WELCOME

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as comp|eteiy as you can.
If you have any questions we ll be g|aci to help you. We look forward to working with you in maintaining your dental health,

PATIENT INFORMATION
Name:m e e Social Security#
AddTGSS
City State Lip Home Phone
Cell Phone E-mail
Sex(OM OOF Birthdate CIMinor [ Single CIMarried [ Widowed [ Separated [ Divorced
Patient Empioyed i)y Occupation
Business Phone
Whom may we thank for referring you?
Notiiy in case of emergency Home Phone Cell Phone

Name you preiei to be called:

Other iami|y members seen in us:

Pe|ationship to Patient

City

Cell Phone

|nsurance Company NBITIE:

Group#

PRIMARY INSURANCE
Person Responsible for Account: - —
o Birthdate Social Security#
Address (if different from patient)
State Lip Home Phone
E-mail

Person Responsible Employed by Occupation

Subscriber#

ADDITIONAL INSURANCE

ls patient covered by additional insurance? (] Yes [ No

Subscriber Name Qeiationsi'iip to Patient Birthdate

Address (if different from patient) Social Security*

City State Zip Home Phone

Cell Phone E-mail

Subscriber Employed by

Insurance Company Name: Group#

DENTAL HISTORY

Reason for tociay's visit . Ciicking or popping jaw [(dYes CINo | Orthodontic treatment CIYes [INo
Former Dentist Dry mouth [IYes [No | Pain around ear C1Yes [No

City/State

Date of last dental visit

Date of last dental X-rays

Place a mark on “yes" or “no” to indicate if you

have had any of the io”owing:

Bad Breath [1Yes
Bleeding Gums [1Ves
Blisters on lips or mouth [Ves
Burning sensation on tongue [1Ves

[INo

CNo |

[INo
CNo

Fingernai| biting OYes [CNo

| Periodontal treatment

Food collection between the teeth [IYes [INo
Foreign objects CYes [No
Grinding teeth CYes [INo

| Gums swollen or tender [IYes [No
Jaw pain or tiredness CYes [No

; |_ip or cheek biting CYes [INo

' Loose teeth or broken i'i”ing [1Yes [INo

| Mouth iJreatiiing [IYes [No
Mouth pain, brushing ClYes [No |

Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when i)iting

Sores or growths in your mouth

| Tobacco use

Type/ how often?

CdYes [INo
CYes [CINo
[dYes [INo
[0Yes [INo
OYes [INo
C1Yes CINo
CYes [CINo

How often do you floss?

How often do you brush?

A\




HEALTH HISTORY

Physician's Name Date of last visit

Place a mark on “yes or "no” to indicate if you have had any of the following:

AIDS/HIV [IYes [INo | Epilepsy [dYes [INo | Rheumatic Fever [Yes [INo
Anemia [IYes TNo | Fainting or Dizziness [(IYes [INo | Scarlet Fever [Yes [INo
Arthritis, Rheumatism [(OYes [INo | Glaucoma [(OYes [CNo | Shortness of Breath [JYes [INo
Artificial Heart Valves [JYes [INo | Headaches [IYes [No 3 Sinus Trouble [IYes CINo
Artificial Joints [(OYes [No | Heart Murmur [(OYes [INo | Skin Rash CYes CINo
Asthma [IYes [INo | Heart Problems CIYes [INo | Special Diet [1Yes [CINo
Back Problems [IYes [INo | Hepatitis Type_ [IYes [INo | Stroke [1Yes [INo
Bleeding Abnormally with | High Blood Pressure [IYes [No | Swollen Feet or Ankles [IYes [INo
extractions or surgery [1Yes [No ! Jaundice [(IYes [CINo | Swollen Neck Glands (Yes [CINo
Blood Disease [1Ves TNo | Jaw Pain CdYes [INo | Thyroid Problems CYes [CINo
Cancer [lVes [No | Kidney Disease C1Yes [INo | Tonsillitis [IYes [INo
Chemical Demndency ClYes CNo ‘ Liver Disease [dYes [INo | Tuberculosis CdYes CINo
Chemotherapy [¥es CINo | Low Blood Pressure [IYes [INo | Tumor or Growth on

Circulatory Problems CIYes CNo | Mitral Valve Prolapse [(OYes [INo | head or neck [1Yes [INo
Congenital Heart Lesions [1Yes CNo | Nervous Problems [Yes TINo | Ulcer [1Yes [INo
Cortisone Treatments Ll¥es LNo | Phosnakar [Yes [INo | Venereal Disease [1Yes [No
Cough. persistent or b|oody (OYes CNo | Dsychiatric Care [CYes [N | Weight Loss, unexpfained [1Yes [INo
Diabetes [Yes [INo | Radiation Treatment [(IYes [No |

Emphysema [Yes [INo | Respiratory Disease [1Yes [No

Do you wear contact lenses? [Yes [INo

Taking Bisphoshonates? [IVes N0 How Long?

Women:

Are you pregnant? [(Yes [CINo Takingbirth contr0|pif|s? [(IYes (N0 Are you nursing? [IYes [INo
Due date

MEDICATIONS . ALLERGIES

List any medications you are currently taking and the cofre%ating diagnasis: | List all known a||ergies:

Authorization
| have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. | understand that this information will be used by the
dentist to help determine appropriate and healthful dental treatment. If there i any change in my medical status, | will inform the dentist.
| authorize the insurance company indicated on this form to pay the dentist all insurance benefits otherwise payable to me for services rendered. | authorize
the use of this signature on all insurance submissions.
| authorize the dentist to realease all information necessary to secure the payment of benefits. | understand that | am ﬁnancia"y responsible for all charges
whether or not paid by insurance.

Name and Signature of Legal Guardian

Signature Date

A\

payment is due in full at time of treatment, unless prior arrangements have been approveci.



N

Cancellation Notice

We are proud to participate in your dental healthcare, and have set aside time for your appointment. We understand
that sometimes it is necessary to cancel or change your appointment. In consideration of the others who need care,
we ask that if you are unable to l(eep an appointment with our office, that you p|ease observe our cancellation policy,
which follows:

Our office requires at least 24 hour notice for all appointment cancellations. If you are unable to provide 24
hours notice, you will be billed a $50.00 charge for the scheduled appointment time. Emergency situations
vill be handled at the Doctor’s discretion.

I you are unable to |<eep your appointment scheduled for the next c|ay and our office is closed, you may cancel
by leaving a message for us on our voicemail. The 24-hour rule stil applies.

| have read the above information, understand it and agree to the policies stated.

Signature of patient/responsible party ‘ Date

We do our best to confirm your dental appointment 24 hours in advance. Please st below the best contact method.

[0 Please call me at

(Phone number)
[ Please text me at

(Phone number)
[0 Please email me at

(Email ad&ress)




Protecting Your Confidenti.lealth Information is Importal.o Us

Judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial proceeding in
response to a subpoena or a request to produce documents. We will disclose your health
information in these circumstances only if the requesting party first provides written
documentation that the privacy of your health information will be protected.

Incidental Uses and Disclosures
We may use or disclose your health information in a manner which is incidental to the
uses and disclosures described in this Notice.

Health Oversight Activities

We may disclose your health information to a government agency responsible for
overseeing the health care system or health-related government benefit program.

To Avert A Serious Threat To Health or Safety

We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person or to the public.

To The U.S. Department of Health

and Human Services (HHS)

We may disclose your health information to HHS, the government agency responsible
for overseeing compliance with federal privacy law and regulations regulating the
privacy and security of health information.

For Research

We may use or disclose your health information for research, subject to
conditions. "Research” means systemic investigation designed to contribute to
generalized knowledge.

In Connection With Your Death Or Organ Donation

We may disclose your health information to a coroner for identification purposes, to a
funeral director for funeral purposes, or to an organ procurement organization to
facilitate transplantation of one of your organs.

If applicable State law does not permit the disclosure described above, we will comply
with the stricter State law.

Authorization to Use or Disclose Health Information
Other than is stated above or where Federal, State or Local law requires us, we will not
disclose your health information other than with your written authorization. You may
revoke that authorization in writing at any time.

Patient Acknowledgment

Patient Name(s):

Thank you very much for taking time to review how we are carefully using your health
information. If you have any questions we want to hear from you. If not, we would
appreciate very much your acknowledging your receipt of our policy by signing and
returning this card. We look forward to seeing you again soon!

Patient Signature

Date i /

For additional information about the matters discussed in this notice, please contact our
Privacy Officer.

Effective Date:

PATIENT RIGHTS

You have the following rights related to your health information.

Restrictions

You have the right to request restrictions on the use or disclosure of your health
information for treatment, payment, or health care operations in addition to the
restrictions imposed by federal law. Our office is not required to agree to your request,
but we will endeavor to honor reasonable requests. We generally are not required to
agree to a requested restriction. Our office will honor your request that we not disclose
your health information to a health plan for payment or healthcare operation purposes
if the health information relates solely to a health care item or service for which you
have paid us out-of-pocket in full.

Confidential Communications

You have the right to request that we communicate with you by alternative means or at
an alternative location. You may, for example, request that we communicate your health
information only privately with no other family members present or through mailed
communications that are sealed. We will honor your reasonable requests for
confidential communications.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health information, including your
complete chart, x-rays and billing records. If you would like a copy of your health
information, please let us know. We may need to charge you a reasonable, cost-based
fee to duplicate and assemble your copy. If there will be a charge, we will first contact
you to determine whether you wish to modify or withdraw your request.

Amend Your Health Information

You have the right to ask us to update or modify your records if you believe your health
information records are incorrect or incomplete. We will be happy to accommodate you
as long as our office maintains this information. In order to standardize our process,
please provide us with your request in writing and describe the information to be
changed and your reason for the change.

Your request may be denied if the health information record in question was not
created by our office, is not part of our records or if the records containing your health
information are determined to be accurate and complete. If we deny your request, we
will provide you with a written explanation of the denial.

Accounting of Disclosures of Your Health Information
You have the right to ask us for a description of how and where your health information
was disclosed. Our documentation procedures will enable us to provide information on
health information disclosures that we are required to disclose to you. Please let us
know in writing the time period for which you are interested. Thank you for limiting
your request to no more than six years at a time. We will provide the first accounting
during any 12-month period without charge. We may charge a reasonable, cost-based
fee for each additional accounting during the same 12-month period. If there will be a
charge, the Privacy Official will first contact you to determine whether you wish to
modify or withdraw your request.

Request a Paper Copy of this Notice
You have the right to obtain a copy of this Notice of Privacy Practices directly from our
office at any time. Stop by or give us a call and we will mail or email a copy to you.

We are required by law to maintain the privacy of your health information and to
provide to you or your personal representative with this Notice of our Privacy Practices.
We are required to practice the policies and procedures described in this notice but we
do reserve the right to change the terms of our Notice. If we change our privacy
practices we will be sure all of our patients receive a copy of the revised Notice. You have
the right to express complaints to us or to the Secretary of Health and Human Services if
you believe your privacy rights have been compromised. We encourage you to express
any concerns you may have regarding the privacy of your information. We will not
retaliate against you for submitting a complaint. Please let us know of your concerns or
complaints in writing by submitting your complaint to our Privacy Officer.
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