PATIENT INFORMATION

ol 2. Carson, oos o

Date
Name OMarried OSingle OMinor OMale CIFemale

LAST FIRST M
SS# Birthdate
Address

STREET APT# CITY STATE ZIP
Telephone E-Mail
HOME# CELL# WORK#

Place of Employment Address
If Full Time Student, School Name Grade

Person Responsible for Account - Please Check One: [Patient [JGuardian [JSpouse [IFather [OMother

INSURANCE INFORMATION

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

IF NO INSURANCE COMPLETE
PRIMARY INSURED)/ [ N0 NSURANCE COuPL SECONDARY INSURED
Last First M Last First M
Street City State Zip Street City State Zip
Home# Work# E-mail Address Home# Work# E-mail Address

Birthdate (Month/Day/Year)

Relationship To Patient

Birthdate (Month/Day/Year) Relationship To Patient

Employer Dental INS Company INS Company

#

Employer Dental INS Company INS Company#

SS# or Subscriber ID

Group#

SS# or Subscriber ID

Group#

Whom may we thank for referring you to our office?

PERSON TO CONTACT IN CASE OF EMERGENCY

Name

Address

City/State/Zip

Telephone #

PERSON TO CONTACT

Responsible party currently has an
account with this office

OYes [No

1 wish to discuss the Office’s Financial Policy

[IPayment in full at each appointment (Cash or Personal Check)
[ICash/Personal Check [1Visa [IMasterCard
[Iother

AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group
insurance Benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist
to release my dental/medical histories and other information about my
dental treatment to third party payers and/or other health professionals.

SERVICE CHARGE

If I do not pay the entire new balance within days of the monthly billing
date, a service charge will be added to the account for the current monthly
billing period. The service charge will be a periodic rate of 1.5% per
month (or a minimum charge of $ 0.50 for a balance ) which is an annual
percentage rate of 18% applied to the last month’s balance. In the case
of default of payment, | promise to pay any legal interest on the balance
due, together with any collection costs and reasonable attorney fees
incurred to effect collection of this account or future outstanding accounts.

Patient or Responsible party Date



b 2. Carson, oos o

DOB: TODAYS DATE:
O Emergency [ Consultation

PATIENT NAME:
Primary Reason for this dental appointment:

DENTAL HISTORY

[0 Examination

Do you have a specific dental problem? Describe OYes ONo
Do you have dental examinations on a routine basis? Last visit OYes ONo
Name of previous dentist (optional): OYes ONo
Do you want to keep your remaining teeth? OYes [ONo
Do you think you have active decay or gum disease? OYes ONo
Do you brush and floss on a routine basis? Discuss OYes [ONo
Do your gums ever bleed? Discuss OYes ONo
Does food catch between your teeth? OYes [ONo
Do you have any loose teeth? OYes 0ONo
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? OYes ONo
Have your past experiences in a dental office always been positive? OYes ONo
Do you smoke or chew? Any sores or growths in your mouth? Discuss OYes [ONo
Do you like your smile? Why? OYes 0ONo
MEDICAL HISTORY
Are you under a physician’s care now? Why? Who? Phone OYes 0ONo
Have you ever been hospitalized or had a major operation? Discuss OYes ONo
Have you ever had a serious injury to your head or neck? Discuss OYes ONo
Do you use more than 2 pillows to sleep? OYes [ONo
Are you taking any medications, pills or drugs? What? OYes 0ONo
Are you on a special diet? Discuss OYes ONo
Are you allergic to any medications or substances? Please check box below OYes ONo
O Aspirin O Penicillin O Codeine OAcrylic OMetal O Latex Rubber [OOther
Women (Please check): [ Pregnant/trying to get pregnant O Nursing [ Taking oral contraceptives Discuss
Do you now have or have you ever had any of the following? Please circle the appropriate answer.
*If yes to any of the starred conditions, please call prior to your appointment... Premedication may be required.

Heart . Y | N | Bruise Easily Y | N | Emphysema Y | N | Yellow Jaundice Y | N | Cold Sores Y |N
Trouble/Disease

Heart Murmur* Y | N | Anemia Y | N | Tuberculosis Y | N | Kidney Problems Y | N | Fever Blisters Y |N
Irregular Heart Beat | Y | N | Excessive Bleeding |Y | N | Cancer Y | N | Renal Dialysis Y | N | Herpes Y |N
Angina/Chest Pain | ¥ | N | Sickle Cell y | n | XRay Treatments |y |\ | 1y roid Disease | Y [N | Stroke Y [N

Disease (Radiation)
. Hemophilia A .
Heart Attack/Failure [Y | N - Y | N | Chemotherapy Y | N | Parathyroid Disease | Y | N | Convulsions Y |N
(Bleeding Problem)

Congenital Heart |y |\ || o\ kemia y | n | Stomach/intestinal |y | | Arthyritis/Gout Y [ N | Epilepsy or Seizures | Y [N
Disorder Disease

Mitral Valve y | n | Recent Blood Y | N | Ulcers Y | N | Rheumatism Y | N | Fainting or dizziness | Y | N
Prolapse* Transfusion

Scarlet Fever Y | N | Swelling of Limbs Y | N | Recent Weight Loss | Y | N | Pain in Jaw Joints Y | N | Glaucoma Y |N
Rheumatic Fever* Y | N | Lung Disease Y | N | Frequent Diarrhea Y | N | Cortisone Medicine |Y | N | Tumors or Growths |Y | N
C;'\f/'gla' Heart Y [ N | Breathing Problem | Y | N | Diabetes Y | N | Artificial Joint* Y | N | Nervousness Y (N
Heart Pace Maker* |Y | N | Shortness of Breath | Y | N | Excessive Thirst Y | N | Venereal Disease Y | N | Psychiatric Care Y |N
Heart Surgery Y | N | Frequent Cough Y | N | Hypoglycemia Y | N | HIV Positive Y | N | Alzheimer’'s Disease |Y | N
High Blood Pressure | Y | N | Hay Fever Y | N | Liver Disease Y | N | Genital Herpes Y|N /c-j\llljz:gles (pollen/ Y |N
Low Blood Pressure | Y | N || Sinus Trouble Y |N Hepati.tis A N Drug AQdiction/ Hives or Rash N

(Infectious) Alcoholism

Blood Disease Y | N | Asthma Y | N | Hepatitis B or C Y | N | Tattoos Y | N | Need Premedication | Y | N
Unexplained Fever |Y | N | Bloody Sputum Y | N | Night Sweats Y | N | AIDS Y | N | Tobacco Use Y |N
Have you ever had any other serious illness not circled above? Discuss OYes [No
Do you wish to talk to the dentist privately about any problem? LYes [No

To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall
inform the dentist and staff at the next appointment without fail.

X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed By Doctor
Notes

Date
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cosmetic » preventive o restorative

7415 E Tanque Verde Road  Tucson, Arizona 85715 520-514-7203

ACKNOWLEDGEMENT OF PRIVACY PRACTICES

My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under the
Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand that this information can and will be used
to:

0  Provide and coordinate my treatment among a number of health care providers who may be involved in that
treatment directly and indirectly

O Obtain payment from third-party payers for my health care services

O Conduct normal health care operations such as quality assessment and improvement activities
I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete description of the uses
and disclosures of my protected health information. I have been given the right to review and receive a copy of such Notice of
Privacy Practices. 1 understand that my dental provider has the right to change the Notice of Privacy Practices and that I may
contact this office at the address above to obtain a current copy of the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treat-

ment, payment or health care operations and I understand that you are not required to agree to my requested restrictions, but if
you do agree then you are bound to abide by such restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

For Office Use Only:

We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following
reason:

O The patient refused to sign O Communication barriers

[0  Emergency situation O Other
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