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Patient Info細mation

SS/HIC/Patient lD ♯

Patient Name
Last Name

First Name MiddIe lnitiaI

Sex □MロF Birthdate

口Married　　　□ Widowed　　□ Single　　　□ Minor

□ Separated　　□ Divorced　　□ Pa「tnered for

Patient EmpIoyer/Schooi

Occupation

EmpIoyer/Schooi Address

EmpIoyer/Schooi Phone (

Spouse’s Name

Birthdate

Spouse’s EmpIoyer

Whom may we thank for referring you?

Dental　看nsurance

SreSP �6�&ﾆVf�'F�6�66�蹐��

〕nShip nceC # 備��F坊蹌�

entco 妨&VF'��FF友柳��末�7W&��6S����

Subscriber’s甲ame

Birthdate

lnsurance

Group ♯

ASSiGNME叶AND FIE」EASE

I certify thatl i, and/o「 my dependent(S), have insurance coverage with

N D「, ��������ﾖV�ﾆ�7W&��6T6���迺�W2����������*ﾒ�

ifany,Other 沫6W����$妨F�Vf�'6W'fｦ6W8�VV襷X�VVB耡�

financialIyre ���6�$坊f�&�ﾖ6��&vW7v�F��V�&踟B�

authorizethe 邑6V�ﾗ�6没��GW&V��ｸﾆ�7W&��6W7V&ﾖ�2�

Theabove-n 蒙VFFV蹤�7Fﾖ�邑6Vﾗ昧V�友�6�&V匁f�&ﾖ���

SuChinforma 末�F���&�Rﾖ��ﾖVFﾆ�7W&��6T6���迺�

for the purpcIse of

bene航s or th

my current tr

Please pri

and assign directIy to

insurance benefits,

tha= amunderstand

Paid by insurance. l

and may discIose

(ies) and their agents

Obtaining payment for services and determjning insurance

benefits payabIe for reIated services, This consent wiiI end when

atment pIan iS COmPIeted or one year from the date signed beIow.

Patient, Parent, Guardian or Personal Bepresentative

name of Patient, Parent,

‾‾‾‾ ‾‾ -‾‾‾‾十b恭一‾‾ ‾‾

Guardian or Personal

Reiationship to

Phone Numbers

Phone (　　)

Spouse’s Work (　　)

Ext Alt.Phone (　　)

Best timeland piace to reAIt.you

lN CASE OF EMERGENCY, CONIACT (Specify someone who does not live in yollr househoid,)

Name Belations

Phone (　　) Work Phdne (　)

Dental Histor
Reason for today’s vjsit

Former Dentist

C ity/State

Date of last dental visit

Date of last dental X-rayS

Place a mark on “yes” or “no” to indicate if

you have had any of the foiIowing二

Bad breath　　　　　　　　　口、fes　□ No

BIeeding gums　　　　　　□Yes　□ No

Blisters on lips ormouth　　□ves　□ No

Buming sensation on tongue　口Ies　□ No

Chew on one side of mouth

Cigarette, Pipe, Or Cigar

SmOking

CIicking or popping jaw

Dry mouth

Fingernaii biting

Food co=ection between

the teeth

Foreign objects

Grinding teeth

Gums swo=en or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken f帥ngs

口No Mouthbreathing

Mouth pain, b「ushing

No orthodontic t「eatment

No painaroundear

No periodontai treatment

No sensitivitytocoid

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sores or growths in your

mou書h

How often do you fIoss?

□Yさs　□No
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Health History

DidroneI, Boniva" □Yes　□No

Physjcian’s Name
Date o=ast visit

Have you ever used a bjsphosphonate medication? Common brand names are Fosamax, Actonei, Ateivia,

Have you ever taken any of the group of drugs co一一ectiveiy referred to as “fen-Phen?” These inc-ude combinations of -onimin, Adipex, Fastjn

lトγ.⊃n′」 nへ【((( (事.へ」(〇、〇(___:__ヽ　「ヽ○○__-・_臆"臆　′.　　′-

(brand names of phentermine)’Pondimin (feh仙amine) and Redux (dexfenf-uramine)・ □ Yes　□ No

PIace a mark on “yes,, or ``no,, to indicate if you have had any of the foi10Wing‥

AIDS/HlV

Anemia

Arthritis, Rheumatism

Artificial Heart ¥falves

ArtificiaI Joints

Asthma

Back Probiems

Bleeding abnormalIy, With

extractions or surgery

BIood Disease

Cancer

ChemicaI Dependency

Chemotherapy

Circulatory ProbIems

Congenitai Heart Lesions

Cortisone巾eatments

Cough, PerSistent or bloody

Diabetes

Emphysema

口、ねS　□No

口、ねS　□No

□Yes　□No

ロト七s　□No

□Yさs　□No

□Yes　□No

Epilepsy

Fainting or dizziness

Glaucoma

Headaches

Hea「t Murmur

Heart Problems

□ves　□No Hepatitis‾fype_

Herpes

□Yes □No HighBIoodPressure

□ves　□No Jaundice

□Yes　□No JawPain

□Yes □No KidneyDisease

□Yes　□No LiverDisease

□ves　□No LowBIoodPressure

□ves □ No Mitra一VaIve ProIapse

□Yes　□No NervousProbiems

□Yes　□No pacemaker

□Yes　□No psychiatricCare

□Yes　□ No Radiati。nTreatment

Doyou wearcontact lenses?　　□l七s　□ No

Women:

Are you pregnant?　　　　　　　口、fes　□ No Due date

.faking birth controI piils?　　　　口、fes　□ No

□Yes　□No RespiratoryDisease

□l七s　□No RheumaticFever

□les　□No ScarIetFever

□十七s　□No ShortnessofB「eath

口、fes　□No Sinusll.oubIe

□¥fes　□No SkinRash

□Yさs　□No SpeciaiDiet

□Yes　口No Stroke

□十七s　□No Swo=enFeetorAnkles

□¥fes　□No Swo=enNeckGlands

□les　□No ThyroidProblems

口、fes　□No lt)nS冊is

口、fes　□No　一山bercuiosis

□Yes　□No TllmOrOrgrOWthonhead

□ves　□No OrneCk

□Yes　□No UIcer

□ves　□No VenereaIDisease

口Yes　□No WeightLoss, uneXPiained

口、ぬs　□No

Areyounursing?口、fes　□No

Medications
List any medications you are currentiy taking and the correIating

diagnosis:

Pha「macy Name

Phone (　　)

A○○erg,eS

□ Aspirin　　　　　　　　　　　□ Local Anesthetic

□ Barbiturates (Sieeping p川s) □ Penic冊∩

□ Codeine　　　　　　　　　　□ Sulfa

□ iodine　　　　　　　　　　　□ Other

□ Latex

updates (to be帥ed in atfuture appointments)

Has there been any change in your health since your last dental appointment? □¥ts　□ No

For what conditions?

Are you taking any new medications?

Patient’s Signature

Doctor’s Signature

lf so, What?

Has there been any change in your health since your iast dentaI appointment?ロト七s　□ No

For what conditions?

Are you taking any new medications?

Patient’s Signature

Doctor’s Signature

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

　

〇

N
 
N
 
N
 
N
 
N
 
N
 
N
 
N
 
N
 
N
 
N
 
N
 
N

□

□

□

□

□

□

□

□

□

□

□

□

□

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

 

S

悔
准
∴
昭
治
滝
∵
咋
泡
沫
∵
鳴
悔
∴
嶋
悔
准

□

口

□

□

□

□

□

□

□

□

□

□

□

〇

　

〇

　

〇

　

〇

N
 
N
 
N
 
N

□

□

□

□

S

 

S

 

S

 

S

鳴
沌
∵
沌
　
治

□

□

□

□



HIPAA Compiiance Patient Consent Form

Ou「 Notice of Privacy Practices provides information about how we may use or discIose protected health

information. The notice contains a patient′s rights section describing your rights under the law. You

ascertain that bvvour signature you have reviewed our notice before signing this consent・

丁he terms ofthe notice maychange, ifso, yOu W紺be notified atYOur neXtVisitto updateyour

Signature/date.

You have the right to restrict how vour protected heaIth information is used and disciosed for

treatment, Payment Or hea-thcare operations. We are not required to agree with this restriction′ but if

we do, We Sh訓honorthis agreement. The HiPAA (Health lnsurance Portabiiityand Accountab冊yActof

1996) Iaw a=ows for the use ofthe information for treatment, Payment, Or healthcare operations.

Bv signing this form, yOu COnSent tO Our uSe and discIosure ofyour protected heaithcare information

and potentiallvanonymous usage in a pubIication. You havethe rightto revokethis consent in writing′

signed bv you. However′ SuCh a revocation w紺not be retroactive.

Bv signingthis form, i understand that‥

o protected heaIth information mav be disciosed or used fortreatment′ Payment′ Or healthcare

OPerations.

●　The p「actice reservesthe righttochangethe p「ivacy poiicvasaiiowed by law"

●　The practice hasthe rightto restrictthe useofthe information butthe practicedoes not haveto

agree to those restrictions・

●　The patient hasthe rightto revokethisconsent inwritingatanvtime and aII fulI discIosuresw川

then cease.

●　The practice mav condition receiptoftreatment upon execution ofthis consent・

Maywe phone, email, OrSend a texttovou to confi「m appointments?
YES NO

Mavweleavea messageonyouransweringmachineathomeoronvource= phone?　　YES NO

Mavwediscussvou「medicaI conditionwith anvmemberofyourfamilv?　　　　　　YES NO

lfYES, Please namethe members aIiowed‥

丁his consentwas signed bv:

Signature:

Witness:

(PRiNT NAME PLEASE)



灘蕊隷融繭

圏滴鴨場的瑞蒜薫謀筆耕鵬請ここご票蒜≒干場三二圏

We strive to render exceIlent dentaI care toyou and the restofour patients.一n an attemptto be

COnSistent with this′ We have an Appointment Canceiiation Policvthat a=ows us to schedule

appointmentsfor alI patients・ When an appointment is scheduled′ thattime has been set asideforyou

and when it is missed′ thattime cannot be used to t「eat anothe「 patient.

Sta「tingOctobe「 l′ 2018 We requi「ethatyou give ouroffice 24-hour notice in the eventthatyou need

to rescheduIe your appointment. This訓owsfo「other patientsto be schedu-ed intothat appointment. 1f

you miss an appointment without contacting our office within the required time, this is considered a

missed appointment・ Afee of;2与・00w川be cha「ged to vou工hisfee cannot be b川ed to your insurance

COmPanyand w用beyour direct responsib冊y. No future appointments can be scheduled norcan

records be transferred without the payment ofthis fee.

Additionaily′ ifa patient is more than 20 minutes late without prior notice fora scheduled appointment,

We W紺considerthis a missed appointmentand the ;2与.00 canceilation fee w紺be charged,

I aIso acknowIedge and agree that in the event - do not payforservices rendered, a COliection fee of与0%

W用be added to the balance in the eventthe terms are not metand reasonab-e attomeyfees and court

COStS incurred in co=ection of my past due account.

1fyou have anv questions regardingthis poiicy′ Please -etour staffknow and wew用be g-ad to clarify

any questions you have.

We thankyou forvour patronage.

看have read and understand the Appointment Cancel-ation Po-icy ofthe practice and l agreeto be

bound by its terms・ i also understand and agree that such terms may be amended from time-tO-time

by the practice.

Cance=ation PoIicy.

(print name), have read Sm=e Designers of LV Appointment

Signature of Patient Date


