
St. Vincent de Paul Dental Clinic

Application Guidelines

Clinic Location:
1906 North Street
Prairie du Sac, Wl 53578
Phone (608) 644-0504 ext. L0
stvdpdenta l@grnail.co m

ffiffiJffi#TJr;::lirijl;X'i,ijnt de Paut Dentar Discount program is to provide discounted dentarservices to

Definitions:

. Household includes anyone who resides with you.

t",::ffi,TJl; LLll,';iH:T:X,T;i:::::* ?:?T,.^gT-.t i.,i"t !:rore deductions, such as taxes),
Socialsecurity.
H o u s e h o I d m o n e v re c e i v e d t h ro u g h 

" 
;;, ;il ; r" ;;;1, ffi ffi ll?lifi il::: ffiT; : ::,:.r,:ffi : ffi l,ilTiSocialsecurity.

Procedure:

;..?J:;",',"^':!iliilT,i;11;l$::fii;1;:l',:ffi::1Jffil:,r be avairab,e at the st Vincent de paur Resource
' Patient Registration application Musr be completed, signed, and returned prior to a schedured appointment.

Verification Needed
table Documentation

Verify Earnings so we can place
you correctly on the sliding scale

(one from this group if you don,t f,"r" -y inGn-.J. Pay stubs (last 2 pay periods). Recent Tax filing
. Food Stamps
. Statement stating ',no income,.. Letter from employer. "73.7263.3 Earnings Verification,, form. Unemploymentearnings

(One from this group)
. Driver's License
. School tD
. State lssued lD
. Passport
. Green Card
. ssNProof of Dependents Verify Responsibility of Children (One from this group if you don,t n"*l"V rn"_*""1' copy of Birth certificate. "Footprints,, from hospital. School Enrollment Form
. Taxes with Children listed as DependentsVerify Number of people in

Household
(one from this group if you don,t hav;"firrra"*)
Marriage License

with Both Names ListedProof of Residency
(One from this group)

. Recent Utility Bill

' Rental Lease



St. Vincent de paul Dental Clinic

Patient Registration

Clinic Location:
1906 North Street
Prairie du Sac, Wl 5357g
Phone (608) 844-0504 ext, J.O
stvdpdenta l@gmail.com

County

PATIENT INFORMATION

First Name

Address
Last Name

Middle tnitial_
City, State, Zip

Home phone

Address 2

Cellular
Work phone

o Female Marital Status o Married o Single o Divorced o Separated o WidowedAge Social Security

Sex o Male

Birth Date

Email

sEcTtoN 2

Employment Status D Full Time o part Time o Retired
Student Status o Full Time D part Time
Medicaid tD

sEcTtoN 3

Driver's License f
Spouse's Name

Emergency

Badger Care lD
Emergency phone Number

Number of people in Household

RESPONSIBLE PARTY

First Name
Last Name

Address

City, State, Zip

Home phone
Work phone

Birth Date Ext

o Responsibre party is arso a poricy Holder for patient
a Primary lnsurance policy Holder

Social Security Drivers Lic

Middle tnitial
Address 2 --

Cellular

PRIMARY INSURANCE INFORMATION
Name of lnsured

lnsured Soc Sec
Relationship to tnsured o Self o Spouse o Child o Other
lnsured Birth Date

lnsurance Company

Address

Employer

Address

Address 2

City, State, Zip

Rem Benefits

Address 2

,City,State,Zip_ 

-

Rem Deduction



Medical Historv
Patient Name

Birth Date Date of Last Dental Exam
Although dental personnel primarlly treat the area in and around your mouth, your mouth is a part ofyour entire body. Health problems that you mayhave' or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answerint thefollowing questions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

O Yes

O Yes

O Yes

O Yes

ONo

O trto

O rvo

ONo

lf yes, please explain

lf yes, please explain

lf yes, please explain

lf yes, please explain

Do you take, or have you taken, phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel,

or any other medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

Do you use controlled substances?

OYes O No

OYes ONo
OYes ONo
OYes ONo

OYes ONo

WOMEN ARE YOU:

to get pregnant? O yes O No Taking Oral Contraceptives? O yes O wo ? OYes ONo
ARE YOU ALTERGIC TO ANY OF THE FOLTOWING?

E Aspirin O penicillin E Codeine E Local Anesthetics tr Acrylic E Metal O Latex O Sulfa drugsD other lfyes, please explain

DO YOU HAVE, OR HAVE YOU HAD, ANY OF THE FOII-OWING?
AIDS/H|V positive Oy ON Cortisone Medicine Oy ON
Alzheimer's Disease Oy ON Diabetes Oy ON
Anaphylaxis Oy ON DrugAddiction Oy ON
Anemia Oy ON EasilyWinded Oy ON
Angina Oy ON Emphysema Oy ON
Arthritis/Gout Oy ON EpilepsyorSeizures Oy ON
Anificial Heart Valve Oy ON Excessive Bleeding Oy ON
Artificial Joinr oy oN ExcessiveThirst oy oN
Asthma Oy ON Faintingspells/Dizziness Oy ON
Blood Disease Ov ON FrequentcouBh Oy ON
Elood Transfusion Oy ON Frequent Diarrhea Oy ON
Breathing Problem Oy ON Frequent Headaches Oy ON
Bruise Easily oy oN Genital Herpes oy oNCancer Oy ON Glaucoma Oy ONChemotherapy Oy ON Hay Fever Oy ON
Chest Pains Oy ON HeartAttack/Failure Oy ON
Cold Sores/Fever Blisters Oy ON Heart Murmur Oy ON
Congenital Heart Disorder Oy ON Heart pacemaker Oy ONConvulsions Oy ON HeartTrouble/Disease Oy ON

Have you ever had any serious illness not listed above? Oy ON

OY ON Radiation Treatments Oy ON
OY ON Recentweight Loss Oy ON
OY ON Renal Dialysis Oy ON
OY ON Rheumatic Fever Oy ON
OY ON Rheumatism Oy ON
OY ON Scarlet Fever Oy ON
OY ON Shingles Oy ON
OY ON Sickle Cell Disease Oy ON
OY ON SinusTrouble Oy ON
OY ON Spina Bifida Oy ON
OY ON Stomach/lntestinal Disease Oy ON
OY ON Stroke Oy ON
OY ON Swelling of Limbs Oy ON
OY ON Thyroid Disease Oy ON
OY ON Tonsiilitis Oy ON
OY ON Tuberculosis Oy ON
OY ON TumorsorGrowths Oy ON
OY ON Utcer Oy ON
OY ON Venereal Disease Oy ON

yellow Jaundice Oy ON

Hemophilia

Hepatitis A

Hepatitis B or C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rash

Hypoglycemia

lrregular Heartbeat
Kidney Problems

Leukemia

Liver Disease

Low Elood Pressure

Lung Disease

MitralValve prolapse

Osteoporosis

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

lf yes, please explain

Do you use any pre-medications? Oy ON
lf yes, please list antibiotic

ALWAYS CHECK WITH YOUR FAMILY DOCTOR BEFORE YOUR DEMATAPPO]NTMENTTO SEE IF YOU NEED TO BE PRE.MEDICAT€D OR IF YOU NEEDTO STOP TAKINGANY MEDICATIONSI

Signature
Date



Clinic Location:

1906 North Street

Prairie du Sac, Wl 5357g

Phone (608) 644-0504 ext, 10
stvdpdental@gmail.com

Employment/Wages

Unemployment


