Welcome

To Our Practice

Please take a few minutes to answer the following questions

S0, We can better assist you with vour dental veeds

*PATIENT INFORMATION

Date

Name

Soc. Sec., #

Birthdate

Howme Phove

Address

Cell Phovie

City State
Gender: _____
Family Status:
Ewmployer

Zip

Wale Fewmale
Warried Single

Child

Email

Other

Busivess Phove

Who should we +havk for referring you?
Iv case of emergency, who should we contact?

* PHARMACY INFORMATION

Pharmacy Nawme:

4

Phove

Address

State

City

* PRIMARY TNSURANCE

Person Responsible for Account

Zip

Relationship to Patient

Name

Birthdate

Soc Sec. #
Howme Phovie

Address

Cell Phove

City State
Ewmployer

Zip

Email
Business Phone

Tusurance Company

Tusuravnce Company Address

Subscriver TD #

* SECONDARY TNSURANCE

Person Responsible for Account

Relationship +o Patient

Name

Birthdate

Soc Sec. #
Home Phiove

Address

Cell Phove

City State
Employer

Zip

Emaill
Business Phone

Tusurance Company

Tusuravce Company Address

Sulbscriver TD #




* DENTAL HISTORY

Former Dewntist Date of Last X Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

Bad Breath - Loose teeth Sewsitivity fo Sweets
Bleeding Gums Orthodowtic Tx Sensitivity when Biting
Blisters is Wouth Pain Around Ear Frequent X-Rays
Fingervail Biting Perivdontal Tx Jaw, Head, Neck Injuries
@rinding Teeth Sensitivity to Cold Jaw Pain or Clicking

Lip or Cheek Biting Sensitivity to Heat Tooth Pain

* MEDTCAL HISTORY

(MUST BE FLLLED OUT COMPLETELY)

Physiciav’s Name Date of Last Visit
Are on currently under wmedical treatment? Have von had any allergic reactions +o:

Have you ever had any serious illuess or Local Avesthetic (eg. Novocaine)

operations? Pevicilliv or other antibictic
Are vou currewtly taking any medication? Sulfa DPrugs
Please describe: Barbiturates
Sedatives
Do you simoke? Todine
Ay aleohol use? AsPpirin
Do o wear contact lenses? Other

Are Jou preanant or narsing? Taking birth control pills?

Please mark “ves” or “no”:

YES NO YES NO YES NO

ALDS Emphysema Pacemaker

Avemia - Epilepsy  _______ Psychiatric Care e
Arthritis, Rneumatisim Fainting or Dieziness Radiation Tx

Artificial Heart Valves Glancoma Respiratory Disease

Asthma Headaches Rheumatic Fever

Back Problems Heart Problems Scarlet Fever

Alvormal Bleeding Hepatitis-Type Sinus Trouble

Blood Disease Herpes SkinRash

Cavcer High Blood Pressure Stroke

Chewical Dependency HIV Positive Swelling of Feet/Ankles

Chewmotherapy Jaw Pain Thyroid Problems

Chrovic Fatigue Syndrome Kidney Disease Tonsillitis

Cirenlatory Problems Latex Sewsitivity Tuberculosis

Congenital Heart Lesions Liver Disease Tuwmor or growth on head or

neck

CorHsone Treatment Low Blood Pressure Uleer

Persistent Congh Witral Valve Prolapse Vewereal Disease

Digbetes Nervous Problems
ASSTEWMENT AND RELEASE

T hereby anthorize payment to for all insurance benefits otherwise payable to wme for
services rendered. T umderstand that I am financially responsible for all charges, whether or ot paid by nsurance, and for
all services rendered on my behalf or my dependents.

T anthorize the above doctor and/ or any provider or supplier of services in this office +o release the nformation required
+o secure the payment of benefits. T anthorize the use of this signature o all insurance submissions.

*Siguature of Respovsible Party Date




HTPAA Tuformation avd Cowsent

The Heatth Tusurance Portability and Accountability Act (HIPAA) provides safequards to protect your privacy.

A Notice of Privacy Practices should be available to you in the office. The votice provides information about how
we may use and disclose protected health information about vou in order to carry out treatment payment, and
healthcare operations, and for other purposes permitted or required by law. The votice also contaivs information
about vour rights under the law.

By signing below, you understavd avd agree +o the +erms of our votice of privacy practices which ivclude:

Protected health wformation may be disclosed or used for treatmewt, paymewnt, or health care
operations,

Authorization is required for certain disclosures of your Protected Health Tuformation.

You have the right to opt out of fundraising commuvications.

You have the right to restrict disclosures of your Protected Health Information under certain
circumstances.

You have the right to be notified of a breach of unsecured Protected Health Tuformation,

By signivg below, you understand and agree +hat:

*Signature Date

The practice has a Notice of Privacy Practices that vou have had the opportuvity to review.

The practice reserves +the right to change the Notice of Privacy Practices and if we change our votice
you may obtain a revised copy by contacting our office.

You may revoke this consent n writing at any time avnd all future disclosures will cease.
The practice may condition treatment upon the execution of this consent,




