DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

DENTAL INSURANCE

Date % Who is responsible for this account?

SS/HIC/Patient 1D # _ Relationship to Patient

Patian Mame Insurance Co. S L Rl B
Last Mame
Group #
First Namea Middle Infial Is patient coverad by additional insurance? [lYes [ Mo
Address o et B e s T e s
E-mal s S el Birthdate 554
iy e e s L Relationship fo Patient
State Zip ; Insurance Co.
Sex 1M i Age Group # %
Birthdate ASSIGNMENT AND RELEASE
i Fg I cerlify hat 1, andior my dependentis), have insurance cowverage with
] Married ] Widowed [ Single [ Minor
and assign dirsctly to
[] Separated [] Divorced [] Partnered for years MNeme of Insurance Companyiies)
Patient Employer/School i 3 Dr, all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
Cccupation financially respensible for all chargas whather or nol paid by insuranca, | authorize

the use of my signature on all Insurance submissions.
Employer/School Address

The above-named dentiat may use my health care information and may disclose
such information to the above-named Insurance Companiy(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employen'School Phone ( ) : benefits or the bensfits payabls for related services. This consent will end whan
my currant treatment plan is completed or one year from the date signed below,

Spousa’s Name

Birthcate: Signature of Patient, Parent, Guardian or Parsonal Rapresantative
S55#

Please print name of Patent, Parent, Guardian or Personal Represanialive
Spouse’'s Employer
Whom may we thank for referring you? Diate Relationship 1o Patient

PHONE NUMBERS

Rliope— oopnis s e } Ext Call { )
Spouse's Work [ b Best time and place to reach you
IN CASE OF EMERGEMCY, CONTACT {Specify someone who does not live in your househald.)
Mame L Relationship
Home Phone { ) Waork Phone [ ]

DENTAL HISTORY

Reason fortoday'swist_ Burning sensation on tongue [I¥Yes [JMo Mouth breathing CIYes [No
Chew on one side of moulh []¥es [ 1Mo Mouth pain, brushing [¥es [1No
Cigarette, pipe, or cigar smoking [ ¥es [ Mo Orthodontic treatment [I¥es [ONo
Former Dentis! Clicking or popping jaw [¥es [JMNe Pain around ear CYes [No
City/State Dry mouth CIYes [JNo Periodontal treatment CYes [ONo
o Fingarmail biting COYes [JMNo Sensitivity to cold [lYes [INo
Date of last dental visit L ; : e
Food collection between the teeth [l Yes [ No  Sensitivity to heat [I¥es [JMNo
Date of lastdental X-rays .~ Foreign objects [J¥es []No  Sensitivity to sweets ClYes []No
Place & mark on “yes" or "na" to indicate fyou  Grinding teeth [I¥es [JMo Sensitivity when biting ClYes [1Mo
have had any of the following: Gums swollen or tander [1¥as []MNo Sores or growths in your mouth [¥es [ No
Bad breath [1¥es [INo Jaw pain or tiredness [OYes [ Mo Hiow: after do you flass?
Bleeding gums [J¥es [IMNo Lip or cheek biting [IYes []MNo

Blisters on lips or mouth OYes [IMNo Loose teath or broken fillings [J¥es [JMo How often doyou brush? _
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HEALTH HISTORY

Physicians Mama

Date of last visit___

Have you ever ussd a bisphosphonale medication? Commaon brand names are Fosamax, Actonal, Atelvia, Didronel, Boniva, [JYes [JNo

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These inclede combinations of lonimin, Adipex, Fastin (brand
names of phenterming), Pondimin (fenfluramine) and Redux (dexfenfluraming). [1¥es [ Mo

Flace a mark on *yes” or "no” to indicate if you have had any of the following:

AIDS/HIV CYes [INo Epilepsy [OYes [1No Respiratory Disease [Ives [INo
Anemia [I¥es []MNo Fainting or dizziness COYes [ No Rheumatic Fever [OYes [JMNo
Arthritis, Rhaumatism [I¥es []MNo Glaucoma [IYes []MNo Scarlet Fever [I¥es []Mo
Artificial Heart Valves CYes CNeo Headachas CIYes [MNo Shoriness of Breath CIYes Mo
Artificial Joints [O¥es []MNo Heart Murmur [[]¥es []MNo Sinus Trouble [1yes [|Mo
Asthma [J¥es []MNo Heart Problems [J¥es []MNo Skin Rash [dves []Mo
Back Problems [J¥es [JNo Hepatitis Typa [1¥es []No Special Diet [I¥es []Mo
Bleeding abnormally, with [OYes [ Mo Herpas [1Yes [JNo Stroka [Oves []MNo

extractions or surgery High Blood Pressure ClYes [INo Swollen Feet or Ankles CYes [No
Blood Dissass [iYes [1No Jaundice [lYes []No Swollen Neck Glands [Yes []Mo
Cancer [1¥es [JNo Jaw Pain [O¥es [1No Thyraid Problems [OYes [No
Chemical Dependancy CiYes []No Kidney Dizease [¥es []Mo Tonsillitis [Yes [JMo
Chemaotherapy CYes [1Ne Liver Disease [lYes [IMNo Tubarculosis [I¥as [|No
Circulatory Problems CiYes []MNe Low Blood Pressure ClYes [INo Tumor or growth on head or  [I¥es [ Mo
Congenital Heart Lesions [Ives []MNo Mitral Valve Prolapse ClYes [ No neck
Cortisone Treatmants [I¥es []No Harm e Prolierms [Yes [1Mo Ulcer [Jyes [JMo
Cough, persistent ar bloody  [IY¥es [ No Pacemakar [Cl¥es [1No Venereal Disease [IYes []HNo
Diabetes [¥es [INo Psychiatric Care CI¥es [INo Weight Loss, unexplained OYes JHNo
Emplomama L1¥ms 1 1ho Radiation Treatment [Yes [INo
Do you wear contact lanses? [IYes [IMNo
Women:

Are you pregnant? "] Yes [ Mo Due date Are you nursing? [ 1Yes [ 1No

Taking birth control pills? [J¥es [ No

|— MEDICATIONS ALLERGIES

List any medications you are currently taking and the correlating 1 Aspirin U] Local Anesthetic
diagnosis:
] Barbiturates (Sleeping pills) ] Panicillin
[] Codeine ] Sulfa
Pharmmacy Mame [ ledine [] Other
Phone{ ) [ Latex
UPDATES (To be filled in at future appointments)
Has thera baan any change in your health since your last dental appointment? [JYes [ Mo
For what conditions?
Are you taking any new medications? If s0, what?
Patient's Signatura L1 P e
Doctor's Signature — Date
Has there been any change in your health since your last dental appointment? | [Yes [ | No
ot earionET o T e S T S e
Are you taking any new medications? K so,what?
Fatient's Signaturs. Date
Doctor's Signature Data




ABOUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

We are committed to providing you with the best possible care. If you have dental
insurance, we will help vou receive your maximum allowable benefits. In order to do
this, we need your assistance, and yvour understanding of our financial policy.

Payments for services is due at the time services are provided unless other arrangements
have been approved in advance. We accept cash, debit cards and credit cards. We will be
happy to process your insurance claim form for your re-imbursement. Any such request
must be accompanied by a completed insurance form at each visit. In special instances
we may accept assignment of insurance benefits.

Returned checks will be charged at the rate as provided by state law. Balances over 60
days will be subject to Interest charges of 1 2 % per month. Charges may apply for
broken appointments cancelled without 24-hour notice. Broken appointments hurt our
office, the patient whom wanted the appointment and yvou!

We will gladly discuss yvour proposed treatment and answer any questions relating to
your insurance. You MUST realize however that:

#1) Your insurance is a contract between you, your employer, and the insurance
company. We are not party to that contract.

#2) Our fees are generally considered to fall within the acceptable range of most
insurance companies, and therefore are covered up to the maximum allowance
determined by each carrier. This applies only to companies who pay a percentage (such
as 50%, 80%) or U.C.R. (Usual. Customary and Reasonable) by insurance companies.

#3) Not all services are a covered benefit in all contracts. Some Insurance companies
arbitrarily select certain services they will not cover.

We must emphasize that as dental care providers, our relationship is with vou, NOT your
insurance company. While the filing of insurance claims is a courtesy that we extend to
our patients, all charges are your responsibility from the date of the services rendered. We
realize that temporary financial problems may affect timely payments of your account. If
such a problems do arise, we encourage you to contact us promptly for assistance in the
management of your account.

If you have any questions about the above information or are uncertain regarding
insurance information, please do not hesitate to ask us. We are here to help vou.

I UNDERSTAND AND AGREE THAT (regardless of my insurance) I AM
ULTIMATELY RESPONSIBILTY FOR THE BALANCE ON MY ACCOUNT FOR
ANY PROFESSIONAL SERVICES RENDERED. | ALSO AGREE TO BE
RESPONSIBLE FOR ANY COLLECTION COSTS OR ATTORNEY FEES
INCURRED IN COLLECTION A DELIQUENT ACCOUNT. I HAVE READ AND
UNDERSTAND ALL THE INFORMATION ON THIS SHEET.

NAME (Please Print)
SIGNATURE DATE




