TIME 11:27 AM DATE 08112015

PATIENT REGISTRATION
I Chart 1D
Firsi Mame: Lest Name: Middie Initial:
Patientls: | | Policy Hoider Preferrad Nams:!
Responsible Party (if someone other than the patent)
First Name: Last Namé: Middie tnitial:
Cily, State, Zip: Pager:
Home Phaone:  Work Phone: Ext: Calliar
Dﬁammﬂiupmiyiﬁa}honpdhymiwmm O Primary Insuranca Policy Hoider Gsmimmmww
Patiant Information
Address: Address 2:
City: State / Zip: Pagsn
Home Fhone: Work Fhone: Ext: Caliutar: —
Saw Mals _ Female Marital Status: Marring | Single Divorcod | Separateg Widowag
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail! | I 'would'like o receive comespondences via e-mail.
Section 2 — === — Sestiond ——— —
Employment Status:  Full Time Part Time Retired R ERRER DY
' ' ' EMERGENCY CONTACT#
Student Status: Full Time | Part Time SPOUSE WORK #
Madicaid 1D: Pref. Dantist: DAD'S WORK &
MOM'S WORK &
Employer 1D; o Praf. Pharmacy:
Carmior ID: Pref. Hyo.:
- Primary Insurance Information = = —
Mame of Insured: Relstionship o tnsured: | Saif ") Spouse | Child Other
Insured Soc. Sec: Ingured Birth Date:
Employsr: Ins. Company:
Address = Address:
Adoress 2; Address 2
CitySwateZip: N CiyStateZp: B
Rem. Banefits: 00 Rem. Deduct: .00
~Becondary Insurance Information ———————————— —
Mame of Insured: Relstionship to Insured:  Seif — Spouse. | Chid Other
Insured Soc. Sec: Insured Birth Date:
Emplayar: —— Ins. Campany:
Address: - Address: =
Address 2 - Address 2 N




Health History Form W e T Ao

. Un,ﬂ Tuda;r‘ﬂ)m ]

A5 ragquired by law, our affice adheres to written policies and procadures to protect the privacy of information about you that we create, recaive or masntain, Your answers ane for our
records only and will be kept confidential suliect to applicable awe. Please note that you will be asked some questions shout your resposses to this questioonaile and thers may be
Mmmmmmmwh Muhmupﬁwﬂhmh el ﬁnnlﬁzm not e |h:iﬁnﬂtmtnm

it Frat Aatcie { ] { )
Address; City: State: Tig:

Mzing oo
Grrupation: Height! Weight: Date of Rethc Se M|
558 ar Fatient Emergency Contact: Redationshig: Home fhone: wcixir sosmcody Celi Thone, ochararsroa

{ ) { )
If you are completing this farm for anather persan, what is your relationshp {o that pesson?

o Mamw I
Do you have any of the following diseases or problems: {Check DE if you Dan't Know the onswer to the the question) Yes Mo DK
Active Tubercudoam = iy — g i o oo 00
I"ﬂmitlntmghmhunﬂ wnﬁ:ﬁ.ﬂ{m : e AT e =T EH B
Cmd':ﬂﬂprﬂﬁmhhod reiver T S T il e 'E2'0 =3
Hoon exposed to amyone with tubercuicsi A SR oo oy vetverabtays Wovri paRvravey i rowvderencrrrrvesenpil] o (I C B |
fmm}uuwﬂhlmmm‘mﬂmﬂﬁfwmhﬂqw
Referred By:

Dental Information For the fallowing question, pleose mark (X} your responses to the following questions

Yes Mo DX Yes No DK
{0 your gums tleed when you brush or fless?. OO0  Boyouhave esraches o neck pans? = neo
Are your testh sensitive to cold, hot, Swests of pressurs? |, ] o (o I o | Dorw*wrmrﬁmmmwmﬂmmhw? et 6 By e
s Vour motth dry? ... ... .. O O O | Poyoubmxorgnnd yourtesth?. = e it 7 {4 ]
lhw-.ruuhaiwpnuhﬁ(gm}lmmmﬂs? OO 0O  Beoyouhave sores or sloers in yoof mouth? : OO0
Hav you ever had erthodontic (braces) treatement? OO0 O | Boysiwess dentuss or partisk? e e e ==t Qoo
Have you had any problems associated with previous dental ireatment?, O O O | Doyouparticipate inactive recreational activities?.. . (EPTETR PR oW 1 =] X o T |
s your homw waler wpply fueridated? 0oOD Mymmhdasmwmmmmm B0
|mm&iﬁhﬁﬂwwm¥' OoD | Dateof your last dental exam:
if yus, b aften? Circle one: DAILY /| WEEKLY / OCCASIONALLY Wit was done 2t that time?
Are you currently expertencing dental pain or discomfort? ... 0 O O Mdhﬂm:—m
What is the ressan for your denital visit today?
How do yau feel about your smile? ==
Medical INfOrmation s mork (0 you msonse to ndcate v have o have ot ad ary o thefobowing diseoses o probems

Yes No DK Yes No DK
e you nove under- the care of g physician? ~0 O 0 mmmammwummm
WW ' Pluanes fickile srn code h“'ﬁﬂ‘.!}ﬂﬂl} L —— N, = [ = B |

{ Iyu.ﬂutwﬂul:mrﬂnﬂlm!

| —
| Mywmﬁ'uwhujmmmwm
| | or over the counter madicine{s)?. i e e, G0
Av you in gaued hesith? oog Im;ﬂ-m:hlwdﬁuﬁnmmﬂumﬁw
b there been ary change in your generai heaith within the past year?_. 0 O O and/or dietary suppioments:
if ﬂs.wbﬂmdﬂmnlmrgm
|
Diate of last physseal exam:
S F12 Arwavican Desial Atsixciatmn Ea | ™ LR . T . I
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Medical II'IfOI_'_[I'__l:atiDI'I Pieaza mark (X) your response to indicate If you have or have not had any of the following disesses or problems.

| (Chack [NC o you GonT Know the onswer o the gueston) Vs No DI Yes No B
| Do you wear contact lenses? s .0 0 0O | Boyo ssecontolied sibstances (divpl? ooap
| Iint Replacement. Nave you had an orthopedic lotsl jom | D pou wse tobacs {smeking, suff, chew, betisiF ]
| thip. kreze, elbow, finger) replacement? e 0O O [ | W sa, how interested are yix in stoppieg 7
et Wyes. Howa yoos ikd gy commphications? | Gl one. VERY J SOMEWHAT / NOT INTERESTED ___
Aeipons Ralting 6 <chatkiked £ haoi Ul 203 z o o | Dhy o dnk stcoholic beverages? = ; e i I R
tlike Fosaman™, Actonel", Atehia, Boniva®, Redlast, Profia) for H yes; haw much alcahol dad you drink i the e 4 kours? -
nwwl’qutm* e B 05 | 1t yes. hews much do you typcally donk | na week?
Sanice 2001, were you trested or s you presently schedaled (o begin WOMEN ONLY Are you
vreatment with an antiresofplive agent (lke Arda’, Zometa®, XGEVA) Pregnant? 580
r-mmwmuw_ complications resulting Trom N ﬂh"_d'"""_' i"' = 3 -
Paget's diease, multipie myeioms or metastatic canbe? R N B E Taking birth contiol pis or hormonal rEplcement ? a8n
Diate Treatment began Kursing? = . e aNESE
ImmemeymMamﬂmu Yis Mo DK
| ol s responses, specify type of maction Yes Mo DK Metat: O% G
{ Looa dhesthetics oo Latex {rubber) 088
| Aspirin OO0 jodes aGoa
le:ﬁnwdhﬂm OO0 Hayfeve seroal i s e I |
Hiarbiturates, sedatives, or sesping pils O00 ammas 0Onoo
| Sutfa drygs OO0 0  Feod Bl =
Codeine or othel narcotics OO0 oCiher =710
Fiease mark (X) your response to indicate If you have or have rot had any of the following diseases or problems.
Yez No DK Yez Mo DK Yeu Mo DK
Artificwl (prosthetic) heart valve. R | 000 Aukocsnmune deease . OO0 0 Gaucoma N -~ o I |
Previous infective endocidith g O 0O O | Rheunsted ottt O 0 L Mepatitis, jmdice or B
Damaged volves in tramsplanted beary . D Systerme lupus Brerdisoase .. oo
Congerntsl fieart disegss (CHD) erythematosys. .. [ 0 O ESplepsy . o a0
Unfepoved, cyanotic CHD. B oo Ashms o - .. 0O 0O 0O Fanting spsls or soffures 000
Wtwhmﬁm o ocoo Hronchits [ 8 Wm_ onoya
Repited CHO with esidhssl defects _oop Ewhsena... Db Newdy o
| Sesbodie...... 000 Toedmee o =3 o
I&mfwﬂmwhﬂdmmm&mmm Nibarerdknds: O [y Doyasoer o4dd
fisr ooy cther farm-of CHD e = Mental health disordars i i
Cmfﬂmﬂ!ﬂpﬂ Specify HE
- 7 Chest pain upon exertion Oo.o : 4
Carditsyascular dieszs 00 0 sl valve protspse. ooo Type of mnfection
Angina. - B 00 Facmke T e R R — Doe Kidney ploblese. oOoo
Arterinuclenods 300 Rheomaticfovar ooQ  Dabess Typs ol DD g swests . 0o
Congestive heart Failun O3 O Rheomaticheartdsesse . [1 (O Fstngdsonder 00O ogmsoporess. o0
Eamngied heart vatves [0 O Absormal blesding ~OOoO MWeen . U 0 T persistent swollen glands
Meart attack 00 0 Asema . BOoQO Gsmbietmidwss 00O eeeck. oo
Heart inorowr,. OO0 Boodawimon . [0 00O GE Reihoypersstent
i it heartburn . gog ees—— oo
Lowbloodpmssure.— . O 0 O P i . Severermpdweightloss. . 0 [1 01
biood s 0 Weers ; — 0L
High blood pressire. onno e Seoasly Urasmittsd disesse. [ O O
Other conigenital ADSorHVinfection. . 01 O Thyodpoblems ooag | - a -
hweart defacts L3O Amhts A OO Swke [ g (Eeecessweurnation. =
Mas a physician of previous dentist reconwrendad that you takie antibiotics prior to your dental treatment? = e A D)
Marw of physician or damtist making recommendation: Phane: swiude wecode
{ )
D6 you have sny dissass, condition, or problem not fsted above that you think | shouid know shout?.____ oo ooo

Please expler

NOTE: Bath doctor and patient are encoursged to discuss any and all relevant patient health (ssues priar to treatment,
I certify that | have read and understand the above and that the infiormation given on this form i accamte. | undesstand the imsartance of a truthful health histocy and that my
dentist and his/her staff will refy an this information for treating me, | acknowkedae that my questions, if any, about inquiries set farth above have been arswered to my satisfaction
| 1wl ot hold my dentist, ¢ any other member of his/her staff, responsible forsmy action they Like or do not take because of emorz or omissions that | may have made in the

complation of this form.
Segniaturs of Paten fLegsl Gusrdlanr

Signature of Centist:

FOR COMFLETION BY DENTIST

| CONTHRENES:

Date-
Date




Patient Name [print]

Acknowledgement Of Receipt Of Notice Of Privacy Practices

Purpose: This form 1s 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 acknowledgemant®*

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

Patient Name {Printed)

Signature

Date

Authorization To Release Information

Purpose: This form is used to obtain authorization to release information regarding yourself covered under the Privacy Act to people
other than yoursalf.

I, ; authorize the following person(s) to have access te information covered

under the Privacy Practice regarding myself,

Name (Printed) Relationship
Name (Prirted) Refaticnship
Name (Printed) Relationship
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
abtained bacause:

Individual refused to sign

L1 Communications barriers prohibited obtaining the acknowledgement
L1 An emergency situation prevented us from obtaining acknowledgement
O Other (Please Specify)

£ 2007 Amavican Dental Association All Rights Reserved



Financial Policy Patient Name (print]

Thank youfor choosing our office as your dental healthcare provider. We are committed to providing you with the highest quality
lifetime dental care, so that you may attain-optimum oral health. The following is a statement of our financial policy, which we require
that you read, agree to, and sign prior te any treatment . Payment is due at the time service is provided. Our office accepts cash, personal

checks, credit cards and outside patient financing.
Please check if you would like more information about financing options. [J

Please Note: Returned checks will be subject to additional fees. If you fail to pay the office on time and it refers your account{s) to a third
party for collection, a collection fee of 25% will be assessed and will be due at the time of the referral to the third party. If your account(s)
are referred to an attorney or legal action is taken to recover the account(s) a collection fee of 35% will be assessed and will be due at the
time of the referral to an attorney or legal action is taken. Such fee will not be assessed in states where it is prohibited by law.

Do You Have Insurance?

+ We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance company.
Your insurance policy is a contract between you, your employer, and your insurance company,

+ As a courtesy to you we will help you process all your insurance claims. Please understand that we will provide an insurance
estimate to you, however, it is not a guarantee that your insurance will pay exactly as estimated. Your insurance company and your
plan benefits will determine the amount paid, We will, of course, do all we can to make sure your estimate is as accurate as possible.
If your insurance company has not made payment within 60 days, we will ask that you contact your insurance company to make
sure payment is expected. If payment is not received or your claim is dented, you will be responsible for paying the full amount at
that time.

« We ask that you sign this form and/or any other necessary documents that may be required by your insurance company. This form
instructs your insurance company to make payment directly 1o our office:

+ We ask that you pay the deductible and co-payment, which is the estimated amount, not covered by your insurance company, by
cash, check, credit card or Patient Financing at the time we provide the service to you.

= We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being paid. Our
office will not, however, enter into a dispute with your insurance company over any claim.

We thank you for the opportunity to serve your dental health care needs and welcome any question you may have concerning your care
or our financial policy.

Consent:

| have read, understand and agree to the above terms and conditions. | authorize my insurance company to pay my dental banefits directly to my
dental office.l understand that respansibility for payment for Dental Services provided in this office for myself or my dependents is mine, dus and
payable at the time services are rendered unless financial arrangements have been made. | further understand that a finance, rebilling, callection
charge and/or attorney fee will be added to any overdue balance. By signing below, you are authorizing us to call you at any number you provide
including calls to mobile/eellular or similar devices for any lawful purpose, You agree to any fees or charges that you may incur foran incoming call
from us, and/or cutgeing calls to us, to or from any such number, without reimbursement from us.

Ferhient Signature Pavent if child) Drte



