


Weldon General and Cosmetic Dentistry 
Daniel A. Weldon, D M D , PLLC 

812 NE 25* Ave., Suite B 
Ocaia, FL 34470 

(352)622-3236 

General Information: 

Patient Name: 

Address: 

City, State, Zip: 

Home# ( ). 

Work# ( ) 

Social Security #: / / . 

Employer: 

Spouse or Parent's Name: 

Responsible Party In formation: 

Responsible Party: 

Address (If different from above): 

Insurance Information: 

Policy Holder Name: 

Birthdate: 

Male Female 

Marital Status: S M D W 

Cell# ( ) 

Email: 

Driver's License: 

Referred By: 

Phone # ( ). 

Employer: 

Member ID #: Policy Holder SSN: / / A N D 

****If we have trouble verifying your policy with ID number insurance company can verify with SSN" 

Insurance Company: Phone #: ( ) 

Address: Group #: 

I hereby authorize and request dental treatment from Daniel A. Weldon, D M D , PLLC and John F. Berg, DDS, 
PA., and further authorize the performance and the administration of any anesthetics and analgesics which the 
above named doctor may deem necessary. 

Signature Date 





Are you currently, or have you ever been treated for any of the following conditions? Circle yes 

or no. 

Osteoporosis Yes No 

Osteoarthritis Yes No 

Osteopenia Yes No 

Multiple Myeloma Yes No 

Cancer metastasis to bone Yes No 

Have you ever taken or been prescribed any of the following medications? If so please indicate 

dosage and duration. Circle yes or no. 

Reclast injection Yes No 

Aredia IV (Pamidronate) Yes No 

Zorreta IV (Zoledronate) Yes No 

Boniva (Ibandronate) Yes No 

Fosamax (Alendronate) Yes No 

Actonel (Risedronate) Yes No 

Didronel (Etidronate) Yes No 

Patient Signature:. 

Print Name: 

Date: 



Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to 
document our good faith effort to obtain that acknowledgement. 
**You may refuse to sign this acknowledgement** 

I, , have received a copy of office's Notice of 
Privacy Practices. 

Print Name: 
Signature: 
Date: 

Authorization to Reiease Information 

Purpose: This form is used to obtain authorization to release information regarding you covered under 
the Privacy Act to people other than yourself. I, , authorize 
the following person(s) to have access to information covered under the Privacy Practice regarding 
myself: 

(Please Print Name and Relationship) 

(Please Print Name and Relationship) 

(Please Print Name and Relationship) 

For Office Use Only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could 
not be obtained because 

• Individual refused to sign 
• Communication barriers prohibited obtaining the acknowledgement 
• An emergency situation prevented us from obtaining acknowledgement 
• Other (Please specify) 
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