
Pennyrile Family Dentistry 

Medical History 

PATIENT NAME ___________________________________________ BIRTH DATE ________________________________ 

 

I agree to reimburse Pennyrile Family Dentistry the collection fees of any collection agency, which shall be based on a 

percentage at a maximum rate of 33.3 % of the amount due at the time your account is placed with a collection agency, and all 

cost and expenses incurred for any collection efforts on your account, including reasonable attorney’s fees incurred by the 

collection agency. This contract shall cover all medical/dental treatment and services until revoked by either party in writing.  

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 health. It is my responsibility to inform the dental office of any changes in medical status 

SIGNATURE OR PATIENT, PARENT, OR GUARDIAN ______________________________________ DATE ________________ 
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