To help us meet all your dental healthcare needs, please fill out this ,[orm
completely in ink. If you have any questions or need assistance, please ask

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

Patient Information (coNrDENTIAL)

us -

we will be happy to help.
Patient #
SS#/SIN
Date

Name Birthdate Home Phone___
Address City ls’%t\f’/ Zl;%
Email Cell Phone
Check Appropriate Box: [IMinor [ Single [Married [Divorced — [1Widowed [] Scpamg}gw/ Bl L Pats
If Student, Name of School/College City Prov, (Time [ Time
Patient or Parent/Guardian’s Employer Work Phone ___

' State/ Zip/
Business Address City Prov. P,
Spouse or Parent/Guardians Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party o

elationship

Name of Person Responsible for this Account
Address

to Patient

Home Phone

Financial Institution

Cell Phone

Email

Driver’ License# Birthdate

Employer Work Phone
Is this person currently a patient in our office? [ Yes [JNo

SS#/SIN

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

[JCash [J Personal Check Credit Card LJVISA [lMasterCard — “=iisheiaediscusstlicqliccipnauncibiolicn.,
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SSH#/SIN Date Employed
Na Employer Uni “Local# Work Phone
me of Employer nion or Loca Work Phone Z,;l’/
Address of Employer City Prov. 2C5
Insurance Company Group# Policy/ID#
Y State/ Zi)g
Ins. Co. Address City Prov. EC,

How much is your deductible?

How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [INo IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SSH/SIN Date Employed
Name of Employer Union or Local# Work Phone
f Entploy i : State/ Zi%/
Address of Employer City Prov. PEC.
Insurance Company Group# Policy/ID# i
: tate/ 2#7/
Ins. Co. Address City Tov. Jed

How much is your deductible?

How much have you used?

Over Please

Max. annual benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No tes: No
1. Are you under medical treatment NOW? ...........ccoovvvveiisrenrevnisrinnsnenss (B 5] 10. Are you wearing contact lenses? ..........oovevveersiinnresinnns i whl
2. Have you ever been hospitalized for any 11. Are yowallergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ... [ ][] Local Anesthetics (e.g. NOVOCAIN) «..co..ovvvvcvvsvvciee 0 O
If yes, please explain Penicillin or any other Antibiotics . |
yes, please exp ; ki 0O 0O
SUBADTULS o searer izt nsssrosmossssn =
3. Are you taking any medication(s) !girvul'b:;:'uulcs ........................................................................ % %
including non-prescription Medicing? ...........coocovcovvvivcvscsnreccssiie (][] iiz(li‘:w e e s S e
U_)'CS, H'hal nl(.'difﬂ“o" (S) ("’C_)’Ou {(lki“g? /;'iph_i'-l .................................................................................. D D
— Any Metals (e.g. nickel, mercury, etc.) . %
4. Have you ever taken Fen-Phen/Redux? ..........ooucuvvvvvvvvvevvvcreessiesins i SO L::ti: I;u[;ﬂ:vf'( & Hickel, mereiiny etc.) % %
5. Have you ever taken Fosamay, Boniva, Actonel or any cancer Other (please hsl) """""""""""""""""""""""""""""""""
6 11—1;(’({1’(.(11]0);5 ,“f"““/’,””’g b;;p,’";?P 2‘,’"{,‘%“: L'l """"""""""""""""" N 12. Do you have a persistent cough or throat clearing not
SR e YO B VORI eV, GRS OF LEVIG associated with a known illness (lasting more than 3 weeks)?.... L[] []
T T e e (S 13, Women Only:
! c0? ’ 4
Va0 Y OUUSCLODACCOD:3: 1.5 st o e P s se et msens L O a) Are you pregnant or think you may be pregnant? ..., |
8. Do you use controlled SUDSLANCES? ........cooccorvvverirerverevererecereessssessonio | S B) Ave youniirsing? . : 1.
2 £ 0

9. Do you have or have you had any of the following?

) Are you taking oral contraceptives? .........co..coecvvvnernnnn.

Yes No Yes No Yes No
High Blood Pressuie ................... L1 [ Heart Disease .....rimimsimicii 0 R T T 7 2 NP — S i 2 Y
Heart Attack ........ — U O  canliac Pacemaker .. .. L [0 Easily Winded .. []
Rheumatic Fever U 0 Heart Murmur ...........oooccovevco () [ Stroke []
Swollen AnRIes ...........onsessssssesers [T el L AR e S e L] [J  HayFever/Allergies ................ [,
Fainting:/ SEIZUES :.... v viivvessins D L] Frequently Tired ... ..o ssimssesesess ] O Tubertulasts ..o £ sl
ASERING 2 s i e A A s o s L1 [  Radiation Therapy ................... £ &l
Low Blood Pressure ..., ZINNS T EMPRYSEN oottt inins (] O  Glaucoma - ]
Epilepsy / Convulsions ................. RN T R e T A L] [ Recent Weight Loss .................coovo. LJ
Leukemia o Tl LG g N O O Liver DiSease ...cccoovsssceusssonsisiiins il
LIS o stttk L) [J  Joint Replacement or Implant ...... 0 [0  Heart Trouble ......ooucrevessesssssiirs L) Wi
Kidney DISEGSES ... pemistisinsinsts s Hepatitis / Jaundice ...................... [ ]  Respiratory Problems .................. i I i
AIDS or HIV Infection .................. 5 S Sexually Transmitted Disease ...... L] [ Miwral Valve Prolapse ..................... |
Thyroid Problem .........cco...couvmn.. L) [J  Stomach Troubles / Ulcers .......... (1 [  Other elefe
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
No Yes No
1. Do your gums bleed while brushing or flossing?.........c..cc......... (] 8 Do you have frequent headaches?..................ccovvveennec..... [T
2. Are your teeth sensitive to hot or cold liquids/foods?................ [] 9. Do you clench or grind your teeth?.......... e I
3. Are your teeth sensitive (o sweet or sour liquids/foods?............ (] 10. Do you bite your lips or cheeks frequently? ................... [l [E]
4. Do you [eel pain to any of your teeth?.................... (] 11 Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... [] Inthe past ot oale S o s o A e ]
6. Have you had any head, neck or jaw injuries? ..............ccoee..... (] 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following JOUOWING EXUYACLONS? ...coovnreuesonssosrsosssasssorsssaassstessarmsssss e
problems in your jaw? 13. Have you had any orthodontic treatment?..................... (][]
AHTRINGER T et s hrvdon i i sssmaeis eniSessii Stessisobedebonod 14. Do you wear dentures or partials? ............cccvcevvniv, Y
Pantfoint, earSide of fate) i i If yes, date of placement

Difficulty in opening or closing .
Difficulty in chewing

Authorization and Release

o0

15. Have you ever received oral hygiene instructions
regarding the care of your teeth and gums? .................. (]
16; DOy oU ItRE YOUESIMIIETY ..ot smecenssisisisnsivistsshesnssibies ]

00

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay dirvectly to the dentist or dental group insurance benefits

otherwise payable to me. I understand that my dental inswrance carrier may pay less than the actual bill for services. I agree to be responsible
Jor payment of all services rendered on my behalf or my dependants.

X

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

PATTEHSON OFFICE SUPPLIES 1.800.637.1140 051-1030/16790



NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability of 1996 (HIPPA), | have
certain rights to privacy regarding my protected health information. | understand that this information

can and will be used to;

**Conduct, plan & direct my treatment and follow up among the multiple health care
Providers who may be involved in treatment directly and indirectly.

** Obtain payment from third party payers.

**Conduct normal healthcare operations such as quality assessments and physician certifications.

| have received, read, and understand your NOTICE OF PRIVACY PRACTICE containing a more complete
description of the uses and disclosures of my health information. | have been given the right to review

such NOTICE OF PRIVACY PRACTICE prior to signing this consent. | understand that this organization has
the right to change its NOTICE OF PRIVACY PRACTICES from time to time and that | may contact this
organization at any time to obtain a current copy of the NOTICE OF PRIVACY PRACTICE.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or healthcare operations. | also understand you are not
required to agree to my requested restrictions, but if you do agree, then you are bound to abide by such

restrictions.

| understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this consent.

PATIENTS NAME:

RELATIONSHIP TO PATIENT:

SIGNATURE:

DATE:

OFFICE USE ONLY
| attempted to obtain the patient’s signature in acknowledgement of this NOTICE OF PRIVACY PRACTICE, but was

unable to do so as documented below:

Date: initials:
Reason




ADKINS & ADKINS, DDS
C. J. ADKINS, DDS
KERMIT ADKINS, DDS
ALAN ADKINS, DDS

GENERAL CONSENT

This is to certify that |, (Patients name) am giving consent
to the dentist and clinical staff of Adkins and Adkins DDS for dental examination and needed
radiographs. Any treatment will be discussed with me by the Dentist.

(patient)

(Parent or guardian of minor)

(staff)

(date)




