: . Eman’l

Narie_:

“Li i Narme.

- FirstNeme. .

City.
Cell Phone

CState_____ Zip,
Email __~

Sex OM TIF Age. o . Birthdate

. Patient Employed by

BusinessAtliSr'é’sé_;; -

Business Erriail _.-.

Whom may we thanl ’For referring you?

* Notify in cass of o .QenCy

- Call: F’hane .

- _-.""'F'.e'rson F!esmhsible- IjFTAc'cQ;}unﬁ T

Relation to Patient_ -

Last Memﬂ

i Bmhdate

Address. fif vifferen, i om patient)
ity :

Cell Phone_ .

Occupaluan

Peréon Responsible. Employed by

" Buslhess Acidress _: ..
‘Business Ernall__

.-lﬁSuranée (Jampan

BUSIness Phone__.___

‘s patrent m.vered t' ddditional rine_,ii'rénceo
N Subscriber Ndrha,, Lo

ADDITIONAL ms[m ANC]; |

CIYes l’.lNo

kK Addrass {fr dn?&rer ! thom, psﬂeny

Relatiort to Patient VBT _
L ' '-“Soc.Sec e

'OellF'hcme S

- State. Zip ) .'_Hon'ie Ph_one“-_-
__Email -

' Busmess Phone

“Subseriber Employ- b}&.
Business Email ... .«

Insurance Ciompan,

: ‘-Phoné' - .

Insurance Email

Conract #__ .

Subsariber # L

' Please complete both sides.




DENTAL TISTORY

whiat would you like us to do today? Are you in dental discomforttoday " —.... . eoim—
Faormer Dentist Address e e

Dentist’s Email ... Phone SO —

Date of last dental care v e Date of last -rays oo -_i : s e

Check ( v ) yes or no if you have had problems with any of the following:

QY N Bad breath QY 0N Food collection between testh 1Y Q N Periodantal treatment CIY QA N-Ser i mwty to sweets

o 3Y O N Bleeding gums QY 0N Grinding or clenching teeth  OY O N Sensitivity to-cold ~~ OY -0 N Se ¢ itivity when biting "

(Y O N Clicking o popping jaw DY O N Loose testh or broken filings 0¥ O N Sensitivity tohot = - OY QN So uor grmuth... in mouth
i How often do you brush? ... Flogs?_ - S g
i . i R !
: How do you feel about the appearance of your testh? - .

Have you ever experienced an adverse reaction during or in conjunction with a medlcat or dantal procadum i QY ON
Other information abaut your dental health or previous treatment : :

MEDICAL HISTOHY

Physician's name - __Phoene- : _
Date of last visit ..~ Have you had any serious illnessés or-Qp‘eraﬁons'? Ay OnN
If yes, describe SR -
Are you currently under physician care? WY UN  If yes, describe R
Have you ever had a blood transfusion? QY QN If yes, give approximete: daies. .
Women: Are you pregnant? 1Y QN Nursing? OY UN  Taking birth comrol pllls? l:l‘r' KN

o L

Check ( v ) yes or no whether you have had any of the follawing: .
COY.ON AIDS/HIV Positive © QY QN Cough, persistent QY QN Jaw pain - Qy UN-

|ihglas.

Y QN Anaphylaxis ay QN Cough up blood QY UN Kidney diseass of QY UN- ! “lortness: of. breath )
QY AN Anemia ayY UN Diabetes malfunction Uy QN rash '
OY ON: Arhritis, Rheumatism Q'Y () N- Epilepsy QY QN Liver disease ay N i.ifaBifida.
QY @N Artificial-heart valves Y LIN . Fainting Uy uUnN l\pﬂ;teﬂdl dl"‘lar‘gieE DY WUN @ oroke .
GY QN Artificial joints 0Y O N Food allergies {Gr":afr’fm;zf metal gy o :.Jrgical.ih_nplant'
LY.OON Asthma OY ON Glaucoma QY UN Mitral valve proiapse =Y ON i velling ¢ (eet

". WY ON Atopic (allergy prone) QY ON Headaches (Y ON Nervous problems . anbfles_

B Y ON Back probloms QY QN Heart murmyr (Y 0N Pacemaker/ Oy UN " yroid disease or
E. )Y 0N Blood digsase ~- OY N Heart preblems Heart surgery ' “alfun;_mur; .
QY ON Cancer - Describe. . UY UN Psychiatric care QY QN “iibacco igbi
e Oy QN insillitis

Y ON Chemical dependancy =Y QN -Hemophilia/ 1Y G 2 ! i L ,
Ej Py hencancy - Abnormal bleading QY UN H"'m,d Vfag" gain or logs OY QN iberculosis
ay :q.N Chemgtherapy ‘avan He‘rpes ) Y 0N Radiation treatment ay uUN | cer/Coliti
Y ON. Cirgulatory pr lems AY LN Hepatiis uY O N- Hespiratory disease uY ON 'nergaldlse

' 1N .Cortisone treat 8 © o T : - Ty
Qy AN Cor ments OY (N High biood pressure Y O N Rheumatic/Searlet faver

Is péiiant currently taking any medications? if yes, list all: Does patient:have drug allergies? If yes, lisl idl;

: | have reviewed the Information on this questionnaire, and it is accurate to the best of my knowledge. | understar ; that ths information
will be used by the dentist to help determine appropriate and healthiul dental treatment. If there is any change in my mé | cal status,| will inform
the dentist.

| authorize the insurance company indicated on thisform to pay to the dentist all insurance benefits otherwise payi I la to mi: for services
rendered. | authorize the uge of this signature on all insurance submissions.

| authorize the dentist to release il intormation necessary to secure the payment of benefits, | understand hat | am financially
responsible for all charges whether or not paid by insurance. If turned over to'a collection agency, patient is responsibl. for all collection costs
incurred. Finanee charged-after threes months at the rate of 18%.

Signature _ . . Date .
Pavmenl is due in.full at lime of treatment, unless prmr arranuements have heen approved,




Patient Consnt & Authorization for

Release of Piptected Health Information

Plrase Print

Patient Name; _ _ Date of Birth; —

Address: _

City: ) . State; Z1P Code: Telephone Number:

E-mail Address:

B
T D

1.

, hereby authorize the release, use or disclosure of my health information as follows:

This authorization p¢;' ains to the following type of medical information about me:

I hercby authovize __ _ N
Name of indivighal(s) and/or organization providing information

to release the above.d: cribed information to
Name of individual{s) and/or organization receiving this information

[ understand that, per -1 v request, this authorization will permit the above-named parties to use or disclose the identificd health
information for purpo:: s beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability
and Accountability Act f 1996 (HTPAA).

T understand that I ma revoke this authorization at any time by providing written notification to:

The revocation will be 1« ffective on the date it has been received and processed by the above-named recipient. I understand that the
revocation does not apy  to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand
that T do not have to si 1 1 this authorization in order Lo receive treatment, payment, or to enroll or be eligible for benefits,

Unless I request in writi 1g otherwise, T understand that this authorization will expire on « 1T do not
Expiration date or event
specify an expiration d1 = or ¢vent, this authorization will expire nincty (90) days from the date on which 1 signed this authorization,

[ understand that the i ‘ormation used or disclosed pursuant to this authorization may be subject to redisclosure by the named
recipient, and may no 1 nger be protected by HIPAAK privacy rules after the authorized disclosure.

\. S

Cpationt or Fbrsorl Representative

C— Date: [/ [

Signature:

Name:

Please Frint
Relationship to Patient:_

ficeuponty ]

Received by: .. . Dater / /

This pre o colis clesigned o provide acename aind autheritaiive informanian. However. il is ot a substitute for o snelvlee and dees ned proviee lepsal evpinlons om any specific Bt ne serviees,
Thie inf e atten i prawided with the untlersianding Ul any peeson or entity ivveleed i ceeming, productng or distribuning sis produet iz nat Biable for any daoeges arising ouk of The use
orimaly i+ fose thas prediet, Yon are urged fo consult an nttorey concernlng your particular sitaation and any specific questions or concerns you may have.

.
COMPLﬁGHT Tmgort: ke This 15 approved Ioease by the purchaier snly ‘This farm may not be shared publicly or will rird partics,
' TTORNE I
i'\,Y

AN3S0 22013 CamplyRigh




