Craig A. Sterling, DMD, PA
9121 North Military Trail

Suite #220

Palm Beach Gardens FL
(561)626-5119

sterlingtooth@gmail.com

Welcome to our Practice

Chart #.| |

FOR OFFICE USE ONLY
Patient Name: ' I | J I | r
MI

Last First

Preferred Name

Title: :l Gender: O Male Q Female  Family Status: O Married O Single O Child U Other

Mr/Ms/Mrs/etc
Birth Date: | | sS#| | Prev. Visit:| |
Email Address: | | Best time to call:| |
Phone: | I | | | L |
Home Work Ext Mobile Fax Other
Address: L \ L ‘
| RN |
City State Zip Code

Please enter Employer and Occupation

Whom may we thank for referring you to our practice?

I

In an emergency who should be notified? Please enter Name and Phone number below:




Craig A. Sterling, DMD, PA
9121 North Military Trail

Suite #220
Palm Beach Gardens FL
(561)626-5119

sterlingtooth@gmail.com : '

Responsible Party Information:

This ONLY needs to be filled out if the patient is under 18 years.

The following is for: D the patient's spouse Lmj the person responsible for payment

Narme: | | L

neither-not applicable

Last First Ml Preferred Name
Tite: [ ] Gender: () Male () Female Family Status: (_) Married () Single (_) Child () Other
Mr/Ms/Mrs/etc
Birth Date: | } SS #.| I Driver's License #:I |
Email Address: | | Best time to call: |
Phone: | I L] || I |
Home Work Ext Mobile Fax Other
Address: | || l

| L] |

City State Zip Code




Craig A. Sterling, DMD, PA
9121 North Military Trail

Suite #220

Palm Beach Gardens FL
(561)626-5119

sterlingtooth@gmail.com

Primary Dental Insurance:

Name of Insured: ‘ | ‘ 1 | l
Last First Mi
Insured's Birth Date: | | D# | | Group #.| |
Insured's Address: | || |
L I |
City State Zip Code

Insured's Employer Name: | ]

Employer Address: ] J ] |

| RNy |

City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name: I l

Insurance Address: | || |

| L] |

City State Zip Code

Insurance Company Phone Number:

Insurance Authorization:

| authorize my insurance company to pay the dentist all insurance benefits rendered.

| authorize the use of this electronic signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits.

| understand that | am financially responsible for all charges whether or not paid by insurance.




Craig A. Sterling, DMD, PA
9121 North Military Trail

Suite #220

Palm Beach Gardens FL

(561)626-5119

sterlingtooth@gmail.com

Dental Information

How would you rate the condition of your mouth?

L%‘,J Excellent M Good L&;’i Fair L%i Poor

Previous Dentist and reason for leaving:

Date of most recent dental exam and dental x-rays:

| routinely see my dentist every:

[_;_i 3 mo. 4 mo. D Not routinely

What is the reason for your visit today?







