


DENTAL HISTORY'(con(’d.) - YES NO

17. Do you have any biting or chewing habits?
O Fingernails O Pen or pencil O Cheek, tongue orlip O Pipe O Ice

O Other
18. Do you like the appearance of YOUr tEEth? ..ottt e
19, Are your front et STrAIGNT? ...ttt st e e er e e bt eat et ene e
20. -Are yourTront leethi-oVem: I IEHGHHT oot iiemiems e et b koo tietas Lis 45 e 24 boa DS s kB r s s sias st sm st
2%, Are yoUrteatiall te SBIME COIINR wuvis.ciuibirtiot toe s orvs rresis sbeissbosnarfardessnssiss s 5aasiod§ 136 asamsswesanss s yas sissomess vus v vassnssvens
22. If you could change your smile, what would you most like to change? _

OO0
Q000

CONSENT:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids
deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. | also authorized Doctor
to perform any and all forms of treatment, medication and therapy that may be indicated in connection with
(name of patient)
and further authorize and consent that Doctor choose and employ such assistance as he deems fit. | also
understand the use of anesthetic agents embodies a certain risk. | Understand that responsibility for payment for
Dental Services provided in this office for myself or my dependents is mine, due and payable at the time services
are rendered unless financial arrangements have been made. | further understand that a 1 1/2% FINANCE
CHARGE will be added to any balance over 30 days. In the event of default (we) promise to pay legal interest on
the indebtedness, together with such collection costs and reasonable attorney fees as may be required to effect
collection of this note.

Patient Date __ Witness

Patient or Responsible Party Relationship to Patient

Marc L. Dwoskin, D.D.S. ¢ 32931 Middlebelt Road, Suite 608 » Farmington Hills, Michigan 48334 « (248) 626-0772 » Fax (248) 626-3572




