Thank you for selecting our dental healthcare team!
W will strive to provide you with the best possible dental care.
To help us meet atl your dental healthcare needs, please fill out this form
campletely 1

i ink. I vou ﬁaw any questions or need assistance, please ash us -
we will be happy 10 help.

Patient #

. , SS#/SIN
Patient Iﬂfd’TM(lﬁOﬂ (CONFIDENTIAL) Date
Name Birihdute Horme Phone ___,
Address City qﬁ%ﬂy %ﬂ%
Email Cell Phone
Check Appropriate Box: [0 Minor D Single O Married O Divoreed T Widowed S% c&"}ﬁpcrmcad sl P
If Student, Mame of School/College __ City Prov. L Time O Time
Patient or Parent/Guerdian’s Ernplover Woris Fhone _
Address e City __ Bﬁgf{ft’/ %‘%
Spouse or Parent/Guardian’s Namg Hmployer Work Phone
Whom may ve thank for referring you?
Persor: to coituct in case of emergency - Bhone
Resp ( )Tulble Pam/ Relationship
Name of Person Responsible for this Account ) to Patient
Adelress_ ‘ o Horrie Phone
Email .. . _ § Cell Phone
Diriver's Lice nse # . Birthdute . Binancial Institution
Emplayer _ Work Pheme SEH/8IN

Is this person curvently a putient in owr office? [ Yes O N

For your comenience, we offtr the following methods of peyment, Please check the option you prefer Payment in full at each appointment.

O Cush 1 Personel Check Credic Cord O VISA O MasterCard O Iwish to discuss the office’s payment policy.
Insurance Information o
‘ ) ‘ Relationship
Name of Insired to Fatient
Birthdate . CSS#/SIN i 1 Jte Employed
Name af Em alover L Union or Local # e, Work Phome
i ) Stateys Zin/
Addlress of Empiover - City__.. Prov . EC
Insurance Compeny ___ Croup # Policy/ID #
o Stutéy/ 7ip/
Ins. Co. Add ss City Prow, PC.
How much is your deductible? How rauch have you used? Mec. ainrual benght

DOYOU 1IAVE ANY ADDITIONAL INSURANCE? O ¥es [ No IFYES, COMPLETE THE FOLLOWING:

Name of I red {f?ﬁzéﬁ:ti%mp
Birthdate S5#/5IN Date Emplayed
Name of Emplover Union or Local # ___ Work Phone
Address of Evaployer City ?Jﬁgie/ z!t’pé ,
Insurance Compaty Group # Policy/(1D #

Ins. Co. Addiess City :l%ft{;ffd Z;Fé
How much is your deductible? _ How much have yau used? M, annuigl benefit

Over Please



radlent vicdlcdl ristory

Date of Last Exam

Fhiysiciun o - Othee Phone
Yux
FoAre you under vacedial treatment wow? L -

2 Have you cver By hospitalized for any
sturgivad aperation e serious ileess within the st 5 vears?. . O
I wes, please expliein

A vou taliing cony nicdication(s)
firclading nansprescription medine? o e ]

N_\}

O
i

Yea

10, Are you wearing comtact Jenses?. ..o O
LL Are you allorgic to or have you had any redetions to the following?

Loyl Anesthetics (e.g. Novecain)

Penicillin or any other Antibiotics

SUlit DIUES vy s :

BBIUIREES e ey

Seddtives,,....,

ifing ..,

If ves, what mevicadion (y) are vou lahing?

ASPIFTNL .
. Fletve yout ever wiken Gen-PhenZedie? oo e, L O Any Metals (i _
5. [etve your cver: taken Fosames, Bonbe, Actonel o any Gincer Laitex BUBBEF i
medications contaiining BiSpIOSPRONGICS D oo oo O il Other (please list)
B, Herve you tuben Viegra, Rewetio, Cialis or Levie , £2. Do you have a persistent cough or throat clearing not
NG TS 28 DOHISF e O O ussaciseleed with a known Mlaess Justing more than 3 weels)? . [ ]
70 YU WS OPLCCO? e 00 Od i3, Women Only; _ _
8. Du:wu wse comratled SUDSECES T e, = C w) Are you pregnant or think you may be pregnant? ]
% o ey hadans o the folioing? KPR -
Yes Mo Yes Mo Yiey '_
Pl Blood Presare o 1T [ Heart Disease oo, 11 0O Chest Paifs .o, O ]
Peart Attick e U117 Lardive FacemaRer. o, O Eusily Winded...........oocooiininn [
Rhewmutic Fover (. Fleart Murmur. .o (1 O SUORE e, .o d i
Swallcn Arthdes .., 0o [l ARIH v O d Hay Eever / Allergies. oo, |,T_| _J
Fainting 7 Scizures oo, T D) Froquently Tired ... oo 0O 0 Tithercilosis oo O
Astlnad s 28T AR e L1 O Radiation Therapy ..o, Lo
Lenw Blood Pressiirc........ B 0 O B hyseimd oo, 0 ™ GLAUEOREL v, | J
Epilepsy / Conve[siens..... ..., O O T O O Recent Weight Loss oo, [
LRI e O = AFRFIES oo O O Liver Disease ... . 1
TTHARELES oo e i, Ch L Joind Replacement or implant . (3 T Hoart Trouble ... T (1
Kidney Disguses oo [ T Mepatitts £ Jaundice... .o, O ) Respiratory Problems ..o, (I
AIDS or HIV Injechion ., a Seavally Tansmitted Disevse...... O [ Mitral Valve Prolapse ..o oveee...... ‘a
Thwuicd Problem .. oo O o Stometch Troubles / Uleers . O 0 Other o

Patient Dental History

Nume of Previous Ventist and Logation

Dute of Lust Exem

Yoi  No Yez o
LD your gums biced while brashing o flossing? ... O O & Do you have frequent headaches?,.., O
2 Are your teeth sesitive o fot or cold hyuidsfloods? .. [ 0O 9. Do you clench or grind your teeth?....oovvovcoee oo, R
3 Are your teetl se asitive o sweet or sour liguids/fonds? ... T [ 10. Do you bite your lips or cheehs frequently? ... O Iz
b D you feck pain o oty of vour et O O L1 Hove you ever fwid any difficult extractions
3. D you have any sores o Wimps ik or mear your mewh? ..., O 0 I 0RE PUISET ook st e (I
6. Have you had aniv Read, neck or jus injearies?......oo.occcovnnroro. 0o [l 12 Have you ever had any prolonged bleeding
7. Huve you ever e werignced any of the following Jollowing extractions? ... oo IR
problems in vour jaw? L3, Have you had any orthodontic treutment? ... (I
CHERENG oo et e oo C) 14, Do you wedr dentures or partials?...............oooooumro,. [
Puin Gaint, eu ; sicde of fuge) L) If yes, dute of placement
Difficulty tn opening or clasing............ 1 L. Huve you ever recetved oral hygiene instructions
Difficuley in el ewing.. oo oo U regurding the care of your teeth and gums? ................. O |
16, Do you like vour smble?. ..o, T

Authorization and Release

oeretify that ©ave read and understand the dbave inforation to the best of my hrnowledge. The above questions have been ooeurately dnswored.
Lundurstand that providing incorrect informatian can be dangerous to my heatth, | authorize the dentist 1o release any information includin. the
disgnosis and the records of any treaument or examinazion rendered i me or my child during the period of such Dental care to third party poivors
and/or health pra.titioners, ! auethorize and FEQUESH my ingurance compuny to pay directly to the Jﬁ””“ or dental group insurance benefits
otherwise payable to me. Uunderstand that my dental insurance carrier may puy less than the actual bill for services. Lagree to be responsibi.
S pavmient of all services rendered an my hehalf ov iy dependents. |

X

Signature of patient (or prirent/guardian if minor) Date o

Boctor's Contineats

. - Sienaiure . Duate




Patient Acknowledgment of Receipt
of Notice of Privacy Practices

Flease Print

L » hereby acknowledge that [ have reviewed and received a copy

of this office’s Notice of Privacy Practices explaining;
W How this office will use and disclose my protected health information.
W My privacy rights with regard to my protected health information.
B This offi -¢% obligations concerning the use and disclosure of my protected heulth information.

I understand that the Notice of Privacy Practices may be revised from time to time and that [ am entitled to receive a copy of any revised
Notice of Privacy Practices upon request.,

Lalso understand that it T have any questions or complaints, | may contact:

You may also contact the Secretary of the US. Department of Health and Human Scrvices with any concerns regarding our privacy and security
policies and procedures, Pleuse contact our office for information on how to contact the U8, Department of Health and Hurnan Services.

Patient or r';onal Representative

Signature; ‘ Date: / {

Name:

Flease Frim

Relationship to Prtient:

For Office Use Only )

We made a goad-fuith effort to obtain an acknowledgment of s

receipl o our Notice of Privacy Practices. In spite of these efforts, our office has been unable to abtain u signad

acknowledgment of receipt [or the following reasons (check all that apply):

L) Pattent refused to sign (date of refusal) _ / / .

U Communications barriers prohibited obtaining an aclnowledgment,

O An emiergency situalion prevented us from obtaining an acknowledgment.

(1 Other

Altempt was made by: ) . Date; __/ / J

e

Tl ot i designed o provide securate and authorasive inbrmation. Doweves s it s sabstiie e gl anlvlee sl o ol provide gl wpiilons oy spevilic [els of ervice.,
The iulbriation s providal with the umderswilog () Ay prevsen or enlly nvulved inneing proeduclug oe distvilting this product s oo ol Gy dnnkages arising ot uf the e
or by o s i produc, Vou ang wigedd W eonsult an alturtiey Comngerning yenr pactivulay siaon i uy specifie Ut o et you iy v,

"
CDMPLﬁ;GHT loparnin s Thus i approved L g by e puvehuser anly. This furn iy net be shaved paildivly or with thind e,
ALTORNEY
LA\ ey

A1354 412012 ComplyRight



N Pl

Patient C nsent & Authorization for

Release jof Protected Health Information

Plausu Pring

Patient Name: __ Date of Birth:
Address:

City: Stater ZIP Code: Telephone Number:

E-mail Address:

Patient Au thurization

L » hereby authorize the release, use or disclosure of my health information as follows:

This authorization pertaing to the following type of medical information abont me;

I hereby authorize

Name of individual(s) and/or organization providing Information

to release the sbove-described information to

Name of individual(s} and/or organization recelving thls information

I understand that, per my request, this authorization will permit the above-named parties to use or disclose the identified health
information fo- purposes beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA).

[ understand that I may revoke this authorization at any time by providing written notification to:

The revocation will be effective on the date it has been received and processed by the above-named recipient. I understand that the
revocation does not apply to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand
that I do not hiwve to sign this authorization in order to receive treatrnent, payment, or to enroll or be eligible for benefits.

Unless | request in writing otherwise, I understand that this authorization will expire on IfIdonot
Expiration date or event

specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I signed this authorization.

I understand that the information used or disclosed pursuant to this anthorization may be subject to redisclosure by the named
recipient, and 1aay no longer be protected by HIPA A’ privacy rules after the authorized disclosure.

\ A
Signatre: Date: / /
Name:

Pleasa ¥rint

Relationship to Patient:

For Diqe Use Only

Received by: Date: / /

This produet 4 devigned 1 providy securute und authoritative information. However, it b not 2 subatitite for Jegul aclvice wid docs not provide Jegal opbalons on wny spectile fuctd of wirvines,
The infirmation is provided with the woderatondling e sy perion o atity ivobeal in cresting. producing vr distributing this product is not lable for wny dumayes arsing out of the uss

COMPﬁGHTm or inability t wsc thin product. You are urged to consult an attorney concerning your partlcalar vittution wud sny spoeilic guctivne ur dondcrn you iy luve,

Lnpurtant note: This ks opproved for we: by the paeehaser only, This fosn sy tiot b shared publicly or with third portles. ATT ORN E.Y
IR

AiBSU G201 Complyfigh:



