
REGISTRATION•  I

Patient Infot-mation
Dale

SS/HIC/Patient ID#_

Patient Name
Last Name

First Name Middle Initial

Address

City

State. Zip.

E-maii

Sex DM DP Age,

Birthdate

□ Married

□ Separated

Occupation _

□ Widowed □ Single □ Minor

□ Divorced □ Partnered for years

Patient Empioyer/Schoof.

Employer/School Address.

Employer/School Phone ( ).

Spouse's Name

Birthdate

SS#

Spouse's Employer,

Whom may we thank for referring you?

Dental Insui-^nce
Who Is responsible lor this account?

Relationship to Patient

insurance Co.

Group »

Is patient covered by additionai insurance? □ Yes □ No

Subscriber's Name

Birthdate SS#

Relationship to Patient

insurance Co.

Group «,

ASSIGNMENT AND RELEASE
I cortily that I. and/or my depertderi(s), have insurance coverage with

. and assign directly to

. all insurance benefits,

Name ol Insurance Company(les)

Or.
if any, olherwise payable to me for services rendered. I understand that I am
llnancialty responsible (or all charges whelher or not paid by Insurance. I
authorize Ihe use ol my signature on all insurance submissions.

The above-named dentist may use my health care Information and may disclose
such Information to Ihe above-named insurance Companyties) and their agents
lor the purpose of obtaining payment for services and determining Insurance
benefits or Ihe benelits payable (or related services. This consent will end when
my current IreaimenI plan Is completed or one year from the dale signed below.

Signature ol Pallenl. Parent. Guardian or Personal Representative

Please print name of Pallenl, Parent, Guardian or Personal Representative

Date Relationship to Patient

Phone Numbers
Home J- Work Ext Cell Phone (_

Spouse's Work (_ J Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone (_ J Work Phone (. J.

Reason for today's visit

Former Dentist.
City/State
Date of last dental visit
Date of last dental X-rays
Place a mark on "yes" or "no" to indicate i( you
have had any of the following:
Bad breath □ Yes □ No
Bleeding gums QYes □ No
Blisters on lips or mouth □ Yes □ No
Burning sensation on tongue DYes □ No

Dental Hi5toi-y
Chew on one side of mouth DYes
Cigarette, pipe, or cigar smoking □ Yes
Clicking or popping jaw □ Yes
Dry mouth □ Yes
Fingernail biting □ Yes
Food coilection between the teeth □ Yes
Foreign objects □ Yes
Grinding teeth □ Yes
Gums swollen or tender □ Yes
Jaw pain or tiredness G Yes
Lip or cheek biting □ Yes
Loose teeth or broken fillings □ Yes

□ No Mouth breathing GYes □ No
□ No Mouth pain, brushing QYes DNo
□ No Orthodontic treatment □ Yes □ No
□ No Pain around ear QYes □ No
□ No Periodontal treatment □ Yes □ No
□ No Sensitivity to cold GYes □ No
□ No Sensilivity to heat GYes □ No
□ No Sensitivity to sweets □ Yes □ No
□ No Sensitivity when biting DYes GNo
□ No Sores or growths in your mouth □ Yes □ No
□ No How often do you floss?
□ No How often do you brush?



Physician's Name.

Health Histoi-y
Date of last visit

Have you ever taken any of the group of drugs collectively referred to as "len-phen?" These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramlne). □ Yes □ No

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

AIDS/HIV □ Yes □ No Epilepsy □ Yes □ No Respiratory Disease □ Yes □ No
Anemia □ Yes □ No Fainting or dizziness □ Yes □ No Rheumatic Fever □ Yes □ No
Arthritis, Rheumatism □ Yes □ No Glaucoma □ Yes □ No Scarlet Fever □ Yes □ No
Artificial Heart Valves □ Yes □ No Headaches □ Yes □ No Shortness of Breath □ Yes □ No
Artificial Joints □ Yes □ No Heart Murmur □ Yes □ No Sinus Trouble □ Yes □ No
Asthma □ Yes □ No Heart Problems □ Yes □ No Skin Rash □ Yes □ No
Back Problems □ Yes □ No Heoatitis Tvne □ Yes □ No Special Diet □ Yes □ No
Bleeding abnormally, with Herpes □ Yes □ No Stroke □ Yes □ No

extractions or surgery □ Yes □ No High Blood Pressure □ Yes □ No Swollen Feet or Ankles □ Yes □ No
Blood Disease □ Yes □ No Jaundice □ Yes □ No Swollen Neck Glands □ Yes □ No
Cancer □ Yes □ No Jaw Pain □ Yes □ No Thyroid Problems □ Yes □ No
Chemical Dependency □ Yes □ No Kidney Disease □ Yes □ No Tonsillitis □ Yes □ No
Chemotherapy □ Yes □ No Liver Disease □ Yes □ No Tuberculosis □ Yes □ No
Circulatory Problems □ Yes □ No Low Blood Pressure □ Yes □ No Tumor or growth on head
Congenital Heart Lesions □ Yes □ No Mitral Valve Prolapse □ Yes □ No or neck □ Yes □ No
Cortisone Treatments □ Yes □ No Nervous Problems □ Yes □ No Ulcer □ Yes □ No
Cough, persistent or bloody □ Yes □ No Pacemaker □ Yes □ No Venereal Disease □ Yes □ No
Diabetes □ Yes □ No Psychiatric Care □ Yes □ No Weight Loss, unexplained □ Yes □ No
Emphysema □ Yes □ No Radiation Treatment □ Yes □ No

Do you wear contact lenses? □ Yes □ No

Women:

Are you pregnant? □ Yes □ No Due date Are you nursing? □ Yes □ No
Taking birth control pills? □ Yes □ No

Me4ic9tion5 Allei-g
List any medications you are currently taking and the correlating
diagnosis:

Pharmacy Name,

Phone ( ) _

□ Aspirin

□ Barbiturates (Sleeping pills)

□ Codeine

□ Iodine

□ Latex

les
□ Local Anesthetic

□ Penicillin

□ Sulfa

□ Other

iyp4ate (To be lllied in at future appointments)

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

For what conditions?

Are you taking any new medications?.

Patient's Signature

Doctor's Signature

If so, what?.

Date

Date

Has there been any change In your health since your last dental appointment? □ Yes □ No

For what conditions?

Are you taking any new medications?.

Patient's Signature

Doctor's Signature

If so, what?.

Date

Dale



PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

Name

Signature

Date

Birthdate



NOTICE OF PRIVACY PRACTICES
(MEDICAL)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 CHIPPA") is a federal program that
requires that all medical records an other individually identifiable health information used or disclosed
by us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act
gives you, the patient, significant new rights to understand and control how your health information is
used. "HIPPA" provides penalties for covered entities that misuse personal health information.

As required by "HIPPA", we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment,
payment, and health care operations

* Treatment means providing, coordinating or managing health care and related services by one
or more health care providers. An example of this would include a physical examination.

* Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

* Health care operations include the business aspects of running our practice, such as

conducting quality assessment and improvement activities, auditing functions, cost-
management analysis and customer service. An example would be an internal quality
assessment review.

We may also create and distribute de-identified health information by removing ail references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or
other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request, except to the
extent that we have aiready taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise
by presenting a written request to the Privacy Officer:

* The right to request restrictions on certain uses and disciosures of protected health
information, including those related to disciosures to family members, other relative, close
personal friends or any other person identified by you. We are, however, not required to agree to
a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in
writing to remove it.

* The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

* The right to inspect and copy your protected health information.

* The right to amend your protected health information.

* The right to receive an accounting of disciosures of protected health information.

* The right to obtain a paper copy of this notice from us upon request.




