WELCOME

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach
and maintain optimal oral health.
Please fill out this form completely. The better we communicate, the better we can care

for you.
Getting To Know You
Name: Date:
Last First Mi
I prefer to be called Male  Female
Birth date: Age: SS#
Home Address:
City State Zip

Single = Married  Partnered  Divorced/Separated ~ Widowed

Home # Cell#

Work# Ext: E-mail Address:

Employer:

Employer’s Address:

City State Zip

Whom may we thank for referring you?

Other family members seen by us:

Insurance Information

Primary Insurance

Insurance Co. Name:

Address:
City State Zip
Phone #:
Insured’s ID: Group # (Plan, Local or Policy #):
Insured’s Name: Relation:

Insured’s Birth date: Insured’s SS #:




Insured’s Employer:

Employer’s Address:

City State Zip
Secondary Insurance

Insurance Co. Name:

Address:
City State Zip
Phone #:
Insured’s ID: Group # (Plan, Local or Policy #):
Insured’s Name: Relation:
Insured’s Birth date: Insured’s SS #:

Insured’s Employer:

Employer’s Address:

City State Zip
Account Information

Person ultimately responsible for account

Name: Relation:

Billing Address:

Work Phone #:

Payment method: Cash  Check  Credit Exp Date

Card number

Payment is due in full at the time of treatment, unless prior arrangements have been approved.

I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and deductibles
that my insurance does not cover. I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise
payable to me. I understand that I am responsible for all costs of dental treatment. I hereby authorize release of any information,
including the diagnosis and records of treatment or examination rendered, to my insurance company.

Signature Date

In the event of an emergency whom should we contact? Phone
#




MEDICAL HISTORY

Physician’s Name: Phone #:

Your current physical health is: Good  Fair  Poor

Do you smoke or use tobacco in any other form? Yes No
Have you had any metal rods, pins or implants placed? Yes No
Are you taking any prescription or over the counter medications? Yes No
Are you taking any herbal supplements? Yes No

Please list each one:

For Women:

Are you taking birth control pills? Yes No
Are you pregnant? Yes No Week #:

Are you nursing? Yes No

Have you ever had any of the following diseases or medical problems?

Y N Abnormal Bleeding/ Hemophilia Y N Herpes/Fever Blisters
Y N AIDS Y N High Blood Pressure
Y N Alcohol/Drug Abuse Y N HIV

Y N Anemia Y N Hospitalized for Any Reason
Y N Arthritis Y N Kidney Problems

Y N Artificial Bones/Joints/Valves Y N Liver Disease

Y N Asthma Y N Low Blood Pressure
Y N Blood Transfusion Y N Lupus

Y N Cancer/Chemotherapy Y N Mitral Valve Prolapse
Y N Colitis Y N Pacemaker

Y N Congenital Heart Defect Y N Psychiatric Problems
Y N Diabetes Y N Radiation Treatment
Y N Difficulty Breathing Y N Rheumatic/Scarlet Fever
Y N Emphysema Y N Seizures

Y N Epilepsy Y N Shingles

Y N Fainting Spells Y N Sickle Cell Disease
Y N Frequent Headaches/Migraines Y N Sinus Problems

Y N Glaucoma Y N Stroke

Y N Hay Fever Y N Thyroid Problems

Y N Heart Attack/Surgery Y N Tuberculosis

Y N Heart Murmur Y N Ulcers

Y N Hepatitis Y N Venereal Disease

Please list any serious medical condition(s) that you have ever had:

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Penicillin
Y N Codeine Y N Jewelry/Metals Y N Tetracycline
Y N Dental Anesthetics Y N Latex Y N Other

Please list any other drugs/materials that you are allergic to:




Dental History

Please describe the reason for your consultation today:

How long has this been going on and what other events apply to today’s visit?

Have you consulted with any dentist about this? Y N If yes, what was discussed or done?

When was your last dental check up?

Have you ever had a serious/difficult problem associated with any previous dental work? Y N
Have you noticed or has any dentist or hygienist ever said that you:

Have gum disease
Grind your teeth
Clicking or popping Jaw
Jaw pain or tiredness
Pain around ear

Lip or cheek biting

Loose or broken fillings or teeth
Food collection between teeth
Sores, blisters or growths

Bad breath
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Are your teeth sensitive to: Cold Heat Sweets When biting or chewing
Do you play sports? Y N Do you wear a mouth guard? Y N

How many times a day do you brush? floss?

Please circle those oral hygiene products that you use to keep your teeth clean at home:
Manual Toothbrush Electric Toothbrush Dental Floss Toothpicks Floss Threaders

Water Pick Mouth Rinses ~ Proxy Brushes  Other

Are you happy with the way your smile looks? Y N
Would you like to know your options: Improve your smile  Look younger  Keep your teeth

What are your priorities and what would you like to see done now?

T understand that the information that I have given today is correct to the best of my knowledge. I also understand that this information
will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize
the dental staff to perform any necessary dental services that I may need during diagnosis and treatment, with me informed consent.

Signature Date

I verbally reviewed the medical/dental information with the patient named herein.

Dr. Initials Date
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Cosmetie. FistTative Bontiutty fou e Evivie famaly
. NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATIOHN.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.
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OUR LEGAL DUTY

Wi are required by applicable federal and slale law 1o maintain the prvacy of your health information. We are als:
reqquired bo give you This Maolice aboul our privacy praclices, cur legal duties, and vour nghis conceming your haalit
infprmaticn. We must follow the privacy praclices thad ane described in this Malsce whale i & in edlect. Trus Matics
fakes afect i_n'_ﬂi.l’_ﬂ.i, ared willl rgrmain in efect until wc-:ep acE il

W resareg the right 1o change aur privacy practices and the benms of 1has Retice al amy time. provided suct
changes ang parmitied by applicabhe lae W resene the mght 1o make the chanpes in our privacy praclioes and the
naw {erms of our Moticg effecte for all healh information that we maintain, incheding heallh information we creat
ed or received before we made the chanpes. Belore we make & signilicant change B our privicy prachoss. we w
change this Motice and make the nerw Modice avaiable upon requast,

fou may request & cogry of our Molice al amy time. For moee information about our privacy practices, or for adddion
&l copies of this Nolice, please comact us using the infarmation listed at the and of this Motsce

USES AND DISCLOSURES OF HEALTH INFORMATION
e use and disclose health information about you for treaimant. payment, and healthcare oparations. For examiphe

Trealment: 'We may use or disclose your health information fo a physician or other healthcare prowdar pro
widing treatmant foyou.

Paymant: We may use and discloge pour héalth inlarmalion 10 obtain payment 10F Seraces we prosde 10 you

Haalthcare Operations: We rray use and disclose your health information in connection wilh ow healthcare opser
alans, Healthcare operaticns inchade quality assesiment and improvement aclivties, renewang the compebense o
quadificalions of healthcare prolessicnals, svalugling practitiones and prosides performance, conducting braming
programs, accredilalion. certificaticn, licansing or credentialing activiles,

Your Authorizatlon: In additicn o cur use of your heatih inforrmation for treatment. pawment or healthcare ooera
tions, you may give ws writken aulhorization to use your bealth information or te disclose it 1o anyone fge any par
pose, Hyou give us an sulhorization, you may resoke il in writing at army time. Your revocation will not atfect amy ws
ar disclasures permitied by your auihorizalion while il was n afipcd. Unloss you give us a writlen autharnzation. w
cannol use or disclose vour haalth informalon for &ny reasen easep] IRose dessribed in this Notice

To Your Fﬂ.l'l'l"j’ and Friends: 'We must discloge yor Rnealth inlanmation to you, 85 described in the Patien
Rights section of this Matice. We may disclose your healih information 1o & lamily member, friend or olber pergar
i {he exlend necessary to holp with your hesalbhaang o with payersenl for your healihcare, Bud anly o you agres tha
Wl TRATY O S,

Persons lnralved In Care: We rmay ue or disclose health information o nolily, or assisd in the natification ¢
fincluding idontying or lacalingh a famiby mémbser, your personal representative or anotber person mesponsibie fo
your carg, of your location, your ganaral condition, ar death., If you are present, then pror bo use or desclosure of you
healih information, we will provide you with an opporunity bo object o such uses or discloswenes, In the event of you
incapacily oF emangency circumstances, we will disclose health infarmation baced on a delerminalion usng au
profdessional judgrmend discloging ondy heallh infarmation thal is dirgcily rebinant 1o (e person’s involwement in you
healthcare, We will alse use cur prodessional judgment and cur expesience wilh comman practice to make reasan
abla infarences of your bast intarest in albowing a person lo pick up fllled prescrptions. medical supplees, x-rays. o
ather similar forms of Realth information.

Markating Health-Ralaled Services: Ve will nol wse your health imdarmation 1ar marketing communicatian:
wilhoul your writien aulhorizalion

Roquined byr Lawe Wi may wse or disclose your bialth infarmation when s &g required b do 5o by law

Abuse ar Heglecl: We may disclose your health information to approprinte autharities if we reasonably beleewe tha
you ang A possible victim of abuse. neglect, or domastic vickence or the passible victim of olher crimes. We may dis
rinme wiiir bealth nfnrmatinn Bn the axlent necsssaey in vt & serinies theeat to wnir health ae safely ne tha haadil



FARMDNAL SFCUNITY. Ve Mdy DisC 1062 10 Melilary AulnontsEs N NEan sSonamaion of Armsd FOrTes DErhonned unoer
certain cincumstances. W may discloses to authoriped federal cHlicials hesith infarrnation seguined Tor lawsyl indelf.
gence. countennplligence, and olher national security actitis. We may discloss 10 comectional institution or law
enforcemant official having lawful custocy of protected health information of inmate o patsnt under Coman CirouT
FlancEs.

Appoinlmant Reminders: We may use or disclose your haalih information to provide you with apponiment
remingders (Such as voioemadl messages. posicands. or lefters),

PATIENT RIGHTS

Accass: You have the night 1o look at of get copies of your haalth infoamation, wilh lim2ed exceplaas. You may
risfueidt that we provide copies in a formal olher than phobocopies. We will usa the lormal you request endess wa
cannod practicably do so. (You must make a request in witing to oblasn access to your bealth information. You may
obiain a form to request acoess by using the contact infermation listed af the end of this Mobice. W will chasge vou
& reasonabls cost-based fee for expentss SUCHh &% COPRES Bnd SEAM 1imde. You mdy BIS0 reguist BOCEES Dy Sending us
& letter o the adanass al the end ol This Notics. I you régues? copies. we wial change you 30 Toreach pege. 5
per howr bor gtall time bo locate and copy your health infarmation, and postage if you want the copees mailed to you,
M s Pt A albernaln formal, we will charge a oot based hee for providing wour hoalth information in that farmat
H you preher, we will prepane a surmmiany o an explanation of your heatih information for a fee. Contact us using the
infoernation listed ak the end of fhis Motice for a full explanation of our fee structura,)

Disclodurs Accounting: You have The right 1o recene & 141 ol instancet in which we or our Busingss sisociales
discloged your halth indgemation Tor purposes, other than treabment, payment, haalthcase operalions ang cerain
ot actnities. 1or the tast 6 years, but nok before April 14, 3003, I you reguest this accouniing more thanonce ina
12-manih paricd, we may change you a reasonable, cost-based fee for responding to these additional regussts,

Restdcthon: You hawe the right to reguest Ehal we place sdditicnal restrclions on our ule or Ssckxduse of worw
health information. We ase nat required bo agree (o these sdditional restrctions, bul i vwe dey v will mbade by our
agrsemant (eacapt in an emargency),

Alernative Communbeation: You have the aght 1o reguss! that we comfraemicabe with pou 350wl your hea’h ndor
mation by altennatie means of bo sllemaele locations. (You rmust make your reques] i owriting.) Your neguest must
apecdy Ui alternative means or Iecation, and provide salisfactony axplanatan hiow parmnts will be handed undar
th afternatioe means oF kcation wou regu.

Amendment: You have the nght 10 request thal we amend your healh infoemation, (Youwr regueest s be in weiling.
and i misst esplain why the information Should Be amibnded ) Wi ridy decny your riquis] undss carain cirgumstances.

Electronic Molice: i you receive this Notice on our Web site or by electronic mail {e-maill, you are entitied to
recene this Mabics inwrigben form,

QUESTIONS AND COMPLAINTS
If you wanl mene informaion aboul our privacy praclicoes or have questions of Concims, Dedse contact us

Il you ane concerned Ehat we may have violated your prvacy nghts, of you dgagres wilh & Gecision we mase aboul
accedd o yaur hialh inforrmation or in netponds o & feguest you made 1o arend o restnct the use or distiodure ol
your heslth information of to have us communicabe with you by albermatve means o &t eltemalive IGcations, you
may Comipdain 1o us wsang the conact information listed &t the end of this Notice, You aiso may submil & written
complaint to the LS. Department of Health and Human Serdees. We will provide you with the address to file your
complant with the U5 Department of Health ard Hufmas Serces upsn rouss,

Wit Suppart your right to thd privacy of your health informaton. 'YW will nod retaliale in iy vy i vou Chooss 1o fa
& complaint with us or with the U5 Deparimant of Heatth and Human Sersced.

Coripct Dificer:

Talephone: Fax

Eamail:
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