0 : 1 6  A M Michae l  Van Gordon D.M.D

MEDICAL HISTORY

DATE 2t2t2006

Although dental personnel primari ly treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelat ionship with the dentistry you wil l  receive. Thank you for answering the

fol lowing questions.

Are you under a physician's care now? Yes No l f  yes, please explain:

Have you ever been hospital ized or had a major operation? Yes No l f  yes, please explain:

Have you ever had a serious head or neck injury? Yes No l f  yes, please explain:

Are you taking any medications, pi l ls, or drugs? Yes No l f  yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? Yes No

Are you on a special diet? Yes No

Do you use tobacco? Yes No Women: Are you
Do you use control led substances? Yes No pregnant/Trying to get pregnant? Nursing?

Taking oral contraceptives?

Are you al lergic to any of the fol lowing?

Aspir in Penici l l in Codeine Acryl ic Metal Latex Local Anesthetics

Other l f  yes, please explain:

Do you have,  or  have you had,  any of  the fo l lowing?

AIDS/HIV Posi t ive Chest  Pains Frequent Headaches l r regular  Heartbeat  Scar let  Fever

Alzheimer 's Disease Cold Sores/Fever Bl is ters Geni ta l  Herpes Kidney Problems Shingles

Anaphylaxis Congeni ta l  Heart  Disorder Glaucoma Leukemia Sickle Cel l  Disease

Anemia Convuls ions Hay Fever L iver Disease Sinus Trouble

Angina Cortisone l\,4edicine Heart Attack/Failure Low Blood Pressure Spina Bifida

Arthr i t is /Gout Diabetes Heart  Murmur Lung Disease Stomach/ lntest inal  Disease

Artificial Heart Valve Drug Addiction Heart Pace Maker Mitral Valve Prolapse Stroke

Art i f ic ia l  Joint  Easi ly  Winded Heart  Trouble/Disease Pain in Jaw Joints Swel l ing of  L imbs

Asthma Emphysema Hemophi l ia Parathyroid Disease Thyroid Disease

Blood Disease Epi lepsy or  Seizures Hepat i t is  A Psychiatr ic  Care Tonsi l l i t is

Blood Transfusion Excessive Bleeding Hepat i t is  B or  C Radiat ion Treatments Tuberculosis

Breathing Problem Excessive Thirst  Herpes Recent Weight  Loss Tumors or  Growths

Bruise Easi ly  Faint ing Spel ls /Dizziness High Blood Pressure Renal  Dialys is Ulcers

Cancer Frequent Cough Hives or  Rash Rheumat ic Fever Venereal  Disease

Chemotherapy Frequent Diarrhea Hypoglycemia Rheumat ism Yel low Jaundice

Have you ever had any senous i l lness not  l is ted above? Yes No l f  yes,  p lease explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I  understand that providing incorrect information can be
dangerous to my (or patient 's) health. l t  is my responsibi l i ty to inform the dental off ice of any changes in medical status.

SIGNATURE OF PATIENT. PARENT. or GUARDIAN DATE



St. Ilelens Dental Center
M kh^aeU V a,.yv G ord,otrv O . M.D .

36200 Pittsburg Rd. Sr. I{elens, OR 97051
(503) 397-r3 I  s

Financial Agreement

Pat ient  name

l 'hank you lbr choosing ottr office fbr your dental care. As a condition of yoLrr dental
treatlxent by this office, financial arrangements must be made in advance. Our practice
depends upon reinlbursentent frorl our patients for thc costs inciirred during your care .
Financial  responsibi l i ty on the part  of  cach pat ient must be t leter-rrr inecl  before treatnrent.
Paynrent for service is dr.re at the time services are rendered. We accept the following
ntcthods oIpayment:  Cash, Checl<, Visa, Master Carcl ,  American Erpress. Discover ancl
(  a leCled i r

As a courtesy to our patients rvith denterl insurance, we are happy to file a clair"n on yorrr.
behalf, blrt yoLr are ttltimately responsible fbr all dates of ser-vice. Plcase unclerstand yorrr
insttrance is a coutract between you & your insLrrance contpalty.  We sinrply bi l lyour
i t tst trance as a courtesy to you. Not al l  services are coverecl  benef i ts by some insirrancc
col'l lpallltls. Paticllts with dental insurance rnust providc courplcte coverage infonlation
in order to subr"ni t  c lainis to yorrr  insurirnce. DLrr ing your l i rst  v is i t ,  we * i l l  t .y to contact
yoLlr  lnsural ice to ver i ly coverege. YoLr wi l l  be rcspor-rsible 1br any co-pay or deciucf iblc
a t  cach v is i t .

l f  a l ier 60 days yortr  insttratrce has not paid i ts port ion, yotr  rv i l l  be sent a slaterr iept t t rr
paynent .  Acco l tn tsove l60daysarenssesscdaf inancechargeof  l t i .5%APR.  A l ie r  120
days, pattents llot rcsponding to statenreuts and letters oloverdue accounts rvill be |trrnccl
over lbr col lect ion. This may lead to additronal legal fees being added fo your balance .

We require a $75 account deposit per family at the first appointment to begin to cover
any chtrrges that rlay not bc covered by your insurance. If a creclit remiiins on the
account aficr all ins. is paid, that anrount will be refunclec'l to you.

A FEE OF $50 WILL BB CHARGED FOR ALL MISSED APPOINTMBNTS
\YITH LESS THAN 24 HOUITS NOTICE.

I have read and rtnderstand the irrforrnation on this forn ancl agree that regardless of ury
insurance status, I ant responsible lbr the balance on my account for all services.

Signature: Date:



St, Helens
Dental Center

lv{ ichael Van Gort lon, D.M.D.
GENERAL DENTISTRY

36200 Pirlsburs Rd-
St.  F le lens,  OR 9?051
(503)  397 -1315
smile@oregonvosrnel

ACKNOWLEDGEMENT OF RECEIPT OF
. -]I-Q_ILqE gEIBIVAE]L P BACT I-C ES-

* You May Refuse to Sign This Aeknowedgement*

L
nave rece ived a  copy  o f  th isoffice's Notrce of prrvacv practices

Signatura

;;;";;,;; ;;;;;,;;; ;^ ;;^;Prac, c es b *
acknowledgement could not be obtainecl blcause:

!  Individual refused to srqn

J communicat ions barr iers prohibi ted obtaining the acknowredgement

! An emergency situation prevented us from.obtaining acknowrecrgement

tr Other (please Specify)

4 2OJ! Aoteicao Dental Assqraton

Ail R'Oh6 Feseiveo

Repr'ooucrrort at'o usa
IttrlGn 6pptoral oi tha Arnencan Daniat Assoctaiton. 

" ' vurr' e4 esP'!

(This Form is educational enlv' does not connitute leoal advica, and covers only tederal, not state , law in ellect o( pJoposed 6 ol Ma(ch 2 1, 2002. srbse(tusntlaw changes may roquir€ Form revisioo.)


