Health History Form

ADA American Dental Association®

America’s leading advocate for oral health

Today's Date:

[Email:

)

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

7

Name: Horne Phonie: Include orea code Business/Cell Phone: Inziude area code
Last First Migdie ( ) ( )
Address. City: State. Zip:
Mailing address
Occupation: Height: Weight Date of Birth. Sex: M F
SS# or Patient ID: Emergency Contact: Relationship Home Phane: include orea code Cell Phane: Include areo code
( ) ( )

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis - ooa
Persistent cough greater than a 3 week duration Ooa
Cough that produces blood . ooao
Been exposed to anyone with tuberculesis ooad
| If you answer yes ta any of the 4 items above, pfease stop and return thls farm to rhe receptiam‘st )
De ntal INFOrmation prease mark (%) your responses to the foltowing questions.

Yes No DK Yes No DK |

Do your gums bleed when you brush or floss? ... [0 O O |Doyouhave earaches or neck pains? ... Oooag
Are your teeth sensitive to cold, hat, sweets or pressure? ... 0O O | Doyouhaveany clicking, popping or discomfort in fhEJBW_" proxaen ooan
Is your mouth dry?.... 1 O O O | Doyoubruxoergrind your teeth? . ooao
Have you had any penodontal (gurn) treatments? .. O O O | Doyou have sores or ulcers in your mouth? ooao
Have you ever had orthodontic (braces) treatment? ... . ) Oagag Do you wear dentures or partials? . Oo0oa0o
Have you had any problems associated with previous dental treatment? ... [0 £ [0  |Doyou participate in active recreational activities? ... 0 0 0
Is your home water supply fluoridated? .. ..ooOoa Have you ever had a serious injury to your head or mouth? ... ... Ooog
Do you drink bottled or filtered water? ... ... . . O O O |Dateof your last dental exarm:

If yes, how often? (Check one;) DAILYD / WEEKLY O / OCCASIONALLY O

0
o

Are you currently experiencing dental pain or discomfort? ... .. (]

What was done at that time?

Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?

L&

MEdica| |nf0rmati0n Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK |
Are you now under the care of a physician? .Ooa Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Inchide area code in the past 5 years?.... -oon
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter medicine(s)? ... OooOoo
Are you in good health? .. e .Ooaag If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year? 0@ [eeriay st
If yes, what condition is being treated?
Date of last physical exam:
- J
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Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

’
{((‘heck DK if you Don't Know the answer to the question) Yes No DK | Yes No DK
Do you wear contact lenses?. == e w = [H £l B Do you use controlled substances (drugs)? ... ... 8 8 8
Joint Replacement. Have you had an orthopedic tﬂta']ﬂ""lt Do you use tobacco (smaking, snuff, chew, bidis)?. ... .. ... 0 0 [
(hip, knee, elbow, finger) replacement? .. ~.....O O O |Ifso, how interested are you in stopping?
Date: If yes, have you had any ¢ ications? Circle one: VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled ta begin taking an antiresorptive agent Doyou deik 2lconoic DEVErges? ... i el ) H
(like Fosamax”®, Actonel”, Atelvia, Boniva®, Reclast, Proliz) for If yes, how much alcohal did you drink in the last 24 hours?
osteoporosis or Paget's disease? .. ... w0 0 O | if yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begrn WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia”, Zometa®, XGEVA)
for bone pain, hypercalcemiz or skeletal complications resuiting from :(::‘Z':t:f Rl fat hl L T a S RS L e 0oo
Paget’s disease, multiple myeloma or metastatic cancer? Oooag Taking birth cont m " i .Oooo
Date Treatment began: NUFSING? ..o 00 0
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooao
Local anesthetics O 0O O  Latex (rubber) Oooao
Aspirin OO0 0 lodine 5 [ S [
Penicillin or other antibiotics O O O  Hay fever/seasonal Oooa
Barbiturates, sedatives, or sleeping pills oogaa Animals OooOoo
Sulfa drugs OO0 Food Oooao
Codeine or other narcatics OO0 Other Oooao
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve ... ... .. 0OoOono | Autcimmune disease. ... O O O GIUEDINE - ccevswssns: |E B 8
Previous infective endocarditis N .0 O O | Rheumatoid arthritis. Oooo Hepatitjs,jaundlce or
Damaged valves in transplanted heart ... ... ... O O O | Systemic lupus lw€r slhsese..., el
Congenital heart disease (CHD) erythematosus.............. 0 0 O Epll|e|§asy N E S S
Unrepaired, cyarotic CHD ... . ... ... B Oooag Aﬂhmé' s ([0 B3 10| 1SRG %Ddlsér e
Repaired (completely) in last 6 months ... : ..0 O 0O | Bronchitss... -gooao Nf;;g':ﬂ;;:'( ;twﬂers e SRS
Repaired CHD with residual defects ... ... . .0 O O | Emphysema ooao Sleep d;sorder oon
Sinus trouble .. .0 00 o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tibercilagie. .. ooao Do you snore?.............. 0 0 0O
for any other form of CHD = Mental health disorders o [ o
Cancer/Chemotherapy/
Radiatian Treatment Oooao Specify:
Yes No DK Yes NoDK = ) ) r Recurrent Infections B0 0
Cardiovascular disease........ 0 O O  Mitral valveprolapse......... O O O est pain Upon exertion....... Type of infection:
Angina............. 0 O O Pacemaker.. e e R 0 0 O idney problems. ooo
Arteriosclerosis...... ... 00O O Rheunatic fever. . O OO Diabetes Typelorhh......... 0 O O Night sweats .. ooao
Congestive heart failure. ... 0 O O  Rheumnatic heart disease. . O OO Fatingdisorder 0 0 0 osteoporesis (o e [
Damaged heart valves ... 0 O O  Abnormal bleeding OO0 Malnutrition O 0O O persistent swollen glands
Heartattack ... ... 0 O O Anemia........... [ O(0O Gastrontestnaldisease. .. . 0O O O inneck.. ... -~ OOoo
) Severe headaches/
Heartmurmur ... 0 0O O Bloodtransfusion.. ... [0 0O 0O  GE Reflux/persistent migraines.. ooo
Low blood OoOo (fyesdate heartbum ooo ™ I
OWHOOCIPEsSUNe ..........—.. . il oooO Uk OoOp Severeorrapid welght less.. OO O
lia ... . . L S
High blood pressure........... O O O SO o Sexually transmitted disease 1 O O
other cofiaanital AIDS or HIV infection. O O 0O  Thyroid problems Oooao =
9 - Excessive urination ... 0 0O O
heart defects. ... ... ... 0O 0O O  Arthritis . = . O OO Stoke Oo0o0o
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? . - .O000
Name of physician or dentist making recommendation: Phone: Include arec code
( )
Do you have any disease, condition, or problem not listed above that you think | should know about? ... - N S——— ooOoag
LPlease explain’

(NOT E: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the impaortance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction
| will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:
([ FOR COMPLETION 8Y DENTIST

Comments:




Michael Robinson, D.D.S.
Financial Policy

Thank you for choosing Bishop Arts Dental, PLLC as your dental health care provider. The doctor and his staff are
committed to providing you with the best in dental health care. In order to achieve this goal, we need your
understanding of our Financial Policy. Please understand that payment of your bill is considered a part of your
treatment. The following is a statement of our financial policy that we require you to read and sign prior to any
treatment.

e All Patients must complete our information and insurance form before seeing the dentist.

e Full Payment of is due at time of service. Estimates will be given for co-insurance portions.

e We accept cash, checks, Visa, Mastercard, Discover, American Express and FSA/HSA cards.
By law we may charge a fee for returned checks or chargeback, currently $30.00.

Participating Healthcare Insurance Plan Obligation

We maintain a list of Healthcare plans which we have contracted to provide services to patients. We have agreed
to bill those insurance carriers for all services rendered. Authorization from your insurance company does not always
guarantee full payment. The undersigned and/or patient shall remain responsible for all charges, applicable co-pays
and deductibles. If your insurance has not responded to our claim submittal within 60 days payment for services
incurred, and claim becomes the responsibility of the patient.

Non-Participating Insurance

We will gladly file your insurance claim to your insurance carrier. However, there will be a co-pay due at the end of
each visit. This co-pay is only an estimate of your portion, since we are Non-Participating, we can predict the total
fee for services.

PPO/Traditional Insurance Waiver Regarding Non-Covered Services

Most health insurance plans will only pay for services that they determine to be “reasonable and necessary.” |f they
determine that a particular service in not “necessary” under their program standards, or that the services were
unauthorized, or not a covered benefit under your plan, they will deny payment for those services. The undersigned
and/or patient, understand and agree to be personally responsible for payment for all non-covered services as
determined by your plan. You are welcome and encouraged to request a pre-estimate to be filed prior to any
treatment which can help ascertain proper co-pays.

Minor Patients

An adult accompanying a minor and or parent or guardian for the minor is responsible for full payment. For
unaccompanied minors, non-emergency treatment will be denied unless charges have been pre-authorized to an
approved payment. We are not party to any divorce decree or other legal judgments that outlay responsibility for
medical payments.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and our charges are at or below the
“usual and customary” for our area.



Interest on Past Due Accounts and Collections Policy

Interest will be charged on balance unpaid 90 days from the date of service at a rate of 1/5% per month and any
account that is unpaid for a period of 120 days from the date of service may be placed for collection. Should
collections become necessary, the patient, or the patient’s responsible party will be responsible for all collections
cost and attorney’s fee there from.

Thank you for understanding our Financial Policy. Please let me know if you have any questions or concerns.

| have read the Financial Policy and | understand and agree to the Financial Policy.

Signature of Patient or Responsible Party:

Date:

Assignment of Insurance:

| hereby authorize release of any information needed and also authorize my Insurance Company to pay
directly to this Office benefits accruing to me under my policy.

Signature of Insured for Claims:

Date:




General Informed Consent

I authorize Michael Robinson, DDS and/or such associates or assistants as he may designate to perform those procedures as
may be deemed necessary or advisable to maintain my dental health or the dental health of any minor or other individual for
which I have responsibility, including arrangement and or administration of any sedative, analgesic, therapeutic, and or other
other pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or surgical treatments.

I understand that the administration of local anesthetic may cause an untoward reaction or side effects, which may include,
but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or rarely, permanent
numbness. I understand that occasionally needles break and may require surgical retrieval. Occasionally drops of local
anesthetic may contact the eyes and facial tissues and cause temporary irritation.

I understand that as part of dental treatment, including preventive procedures such as cleanings and basic dentistry, including
fillings of all types, teeth may remain sensitive or even possibly quite painful both during and after completion of treatment.
Dental materials and medications may trigger allergic or sensitivity reactions.

After lengthy appointments, jaw muscles may also be sore or tender. Holding one's mouth open can, in a predisposed patient,
precipitate a TMJ disorder. Gums and surrounding tissues may also be sensitive or painful during and or after treatment.
Although rare, it is also possible for the tongue, cheek or other oral tissues to be inadvertently abraded or lacerated (cut)
during routine dental procedures. In some cases, sutures or additional treatment may be required.

I understand that as part of dental treatment items including, but not limited to crowns, small dental instruments, drill
components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. This unusual situation may require a
series of x-rays to be taken by a physician or hospital and may, in rare cases, require bronchoscopy or other procedures to
ensure safe removal.

I understand the need to disclose to the dentist any prescription drugs that are currently being taken or that have been taken
in the past, such as Phen-Fen. I understand that taking the class of drugs prescribed for the prevention of osteoporosis, such
as Fosamax, Boniva or Actonel, may result in complications of non-healing of the jaw bones following oral surgery or tooth
extractions.

I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which may be
associated with general preventive and operative treatment procedures in hopes of obtaining the potential desired results,
which may or may not be achieved, for my benefit or the benefit of my minor child or ward. I acknowledge that the nature
and purpose of foregoing procedures have been explained to me if necessary and I have been given the opportunity to ask
questions.

Signature:

Date:



Michael Robinson, D.D.S.

Insurance Information

PATIENT AND SUBSCRIBER INFORMATION:

PATIENT NAME:

BIRTHDATE OF PATIENT:

RELATIONSHIP TO SUBSCRIBER:

SUBSCRIBER NAME:

DATE OF BIRTH:

INSURANCE COMPANY NAME:

INSURANCE CO. PHONE NUMBER:

SOCIAL SECURITY NUMBER:

INSURANCE MEMBER ID NUMBER:

EMPLOYER (OR INDIVIDUAL POLICY):

GROUP NUMBER:




Michael Robinson, D.D.S. of Bishop Arts Dental PLLC

Notice of Privacy Practices

This notice describes how your health information may be used and disclosed, and how you can access this information. Please review it
carefully.

At Bishop Arts Dental we are required to keep your health information secure and confidential, by law. Also, by law, we need to give you this
notice and to follow the terms of this notice.

The law permits us to use or disclose your health information to those involved in your treatment. For example, a review of your file by a
specialist doctor whom we may involve in your care.

We may use or disclose your health information for payment of your services. For example, we may send a report of your treatment or
progress to your insurance company.

We may use or disclose your health information for our normal healthcare operations. For example, one of our staff will enter your treatment
information into our computer system.

We may share your medical information with our business associates, such as a billing service. We have a written contract with each business
associate that requires that requires them to protect your privacy.

We may use your information to contact you. For example, we may send newsletters or other information to you. We may also call and
remind you about your appointments. If you are not home, we may leave this information on your answering machine or with the person who
answers the telephone.

In an emergency, we may disclose your health information to a family member or another person responsible for your care.

We will need to release some or all of your health information, when required by law.

If this practice is sole, your information will become the property of the new owner.

Except as described above, this practice will not use or disclose your health information without your prior written authorization.

You may request in writing that we not use or disclose some or all of your health information as described above. We will let you know if we
can fulfill your request.

You have the right to know of any uses or disclosures we make with your health information beyond the above normal uses.

You have the right to receive communication about your health information in the manner you prefer. We will also use whatever
communication method, number of systems you prefer to contact you.

You have the right to transfer a copy of your health information to another practice. Notify us in writing of where you would like us to send a
copy of your health information for you.

You have the right to see and receive a copy of your health information, with a few exceptions. Give us a written request regarding the
information you want to see. If you want a copy of your records, we may charge you a reasonable fee for the copies. If you would like a digital
copy of your records, let us know which type of file you would like and we will try to meet your needs.

You have the right to request an amendment or change to your health information, in writing. If you wish to include a statement in your file,
please give it to us in writing. We may or may not make the changes you request, but will include your statement in your file. If we agree toan
amendment or change, we will not remove nor alter earlier documents, but will add new information.

You have the right to receive a report of who we disclose your information to. If our privacy and security measures or systems are breached in
any way, we will notify you. You have the right to receive a copy of this notice. If we change any of the details of this notice, we will notify you
of the changes in writing. You may file a complaint with the Department of Health and Human Services in writing (200 Independence Ave. 5.W.
Room 509F, Washington, DC 20201), online (http//www hhs gov) or by email (OCRComplaint@hhs gov). You will not be retaliated against for
filing a complaint.

Please contact of Privacy Office, Alicia Benell at 214-942-9205 for more information, to make a request, to file a complaint with us or for
assistance regarding your health information privacy.

Acknowledgment

| have received a copy of Michael Robinson, D.D.S of Bishop Arts Dental PLLC Notice of Privacy Practices

Date:
Signed:
Print Name:

If signing as a parent or guardian, please note the name of the patient




Medical Information Release Form

HIPAA Release Form

Name: Date of Birth: / _/

Release of Information:

() | authorize the release of information including the diagnosis, record, examination rendered to
me and claims information. This information may be release to:

Name, date of birth:

Name, date of birth:

() Information is not to be release to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages:

| agree to accept communication by phone or text message from this office.

Cellphone # Home #

Signed: Date: __ / /

Bishop Arts Dental, PLLC
1218 North Bishop Avenue
Dallas, TX 75208
214-942-9205





