Chart .| l

FOR OFFICE USE ONLY
Patlent Name: | | | REE : ' |
Last First ; i Preferred Name
Tite: [ | @ender: O Male (O Female  Famiy Staws: (O Mamied () Single () Child (O Other
MriMs/Mrs/ete .
Birth Date: | | ss .| ] Prev. Visit: | |

Email Addiias: [ | Best time to call:| |

Phone: ] H ] r&j L 1 | : “ _|

Home - Werk habile Fax Other
Address: | - [ |
| Tt e |
- - City Siate Zip Code
I prefer ta be contacted by . ’
[Z]celi Phone FlTex ' EJEmai [ 5] Home Phone
D Leave a h‘!essage -

VWhom may we thank for referring you io our practice?-

‘.

In an emergency, who should be notilied? Pleasa enter name, phone number and relationship below




Patient Name: | | {1

Last " First Y] Preferred Name

Medical History

Indicate which of the following you have had or have at present. By checking the box it will
indicate a “Yes" response, leaving blank will indicate a "No” response.

[L]*Pre-Med [ Allergies (] Atiergy - Aspirin [5=] Alergy - Codeine
[ Avtergy - Erythro L= Aliergy - Latex [ Allergy - Other [2) Allergy - Penicillin
DAﬂergy - Seasonal A!lergy - Sulfa BAnemia EArthrtﬁs

[_] Artificiat Joints -] Asthma [ Blcod Disease [ cancer

{_] Diabetes [Jorug s Aicohol Abuse  [_JEpitepsy [=) Excessive Bleeding
[JFainting / Dizziness [} Glaucoma [=1 Head Injuries [i] Heart Disease
[ Heart Murmur Hepatitis High Blood Pressure HIV/ AIDS
[]idney Disease [.-] Liver Disease []Mental Disorders ~ [.] Nervous Disorders
{= ] ostecporosis Other ‘ Pacemaker Radiation Treatment
E! Respiratory Problems Rhsumatic Fever [-]Rhsumatism L] sinus Problems
[} stemach Probiuicers [ Stroke - - [zl Tuberculosis

(:fRecent Hospitalization {fiilness or injury) Subject to frequent headaches or migraines

[__—-J Presently being treated for any other ilness DTobaoco Use

D Pregnant/Planning Pregnancy Q Nursing

[ Taking birth control

If any conditions or alerts selected above needs further clarification, please describe below




Do you take antibiotic premedication for your dental visits? if yes, please explain.

Name of physician and date of last physical exam

-

List all medications (prescription and nan-prescription), including regular doséges of aspirin.

Please list any allergies and/or ailergies to medications.

"DBy checking this box, | acknowledge that | have reviewed ALL questions/alerts on this questionnaire and responded
accordingly. There are no other medical conditions or medications/allergies that have not been listed. | am aware that
| must notify the practice of any future changes. This will serve as my electronic signature.

Name of patient, parent, or guardian complefing this form:

-

Relationship to patiant




Dental Information

How would you rate the condition of your mouth? ' -

(O excellent (O Good QO Fair O paor

New Patients: Previous Dentist Name and Phone Number

Approximate date of most recent dental exam and/or dental x-rays

I routinely see a dentist every

O3mos O 4mos QO 6mos O 12mos (O Not routinely

What is your immediate concemn about your dental health?

Is there anything about the appearance of your smile that you would like to change?

Check all that apply

D Had any reactions to local anesthetic Had complicaticns from past dental treatment
E] Had trouble getting numb Experiences dry mouth

EI Sensitive to hot, cold, biting, sweets Aveid brushing any part of mouth

E} Food getls trapped betwesn any teeth @Whﬁened or bleached your teeth

E Clenching or grinding of teeth ' Currently or previously wore a bite appliance
[z experienced gum recession

If any of the checked boxes need further explanation, pleass describe:




Employer Name

The following is for: [-] thepatient [=] the person responshble for payment .-

Employer Nama: | | - Phone:[

Address:| 1L

I IEWH

Zip Code
Responsible Party Information

The following is for: Q the patient's spouse the person responsible for payment neither-not applicable

. Name: | _ | L [ . il
i Last Flrst Ml Proferrad Name
Title: [:m’] Gender: O Male () Female Famiy Status: (O Maried O Singe O Child O Other
MriMs/Mrs/ate ’
Birth Date: | | SS#.| [ Driver's License # | |
Email Address: | ] Best time to calk| ]
Phone: |- i L 11 L L 1
Homa Wark Ext Mobile Fax Other
Address: | | : l
l - : Ll |

Ciy . Stete Zip Code




Primary Policy Holder Full Name:
Policy Holder Date of Birth: SSN/ID#:
Relationship to Patient:

Policy Holder Employer:
Ins. Company Name:
Ins. Company Full Address:

Ins. Company Phone #: Group #:

* Please sign and date the following: ,

I have been informed of the treatment plan and associated fees. I agree to be responsible for all charges for dental services and
materials not paid by my dental benefit plan, unless prohibited by law, or the treating dentist (dental practice) has a contractual
agreement with my plan prohibiting all or a portion of such charges. To the extent permitted by law, I consent to your use and
disclosure of my protected health information to carry out payment activities in connection with this claim.

Date

I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named dentist or
dental entity, Date

Secondary Policy Holder Full Name:

- Policy Holder Date of Birth: SSN/ID#:
Relationship to Patien
Policy Holder Employer:
Ins. Company Name:
Ins. Company Full Address: _

Ins. Company Phone #: Group &

* Please sign and date the following:
[ have been informed of the treatment plan and associated fees. I agree to be responsible for all charges for dental services and
materials not paid by my dental benefit plan, unless prohibited by law, or the treating dentist (dental practice) has a contractual -
agreement with my plan prohibiting all or a portion of such charges. To the extent permitted by law, I consent to your use and
disclosure of my protected health information to carry out payment activities in connection with this claim.

Date

1 hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named dentist or
dental entity. Date

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign the Acknowledgment*

L i . have received a copy of this offices Notice of
Privacy Practices. -. S

Signature: _— o LS D"ate':__'i-




Consent for COmmurpiwﬁon

How would you like us to communicate with you? Our dental office §énds appointment
reminders, information about treatment, payment and insurance, and other communications.
Please tell us how you would like us to communicate with you.

Your name: Today's Date:

Contact me by U.S. Mail at the following address:

Contact me by email at the following email address:

- For Phone and Text Communications:
Cell Phone Number:..

Home Phone Number:
Work Phone Number:

-

.. By signing this form, | consent to the following: The dental practice may contact me to provide
health care information such as appointment reminders and information about treatment,
payment, my account or insurance,

Signature: Date:

o~

-Please call the dental office right away if you get @ new telephone number!



Gonsent for Services and Financtal
Palicy

: mm'e{mmmmgmwﬁmm ) -

mmdawmoufmw”wm&mmm
excefiencs. Inorcarto achiove tiasa goals wi fequira your gssistanea in

. Mwwmxwmhf@hd&aamﬂé&d .

sarvics arfinanting Forinsured pationts, as a courtesy t you vie wil 2ccep
mymmlmwyﬁmywkmm.mmﬁmywm
whith{s detsmined by your lndividual insurance pian must ke met at the time of
servico alongwith eny co-pays ernan-covered services. All daduciibias end
©5-pays are axpected at tho fima of sarvico. Wo ofier Cara Cratit Grancing viih
6-12 menths same as cash depending upen e emount of treztment. Creit approval
&mmummmmmadﬂmmm

s lagatly respansibia for paymant of ail services rendered tagiandioss of eny

typo or dacree. Wa are not a party to 2ny typs of custody agreament which may
includo expenses to b3 covered by m ofier party. [t is your responsibifly to
mwnﬂa&admvha?muﬁmmﬂmwwmmm
pRens end mad reganding any past dus balance that was not covered by your
pardeutar plan, if thete is a B2IANCS €N your aceount Slter iRsurancs has

sallied relr port ve vill expett paymant from you within 24 dayz.

[y

chacling this box,l understand the above information and agree with lis
contants,and this will serve as my electronic signature for the
AdministrationForm.

HIPAA )
Ackrowledgement

lundasiend that | may tnspect or copy the

protecied azith Infsmmation dascrsed by (s authorizetion. | understand that

at any time,this authartzation may be revaiiedl whan the office thst recelvs this
authodzotion reseives a written revezation Altheugh that revesation vl not be
effectiva as to tha Giscinsurd of recands whasa release | ave previvusly
" authorzed, Grehere ciher scion has been taken in f252n50 6 an ehoization
 hava signe) understond that my heath car and tio payment for my hazitiearo
-l not ba afocted | cafuss to sign this form. | understend that

infbrmation used of discinsad pursvant to this autharization, eould ba subjest

to ro-discideure by therecipient and, H o, may not b subject to fedaral &

stete (aw pratecting its confidentaliy,

0 'sy .

chegking this bos, [ understand the sbove information end agree with its

contsnts, and this will serve as my electronic signature for the HIPAA
Disclosure Form.

.-



