We are complimented that you have selected us to provide dental care for you and your family,
Whom may we thank for referring vou to our office?

Patient Information

Date: Fatients Name
Last Firgt LEoe i)

Address

Sirast Gty Stata Zin
Home Phone { ) Social Security # - - Drivers License # -
Birthdate i ! i patient is a minor, give parentsfguardian’s name
If patient is & full-time student, §il in school name
Name of nearest relative not Bving with you Ratstionship
Complate Address _ Phone { i
Emergency Conlact Phone { }

Responsible Party Information

Mame
East Firat Wil Maita! Stetus

Hesidence

Hirgat City Stata Tip
Mailing Address

Stroet Gty State pat
How long at this address Home Phone (Y Work Phone { }
Previous addrass {if less than 3 years)

Strees ity Sisie Tp
Bocial Security # Birthdate Relationship to Patiert
Emplover Crecupation Mo. Years Employsd
Employer Address e s o
Social Becurity # Birthdate . Work Phone
insurance Information
Insured's Name e insured’s Soc. Sec. #
Insurance Comparny Group No.
insurance Co. Address Ph#
is policy connected with your union? Yes_ Mo Mame of Union Local Mo,
Do you have dual coverage? Yes Mo H yes: Pleass complete the foliowing secondary insurance information.
insured's Name insured’s Soc. Sec. #
insurance Co, Giroup No, Lozal No,
insurance Co. Address Ph#
insured’s Employer Pho#
Oral information

Do your gums bleed when you brush? Yes ... No___ .
Arg your testh sensitive o heat orooid?  Yes . Mo . Presswre Yes ___ No| Sweels Yes . No__ ..
Do vou grind or clench your teeth? Yes Mo
Lo you have any fear of dental work? Yes __ Noo
Date of last dental examination What was done at thal time?

How would you desoribe your current dental probilem?

How do you feel about the appearance of your teeth?




HEALTH HISTORY

Physician's Name

Date of last visit

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS {Jves (Ino Epilepsy Clves [ine Respiratory Disease [] Yes [INo
Ansmia dves [lNo Fainting or dizziness [ Yes [INo RheumaticFever [ IYes [INo
Arthritis, Rheumatism [Jves [Jno Glaycoma (Jves [ONe Scariet Fever ves [Ino
Artificial Heari Valves Cives [lNo Headaches Clves OiNe Shoriness of Breath [} Yes [INo
Artificial Joints Clves Dino Heart Murmur Cves Dine © Sinus Trouble Cves Clue
Asthma Oves [ne Hear! Problems Clves CiNe Skin Rash Tves OIne
Back Problems Cves [Ine Hepatitis [lves [Ino Special Diet COves ONo
Bleeding abnormally, with Typa Stroke Cves [no
extractions or surgery dves ONo Herpes Ulves (e Swelling of Fest or
Blood Disease Cves (INo High Blood Pressure [ JYes [INo Ankles ves [INo
Cancer Dves [ino HIV Positive Dlves [ing Thyroid Problems [ ves [(ONo
Chemical Dependency Clves [N Jaundice Cves One Tonsitiitis Clves ONe
Chemactherany Cves o Jaw Pain Oves o Tuberculosis Clves Cine
Circulatory Problems Elves [ine Kidney Diseass [Cives Dine Turnot or growth on
Congenital Heart Lesions [ ves [INo Liver Disease [lves DN headorneck  [1ves [INo
Cortisone Treatments Cves ONo Low Biood Pressure [ Yes [ No Ulcer Tves One
Cough, persistent or Clves THo Mitral Valve Prolapse [ Yes [ No Venoreal Disease L] ves [no
bloody Nervous Problems [dves [iNo Waight Loss,
Diabetes Cves [na Pacemaler Mves Cing unexplained [Oves TNo
Emphysema Clves (No Psychiatric Care O ves Tino Women:
Do you wear Tives [TINo Radiation Treatment [l ves [ INo Areyoupregnant? [Jves [INo
contact lenses? Due date

Areyourursing?  [lves [lNeo

MEDICATIONS ALLERGIES

List medications you are currentiy taking: {1 Aspirin [ Locsl Anesthetic

[ Barbiturates (Sleeping pills) [ Penicillin

Have you ever taken Fen-Phen? [lves Cne = GQ{%&?;‘%& L1 Sutta
Have you ever taken Redux? [Tves (Mo [ fodine L1 Other
Have you ever taken Biophosphonate? Clves [ONo [ Latex
When were your iast dental xrays?
?E | FAT%E’WARE&?"S SIGNATURE | PIBP | DOCTOR'S Sik'ﬁ.iﬁﬁ

UPDATES {to be filied in at future appointments)

Has there been any change in your heatlth since your last dental appointment?  [lvesTine
For what conditions?

Arez you taking any new medications? if so, what
Patient’s Signature Date:
Dioctor’s Signature Date:

e L L R e T N Y R T ey S I e RS R

Has there been any changes in your heaith since your last dental appointment? [Jves{InNe
For what conditions?

Are you taking any new medications? it so, what
Patient’s Signature

Doctor's Signature

Date:
Date:

D TOR - Baw DB3



DENTAL TREATMENT CONSENT FORM

{1 1. WORK TO BE DONE
T undarstand that] am having the Jollowing work done: Flilings Hridges Crowns Ewtractions
impasted testh remmoved Genera! Anasthasiz ~. RootCanals_________ Exam + X-Rays

[ 2. DAUGS AND MEDICATIONS Iy (s — ot

Funderstend that antibictics and analgesics and other madicalions can cause aflergic reactions causing redness and swelling of
tissues, paln, liching, vomiting, andior anaghylactic shock (severs aligrgic reaction). fnithals %

{:E 3. CHANGES IN TREATMENT PLAN

{ understand that during treatment  may be necessary to change or add procedures because of conditions found whils working on
the teeih that wers nol discovereg during examination, the most common being roo! canat therapy lollowing rouline restorative
procadures. | give my permission to the Dentist to make any/all changes and additions as necessary. fimitials %

[ 4. REMOVAL OF TEETH

Anematives 1o removal have been axpiained to me (roo! canal therapy, crowns, and periodortal surgary, ic.) and | authorizs the
Dantist 1o remove the lollowing testh and ary olhors necessary for reasons In paragraph #3. 1
undersiand removing teelh does not always remove all the infection, i present, and it miay be necessary 1o have junther vestment. |
understand the risks involved in having teeth removed, some of which are pain, sweling. spread of infection, dry socket, ioss of faeling
in rmy testh, lips, tongue and surrounding tissue (Paresthesial that can last for an ingefinits porod of Bme {davs or months) or fracturad
law. t understand | may need further treatment by a specialist or aven hospitalizalion if complications arise during or loliowing
treatment, the cost of which is my responsibility. {initile 1}

LJ 5. CROWN. BRIDGES AND CAPS
{ understand that sometimas 1 Is not possitia to maich the coter of natural teeth gractly with artificial teeth, | furthar understand that
1 may be wearing lemporary crowns, which may come off easily and that | must be cam!as?‘ 10 shgure thet they are kep! on untl the
pammanent crowns are deliversd. | realize the final opportunity to rmake changes in my new crown, bridge, or cap linciuding shape, T,
size, and color) will be belors cemantation, {initinlg ;

i reailze that Tull or parial dentures are antificial, constructed of plastic, metal, andfor porcelain. The problems of wearing these
appliances have Desn axplained 10 me, including fusensss, soreness, and possible breakage. | realize the final opportunity o make
changes in my new demures (inciuding shape, Bt size, placement, and color} wiil ba the "eeth in wax” iry-in vis, 1 andersiand that
mes! dentures require relining spproximately three 1o twelve months after Initia! placement. The cost for this procedure is nol included
in the nitial denturs foe, {initinls : H

(] 7. ENDODONTIC THEATMEN )T CANAL]

| realize there 35 no guarantee thal root canal treatment will save my 1ooth, and that complicalions can ooour rom the wealment,
and thal nocasionally metal objecis are cemented in the footh or axfend through the root, which does not necessarly affect ths
success of the treatment. | undarstand (hal cocasionally additional surgical procedures may be necessary following root canat

(RGO

treatment (RRICOEComMY). {Initials i
[] 8. PERIODONTAL LOSS (TISSUE & BONE
funtiersiand that | have & serious condition, causing gum and bone inflammation or ioss and that it can Jead 10 The loss of my teeth.

Aftemative treatment plans have been explained to me, including gum surgery. replacements and/or extractions. | understand that
undsriaking eny dental procedures may have a lulure adverse sflect on my periodontal condition. fnitials,_ %

! understand that dentislry is not an exact science and that, therslors, reputable practitioners cannat fully guaranios resulls, ]
acknowiedge that no guarantes of assurance has been made by anyone regarding the dental lreatment which | have requestsd and
eutharized. | have had the opportunity to read this form and ask questions. My questions have been answered (o my satisfaction, |
consent 1o U proposed treatment.

Signatura of Patlent Dats

Signature of ParentGuardian i patient Is & minor ' i Date

>
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Office Policy

Dear Patients:

Welcome to our office. We will do our best to make your visit as comfortable as
possible. We are pleased that you have chosen our office for your dental health care
needs, We strive 1o provide our patients with high quality comprehensive dental care at a
reasonable fee,

On your figst visit expect:
A thorough examination and review of your oral health including necessary x-rays.
Cleanings are not done on the first visit.

Your recommended treatment will be explained and you will receive an estimate of your
cost according to your particular insurance plan, Treatment rendered and not paid by
your insurance company, will be your responsibility to pay.

After this initial appointment, you may schedule a retumn appointment to begin your
dental treatment. Charges are due and expected on the date of service. For vour
convenience, we offer a credit service. Ask for information at the front desk,

As a courlesy to our patients, we will confinm your appoiniment prior to the day of vour
appointment, and the sume courtesy is expected from you, shouid there be a need to
change or cancel your appointment. We ask that you contact our office within (48) hours
to avord a charge of $25.00 for broken appointments.

X-rays will be released upon signed authorization and a $20.00 duplication fee (per
rmember) will be charged. We are required by law to have a copy of x-rays in the chart.

Fhave read and understund the above policy.

Signature Daute

BVE 1



PATIENT CONSENT FORM

« Posted in our lobby is our Notice of Privacy Practices. It provides information about how our
office may use and disclose your Protected Health Information (PHI);

You have the right to review our Notice of Privacy Fractices before signing this Patient
Consenf Form. Please take the time to do sonow. A copy is sitached.

You have the right to request that we restrict how your PHI is used or disclosed for
Treatment, Billing/Payment, or Dental Office Operations. Regquest for Restriction of PHI
must be submitied 1o the OCP in writing and signed by you as specified in our Nofice;

« Cur office does not have lo agree with vour Request for Restriction
of PHI. i we agree 1o yvour Reguest for Restriction of PHI, we shall
honoer that agresment,

You have the right to revoke this Fatisnf Consent Form. Revocation of Consent
must be submitted to the OCP in writing and signed by vou as specified in our Notice;

s A Revovation of Consent, does not affect disdosures made prior to
the date the Revocalion was mseds.

= Qur Nofice of FPrivacy Practices may changs from time-to-time. If it does, vou will receive a
“revised” Nofice on the first visit after changes 1o the Notice were made.

+ Your signature below signifies your consent to the use and disclosure of your PHI by our office
during Treatment, Billing/Pavment, ard Dental Office Operations as outlined in our Notice.

+  Qur office may condition dental treatment upon execution of this Palient Consent Form,

* This Form is provided to you so that our office may comply with the Health Insurance Poriability
and Accountability Act of 1986 (HIPAA).

This Patient Consent was signed by
{ Print Neme of Patent or Representative]  (Rslationship to Patient)

{ /
Patient's Signature Date
Witnessed by; - _
{Prirst Marne of Prvacy Offioer or Office Condact Person} {Titial
/ /
Signature Date

MV 102



PATIENT ACKNOWLEDGEMENT OF
RECEIPT OF NOTICE OF PRIVACY PRACTICES

Date:

You have the right to refuse to sign this Acknowledgement |

i . have
{Signature of Patient)

received a copy of this office’s NOTICE OF PRIVACY PRACTICES

as required by federal law.

Print Patient's Name

Patient’s Signature

" . FOR OFFICE USE ONLY

Cn the date above we made a “good faith effort” to obtain written acknowledge-
ment of receipt of our NOTICE OF PRIVACY PRACTICES. We were unable fo
obtain acknowledgement for the foliowing reason:

Patient refused to sign

Other_
(Possible reasons: Language difficulty, communication barriers, dental emergency)

{Printed Name} {Signature of employee attempting to gain acknowlsdgement)

MV 1



For office communication purposes we kindly request that you fill out the
information requested below.Your information will be confidential and wil
be only used for confirmation and communication purposes between our
office and you.

Cell Phone Number:

Email Address:
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