N E 1

PATIENT INFORMATION

__CCONNNE

DENTAL INSURANCE

Date SS # Primary Subscriber's Name
Patient First Name Ml $S# of Insured ID#
Patient Last Name Employer
Addess Ins. Co. Phone
Cy St Zp Ins. Address
sec OM OF Age__ ____ Bidhdate
Osngle O Mamied Dwidowed [ Seporated [ Divorced
g opo Secondary Subscriber's Namea
Qceupation
SS# of Insured ID#
Employer
Employer
Ernployer Address me
Ins. Co. Phone
Spouse’s Name Ins. Address
Birthdate SS# z _,
Spouse's Employer ASSIGNMENT AND RELEASE

Whom may we thank for refering you?

Wwho is responsitie for this account?

W patient is 0 minoi, the porent/gudrdian accompanying child)

Relationship o Patient

I, he undarsigned, assign directty to Dr. Jeffrey D. Shawbefy ali insurance benefils, if any,
othenwise payobie 10 rme 10r services rendened. | hearby outhordze the dociorn to release
dl infomnation necessary (o ansue the payment of benedits. | authornize the use of this
signature on afl insurance submissions. | understand that | am financlally responsible
for all charges whether or nol paid by Insurance,

Responsible Pory Signoture Redationship Date
Phone
PHONE NUMBERS
Home ( 1 Work ( ] Ext. CellPhone ( )
Best fime and ploce to recch you

IN CASE OF EMERGENCY CONTACT (Specify someone who does not live in your household).

Name Relationship

Home Phone | ] Work Phone |

Cel Phone [ }

DENTAL HISTORY

Place a mark on “yes” or “no” to indicate If you havehad any of the following:

R e vics Bad Breath Cves [INo Lip or cheek biti Oves ONo
for todoy’s vist Bleading gums Oves [No Looseteethorbnrgkenﬂilings Oves [CINo
Blisters on lips or mouth Oves [INo  Mouth breathing [Cyves [No
Burming sensation on tongue OvYes [OONo  Mouth pain, brushing Clves [INo
Chew on one side of mouth [JYes [INo  Orhodontic reatment Oves [ONo
Cigarette, pipe, or cigarsmoking [JYes [INo  Pain around eor ClYes [One
—_— Clicking of popping jaw CYes [INo Ppeiodontal treatment COves [ONe
f Derst Dry mouth DOvYes ONo  sensitivity to cold COves Ono
Fingemaill biting Oves [ONo  Sensitivity fo hot Bves [No
CityiState Food collection between the teeth %Yes BNo Sensitivity to sweets BY; %NNg
Foreign objects Yes No  Sensifivity when biting
Date of last canta vist Gri:gngieem BYes BNO Sores or growths in your mouth [¥es [No
Yes No  How often do floss?,
Date of iast dental x-1ays ?g;nspcsrrv‘omgé;ee&d o OvYes [INo How often dovygﬂ Drush?

(OVER)



HEALTH HISTORY

Physician's Name

Have you ever taken any of the group of drgs collectively refened to as Fen-Phen? Th
(brand names of Phentemnine), Pondimin [Fenfiuramine} and Redux (dexfenfluramine).

Ploce a mark on “yes” of “no” to indicate If you have had any of the following.

AIDS/HIV O ves
Anemia O ves
AsthritisRheurnatism O Yes
Affificial Heart Valves Cyes
Adtificial Joints O ves
Asthma Clves
Bock Problems 1 Yes
Rleeding abnommally with

exiractions of surgery Cl Yes
Blood Disease O Yes
Caoncer Ol Yes
Chemical Dependency Oves
Chemotherapy [ Yes
Congenitat Heart Lesions L] ves
Cortisone Treatrments Mves
Cough, persistent or bioady [JYes
Diobetes [ Yes
Do you wear contact lenses? [ ves
Parkinson's Disease ves
women:

Are you pregnant? [ Yes

Taking birth control plis? Cves

Clno
[INo
ONo
CINo
CINo
Ono
Cine

Ono
CONo
CONo
COnNe
CNo
CINe
ONo
ONe
CNo
Ono
Ono

ONo
CINo

Emphysema

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease

Liver Disease

Low Blood Pressure
Mitral vaive Prolapse
Nervous Problems
Pacernaker
psychiatic Care

Due Date?

Date of last visit

OvYes [ONo

Cino Radiation Treatment
CINo Respiratory Disease
CNo Rheumnatic Fever
ClNo shoriness of Breath
COno Sinus Trouble
Cino Skin Rash
Ono Special Diet
OnNo Stroke
CiNo Swollen Feet or Ankles
CNo swollen Neck Glands
CNo Thyroid Problems
Ono Tonstlitis
ClNe Tuberculosis
CINo Tumor or growih on
Ono head of neck
Ono Ulcer
CINo Venereai Disease
CINo weight Loss
LNo unexpiained

Are you Nursing?

Oves

ese include combinotions of lonimin, Adipex, Fastin

MEDICATIONS

List any medications you are curiently aking and the conelation diagnosis. ~

Prarmacy Name,

Phone ( ]

ALLERGIES

O aspiin O 8o

oiturates L1 Codeine [ lodine ] Latex O3 Local Anesthetic [

penicilivAmoxicitin [ Suifa

0O othes

-

Signature

Date




Jeffrey D. Shawberry, DDS, Inc.
66 Ashwood Road e Tiffin, OH 44883 » P: (419) 447-1851 e Fax: (419) 447-0397

PATIENT POLICIES

We truly appreciate you entrusting us with your dental health. As an office and staff, we
pride ourselves on delivering the highest quality care and level of service to our patients.
We need your help. To achieve our goals we have outlined specific cancellation and
financial policies. It is important that you know and understand these so we can serve
you and all our patients to the best of our ability.

Cancellation Policy

An appointment in our office is reserved specifically for you and the doctor or hygienist. To give full
attention to you, we do not “double book™ our schedule. We also leave room in our schedule for
“emergency” patients who have urgent needs. Leaving this open space will create minimal impact on
patients who have reserved an appointment.

¢ If you are unable to make your reserved time, we ask you to call our office during business hours
at least 2 business days (48 hours) in advance.

e A “no-show” appointment is simply one where the patient does not call our office or leave a
message in accordance with the above guideline.

e  On the first no-show appointment you will be charged a cancellation fee of $25.

e After two no-show appointments, you may be dismissed from the practice.
If you are running late for an appointment, we ask that you cail us to keep us informed. This will
allow our schedule to flow as smoothly as possible. We will do all we can to adjust our schedule
to get you in for service. Our scheduling coordinator will work with you as needed.

Financial Policy

We gladly submit your insurance claims to your insurance company as a courtesy to you. Your insurance
policy is a contract between you, your employer, and your insurance company. It is the responsibility of
the patient to notify this office of any changes to name, address, phone number and employer. If insurance
has changed, it is the responsibility of the patient to present the new insurance card and information at the
time of visit. Payment is required at the time of service for all charges not covered by your insurance
company including co-pay and deductibles.

I agree that I will be responsible to pay for any portion of the charges not covered by my insurance, IfI fail
to pay the outstanding balance within thirty (30) days of the due date, I understand that my obligation my
be referred to a third-party collection agency and that I will be responsible for any collection fees, interest,
and other expenses necessary to collect on my account, including court costs, should legal action be
instituted against me.

I have read, understand and agree to the above cancellation and financial policies.

Patient Signature Printed Name Date



ACKNOWLEDGMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES

| acknowledge that| have hada chance to review a copy of the Statement of Privacy Practices (located
in the practice waiting room) for the office of Jeffrey D. Shawberry, D.D.5. The Statement of Privacy
Practices describes the types of uses and disclosures of my protected health information that might
occur in my treatment, payment of services, orin the performance of office health care operations. The
Statement of Privacy Practices also describes my rights and the responsibilities and duties of this office
with respect to my protected health information.

Jeffrey D. Shawberry, D.D.S. reserves the right to change the privacy practices that are describedinthe
Statement of Privacy Practices. If privacy practices change, | will be offered a copy of the revised
Statement of Privacy Practices at the time of my first visit afterthe revisions become effective. | may
also obtain a revised Statement of Privacy Practices by requesting thatone be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hearby
specifically authorize disclosure of my protected health care information to the personsindicated below.

O ANYMEMBER OF MY IMMEDIATE FAMILY
O SPOUSEONLY
O OTHER (Please specify)

Name of Patient or Personal Representative Date

Description of Representatives Authority

Representatives Phone Number

Jeffrey D. Shawberry, D.D.S., Inc.




