PATIENT REGISTRATION AND MEDICAL HISTORY

Date (PLEASE PRINT) Horne Phone (____) :
Patient

Last Nams First Name ' ' Middle Injtial Preferred Name
Street Address City, - ' tate, Zip
E-mail Cell Phone { }
Sex{1m [IF age Birthdate Oidarried 7] Widowed [Jsingle [ Minor

[] Separated [ Divorced ] Partnered for years

Employer/School Oceupation

Employer/School Address

Employer/School Phone { ]

Spouse/Farent Name

épause/Parent Birthdate

Spouse/Parent Employed by Occupation

Businsss Addrass - Business Phone| N )

Who is responsible jor this accouni? Relationship to Patient

Social Security &

Spouse/Parent's Social Securlty #

. Mame of Dental Insurance Company

Group Number.
In case of emergency, who stould be natifled? i Phane ( )

Whom may we thank for referring you?

MEDICAL HISTORY

Physician's Namea

Date of Last Physical
Have you ever had any of the following? (check boxes that apply):
O Atlergies {7 Epilepsy ’ [ Pacemaker
i Arthrltis 1 Headaches 3 Psychiatric Care
1 Ariificial Heart Valves or Joinis, Screws, ate O Heart Murmur {3 Radiation Treatment
{1 Back Prablems [F Heart Problems 3 Recent Weight Loss
L7 Bleeding Abnormaliy [ Hemophilia 3 Respiratory Diseass
1 Bload Diseasa 13 Hepatitls, Jaundice or Liver Disease £7 Rheumnatic Fever
3 Cancer O Hernia Repair [1 Sinus Problems
i1 Chemical Dependency 0 High Blood Pressure 1 Speciaf Diet
£ Chronic Diarrhes 7 HIV/AIDS O Stroks
03 Circulatory Prohlems D:Low Blood Pressure 1 Swaollen Mecit Glands
J Congenital Heart Leslons 3 Mitral Valve Prolapse O Ulcer
[} Diabetes {3 Nervous Problems O3 Venereal Disease

Do you have any drug allergies or have you ever had an adverse reaction to any medication or anesthesia? [JYes [JNo

Ii s0, whai?

Have you ever respondad adversely to medical 6r dental weatmeni? [JYes [ No

Are you taking any medication at this time? . i so, whaf?

Have you ever taken any of the group of drugs callectively referred to as “fen-phen?” These inciude combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux {dexienfluramine.) (JYes QMo

Are you under the care of a physician? [JYes [1No For what conditions?

li paifent is a child, what is his/her weighi?

-.{Women) Do vou suspect that you are preghant? dYes [JNo Due date

Ars you nursing? OYes I Mo Taking birth control pills? [JYes [JNo

is there anything else we should know about your medical history?
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CERTIF ICATION
To the best of my knowledge, the

information provided on this form is corn(plete and correct. | understand that it js my responsibility to
inform my doctor if My minor child ever has a change in health,

MINOR/CHILD CONSENT

. INSURANCE ASSIGNMENT AND RELEASE

| certify that my dependent(s) is covered by insurance with -
: Narrf of Insurance Company(:es)
and assign directly to py. H ¥ i b

enJ“‘i 3 all insurance benefits, if any,
oftherwise Payable to me for Services rendereqd. | inancially responsibla for ‘all charges whether or not paid by
insurance, | authorize the use of i i issi

Guardian or Personal Representaiive

= : Dale
’ Please print name of Parent, Guardian o Personal Representalive Relalionship to Palient

MEDICAL HISTORY UPDATE

th since the last denta appointment? [ Yes O No

Has there been any change in the patient’s heg)
For what conditions?

Is the patient taking any new medications?

If so, what?
_—

Dale Patien] Signature
\oam W

Is the patient taking any new medications? If so, what?
_—

- =
Date Patient Signalure

— —_—
\Dme\\ T Denlist Signature




°  Askto see or get photocopies of your health information: By law, there are a few limited situations in
which we can refuse to permit access or copying. For the most part, however, you will be able 1o
review or have a copy of your health information within 30 days of asking us {or 60 days if the
Information s stored offsite). You may have to pay for photocopies in advance. If we deny your
request; we will send you a written explanation, and instructions about how to get an impartial
review of our denial if one is legaily available. By.law, we can have one 30 day extension of the fime
for us to give you aceess or photocopies if we send you a written notice of the extension. If you want
t0 review or get photocopies of your health Information, send a written request to the office contact

~ .person at the address, fax, or email shown at the beginning of this notice.

o Askus to amend your health information if you think that it is incorract or incomplete. If we agree,
we will amerid the.information within 60 days from when you asled us. We will send the corrected
information o the persons who we know got the wrang Informatian, and others that you specify. If
we do not agree, you can write a statement of your position, and we will include it with your health
information along with any rebuttal statement that We may write. Once your statement of position
and/or our rebuttal is Included in your health Information, we will send it along whanever we make a
permitted disclosure of your health Information. By law; we can have one 30 day extension of time
{0 conslder a request for amendment if we notify you in writing of the extension. If you want to ask
us to amend your health information; send a written request, including your reasons for the
amendment, to the office contact person at the'address, fax, or emall shown at the beginning of this
notica. ’

© Geta list of the disclosures that we have made ofyour health information within the past six years
{or a shorter period If you want). By law, the list will not include: disclosures for purposes of
treatment, payment, or health care operations; disclosures with your authorization, incidental
disclosures, disclosures required by law, and some other limited disclosures. You are entitied o one
such list per year without charge. If you want more frequent lists, you will have to payfor themIn -
advance. We will usually respond to your request within 60 days of receiving it, but by law we can
have one 30 day extension of time ifwe notify you of this extension in writing. If yot: want a list, send
a written request to the office corntact person at the address, email, or fax shown at the beginning of
this nofice.

©  Getadditional paper copies of this notica of privacy practices upon request. It does not matter
whether you got one electronically or in paperform already. If you want additional paper copies,

send 3 written request ta the office contact person at the address, email, or fax shown at the
beginning of this notice.

OUR NOTICE OF PRICVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose 1o change it.
We reserve the right to change this notice at any time as allowed by law. If we change this notice, the new
privacy practices will apply to your héalth information that we already have as well as to such information
that we may generate in the future. If we change our Nbtice of Privacy Practices, we will post the new notice
in our office, have copies available in our office, and/or post it on our website,

COMPLAINTS
I¥ you think that we have not properly respected the privacy of your health information, you are free to
contact us or the U.S. Department of Health and Human Services, Office for Civil Rights. We will not retaliate
against you if you make & complaint. If you want to complain to us, send a written complaint to the office
contact persan atthe address, emall, or fax shown at the beginning of this notice. If you prefer, you can
discuss your complaint in person or by phone,




DENTAL URGENT CARE

Office Policy

There is an adage that states, "4 stitch in time saves nine."

We are aware there are feasons patients cannot keep their appointments, butnone that sumpass a
courtesy phone call. Please call to cancel or change your appointment at least 24 hours in advance so that we
can schedule another patient and our time is not lost. Without this notification, there may be a $50 broken
appoaintment charge, Any patien't. who due to failed appointments, requests their records for another dentist )
may be required to pay a $50 duplication fee. Patients with multiple broken appointments will be placed on
our failed appointments list and may only be given standby appointments.

LY

Please give us a valid phone number to contact you 24 hours before your appointment. If a valid number

isn't provided and you do not contact us the day before yourappointment to confirm; your appointment
may be given o someone else. ! :

Unpaid Balances: If you fail to pay for services rendered afterinsurance is filed or upfront for cash paying
individuals, your account may be tumed over to a collection agency. In the case of default on your account,
the responsible party is liable for any and all colleciicn fees and for reasonable attorney fees.

I your balance is paid by check and your check is dishonored or returned for any reason, we will
electronically debit your account for the amount of the check plus a processing fee of $25.00

SUARANTEE OF WORK DONE: On filings, our policy is you have 1 month to change your mind about how
you feel on the filling (fit, shade, look, eiC.) and a 1 year guarantee on the work done. On crowns, you have 3

months to change your mind about how you feel on the crown (fit, shade, look, etc.) and a 5-year guarantee
on the work done, providing you keep a 3-6-month recall.

Signature _. DATE:




