r

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.

f
: - P
0 help us meet all your dental healthcare needs, please fill out this Eform
completely in ink. If you have any questions or need dssistance, please ask us -
we will be happy to help.

Patient # ____

, . S5#/SIN A
Patient Information (coNrIDENTIAD Dat ]
Narne . - Birthdate Home Phone ___

Address _ _. City %%VM %}%

Fmail . - e _Cell Phone )

Check Appropriate Box: O Miner O Single T Married  UiDivorced Ll Widowed SEE équEd B B

If Student, Name of School/College . City Lo Prov___ O Time O Time
- Patient or Parent/Guardian’s Emplayer | ;. A Work Phone

Ay City S i

Speuse or Paret/Guardian’s Name Employer Work Phone

Whom may we thank for veferring you? . .

Person to contact in case qf emergency | | ) Phone

Responsible Party -

Relationship

Name of Person Responsible for this Account - to Patient

Address . Home Phone

Email - . Cell Phone,

Driver’s License # _ Bivthdate Financial Institution

Employer Work Phone SS#/SIN

Is this person curvently a patient in our office? [ Yes [ No

For your convenience, we offer the following methods of payment. Please chech the option you prefer. Payment in full at each appointment.

O Cash O Personal Check Credit Card O VISA O MasterCard (] 1wish to discuss the office’s payment policy
Insurance Information |
Relationship
Name of Insured . ___ to Patient
Birthdate SS#/SIN Date Employed
Name of Employer . . Union or Local # Work Phone._-
_ State/ Zi%
Address of Employer . City Prov. EC.
Insurance Compdrny Group # - Policy/ID #
_ State/ Zipé
Ins. Co. Address City Prov. EC.
How much is your deductible? How much have you used? Max. annual benefit
D YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes 1 No IF YES, COMPLETE THE FOLLOWING:
A | Relationshi
Name of Insured fDEPﬂIiﬁn‘ff d
Birthdate __ SS#/SIN Date Employed
Name of Employer Union or Local # Woik Phone
| State/ Zip/
Address of Employer City . Prov. EPC.
Insurance Company . Group # __ Policy/ID #
_ State/ th}aé
Ins, Co. Address City . Prov, ’C.
How much is your deductible? How much have you used? Max, annual benefit

Ohver Please




ratient Medical History

Physician Office Fhone ) Date of Last Em:ezmr
Yes No Yes No
1. Are you under medical treatment ROW? .. .oo.oeeovoecoeeesoeeeereee 1 ] 10. Are you wearing contact lenses?.......... O L[]
2. Have you ever been hospitalized for any 11. Are you aliergic to or have you had aiy reactins fo the, fﬂﬂmwng?
surgical operation or serious iflness within the last 5 years?........ 1 [ l.ocal Anesthetics (2.8 NOVOCAIN) .oueeeveeoeeeesecsisianeeecenne L0
If yes, please axplain Penicillin or any other Antibiotics......ccoveecrvecccicrer. 3 [
- U DU i tioaniasiimsi i sssbimiyibiesiiniesiss |l 1
3. Are you taking any medication(s) Rarbiturates............. . 0O
including non-prescription medicing? .................. O 2 Sedatives..........cernuiuneee.. N
If yes, what medication(s) are you taking? ~ TORNE .....oocevcrne % E
in.. N PR .
4. Have you ever taken Fen-Phen/Redu:? ... I Any Metals (eg, mchei me:rrw}’ Etr:,'i ~ OO
3. Have you ever takén Fosamax, Boniva, Actonel or any cancer Latex Rubper .., O I
medications containing bisphosphonates?.... .. O O Cther (please ILSﬂ
6. Have you taken Viagra, Rﬂ'mtic:-, Cialis or Levitra _ 12. Do you have a persistent cough or throat clearing not
in the last 24 hours? ... ; I associated with @ known illness (asting more than 3 weeks)?... L]
7. Do you use tobacco? ... i it b T 13. Women Cmly;
8. Do you wse controlled Substances? ... Lo O a) Are you pregnant or think you may be pmgnunt?

9. Do you have or have you had any of thsfcﬁﬂmwng?

Yes  No
High Blood Presswre.......... HEE Heart DHSEASE ...vvv- v aviansinn.
Heart Attack ..o 40 Cardioc Pacemaker ...............
Rheumatic Fever .............. 0 O Heart Murmur....
Swollen ARKIES v, ) O Anging..... .
Faiiiting / S12Ures ........cocon. 0 O quﬁﬁndy ﬂmi
Asthma.... et ) 0 Anemnid...
Low Blood Pressttte.....ooe. O Emp?g.fsma....,. e
Epﬂeys}f(:ﬂnvufﬂmm-.“..... PP I B CaNnceT .o viii e,
Leukemi... oo oomivueeees 1 1 Arthritis.... i
721, RO RNV I N I Jomnt Replacmmt or Impl::mt......
Kidney Diseases. ....coovuvvrrrrrivvenes L 0 Hepatitis / Jaundice. ... N
AIDS or I'IIVInﬁctmﬂ SRR I R I Sexully Transenitted Dissmﬂ.....
Thyroid Problem ... O [C  Stomach Troubles / Uleers.........

Patient Dmtal Hlstmy

Name of Previous Dentist and Location

b Are you nursing?.....

2} Are you taring oral .:mltmr:epuvﬁ? ...........................

Yes Mo

Chest PRINS........cccoeerinars
Easily Winded....

Stroke...

Hay Fﬂﬁr! Aﬂm'glfs
Tuberculasis ...

Liver Disease .......

O008O0O0000000
Coaaoduainooodn
:

Mitral Valve Prolapse..........
Other

Radiation ﬂlﬂ'ﬁ{.‘ﬂ.’

llllllllllllllllllllllllllllllllllllllll

Recent Weight Loss.......cccoviiinicine

Respiratory Problems .................

var

=p

OGO000oooOoocoy oo
OUnDo0onoOoogodnz oo o

Date of Last Exam _

4

.13, Have you had any m'thadnﬂnctrmhnmz?

Yes NO
1. Do your gums bleed while brushing or flossing? .....cccoroeusisnren. . 3 0
2. Are your teeth sensitive to hot or cold liquids/foods?................ [ [
3. Are vour teeth sensitive to sweel or sour quuitfs{fuuds? SRR I B
4, Do you fez] pain to any of your teeth?..... SO I B I
5. Do you have any sores or lumps in DFHE{I?‘_}'DUF mf;rum?...... e 4
6. Have you had any head, neck or jaw injuries?....... O
7. Have you ever experienced any of the following
problems in your jm-:?
Clicking..... O O
Fain Goint, ear - side rJf fm:s] O
Difficulty in opening m'c%:lsmg I
Difficulty in chewing ....... O O

Authorization and Release

I certify

8. Do you have frequent headaches?.....e e cecesininins
8. Do you clench or grind your teeth? ... oo coceccnns

10. Do you bite your lips or cheeks frequently? ...
11. Have you ever had any difficult actn;u:fwm
in the past?

12 Have you ever had any prolonged bleeding .

following extractions? .

14. Dﬂ}ﬂt{ wear denfures or pamﬂlg?
If yes, date of placement

Q00 O ooog
NOa 0O Onpz

13. Have you ever teceived oval hygiene instructions
regarding the care of your teeth and gt;ms?
16. Do you like your srile?.... s

Licd
OO

that [ have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.

I understand that praviding incorrect information can be dangerous to my health, I autherize the dentist to release any information including the
rim};npsu and the recorvds of any treatment or examination rendered to me or my child during the Ims}d of such Dental care to third party payors

and/or health practitioners. I authorize dnd request my insurance company to pﬂ}' directly to the

tist or dental group insurance benefits

otherwise payable to me. [ understand that my dental insurdnce carvier may pady less than the actual bill for services. I agree to be responsible
far payment of all services rendered on my behalf or my dependents.

X

Sigmtuft of patient (or parent/guardian if minor)

Date

Doctor's Comments

Signature

Date

AT AN AEER™S SLIRR! 124G » orm S8 44

A vl A # i EEeE



£

{NAME OF PRACTICE}

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

L8

SECTION A: PATIENT GIVING CONSENT

Nama:

Address: _ —_—

Telephone: - | S-mall

Patient #: » _..Soclal Security #: . - .

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent 1o our use and disclosure of your pratacted heaith infor-
ration {0 Carry out treatment, paymsnt activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whethar
to sign this Consgent, Our Notice provides a description of our treatment, payment activities, and heslthcars oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accampanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected heaith information that we maintain,

You may obtain a copy of our Notice of Frivacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person; -
lelephone: _ Fax

E-mail; . S— _—
Address: . —_—_ =

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of vour
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or {0 continue treating you if you ravoke this Consent.

SIGNATURE

l, , have had Tull opportunity to read and consider the
contents af this Consent form and your Natice of Privacy Practices. | understand that, by signing this Consent
form, | am giving my congent to your use and disclosure of my protected heaith inforration to carry out treatment,

payment activities and health care ¢psrations.

Signstyre: Date:

ey

it this Consent is signed by a personal representative on behalf of the patient. complete the following:

Parsonal Representative's Name:

Relationship to Patient: s —

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent In the patient’s chart.




