Welcome to Our Office... .

Your First Visit: _

Your first visit will usually consist of a set of X-rays and a comprehensive oral examination.
After your examination, you will be presented with your treatment plan and have the
opportunity to discuss finances and ask any questions you may have before beginning
treatment. Subsequent visits will consist of your cleaning and any further procedures you

may require.

| Cancellation Policy:

Wheii you have an appointment with us you have our undivided attention. Many dental
offices double or even triple book their doctors. This means the doctor has very little time to
concentrate on your case and is constantly running from-patient to patient. Our general policy
is to book only one patient at a time allowing our doctors to have the maximum time possible
to focus on your individual case. Because of this, we absorb a significant loss when patients
fail to show up for their scheduled appointment. As a result, we must charge a fee of $25
per hour on all missed appointments not resulting from illness or emergency. If you
must cancel an appointment we require a 24 hour notice, © g

EL

Insurance: R
If you,are covered by dental insurance, we will strive to maximize your insurance benefits and

minimize the expense to you. Insurance offers assistance with your dental bills but may not
cover the entire fee. Many insurance plans require that a patient pay a co-pay and deductible.
Other insurance plans will pay only a portion of the fee and require the individual to pay the

" remainder. Still others reqlire the patient pay the difference between the insurance

company’s compensation and the doctor’s fees if a patient goes out of the insurance plan’s

network. In all cases it is the responsibility of the patient to pay for the charges incurred. Itis

virtually impossible for our staff to know the intricacies of every individual insurance plan so
we ask our patients to have a general knowledge of their coverage. This includes any and all
out of network exclusions, maximums, deductibles and waiting periods. We will happily
submit all insurance claims on your behalf and assist you in any way.

[

Payment: . .
We ask that our patients pay any fees or co-pays at the time of service. For your convenience

we accept all major credit cards, cash and checks. We also offer payment plans through
different financing companies. Please ask for details if you are interested.

Thank you fpr your patronage. We’re happy you're herel -

Patient Signature _ "Date
(Signature implies consent to the above) .

-
-



PATIENT INFORMATION (CONFlDENTlAL) A
NAME DATE
RSt w LSt STATE/ 71p/
ADDRESS CITY PROV. hC.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE
CHECK APPROPRIATE BOX: || MINOR L1 SINGLE | I mARRIED LI pivorcep [ wicowep || J SEPARATED
IF COLLEGE STUDENT, ET. / P.T., NAME OF SCHOOL CITY PROY
PATIENT'S OR PARENT'S/GUARDIAN'S EMPLOYER WORK PHONE
STATE/ 7157
BUSINESS ADDRESS cIry PROV. bC.
SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
| PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY ,. B
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
| 1S THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? 1 ves L1 no
\
INSURANCE INFORMATION
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE $SH/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ Z1p7
EMPLOYER ADDRESS CITY PROV. pC.
INSURANCE CO. TEL. # GRP # POLICY / 1.D. #
STATE/ 7167
INS. CO. ADDRESS CITY PROV. pC.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

DO YOU HAVE ANY ADDITIONAL INSURANCE? L__l YES D NO IF YES, COMPLETE THE FOLLOWING:

g RELATIONSHIP

2| NAME OF INSURED TO PATIENT

7| BIRTHDATE SS#/SIN DATE EMPLOYED

5" NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

2 STATE/ 7IP7

£| EMPLOYER ADDRESS CITY | PROV. BC.

&| INSURANCE CO. TEL, # GRP # POLICY / 1.D. #

E STATE/ 1P/

Z| INS. CO. ADDRESS CITY PROV. BC.

E\HOW MUCH IS YOUR DEDUCTIBLE? _ HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR ‘ _ ‘ PATIENT NUMBER

REGISTRATION




Patient Consent & Authorization for

Release of Protected Health Information

Please Print

Patient Name: Date of Birth:
Address:

City: State: ZIPCode: _____ Telephone Number:

E-mail Address:

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

This authoerization pertains to the following type of medical information about me:

I hereby authorize
Name of individual(s) and/or erganization providing information

to release the above-described information to

Name of individual{s) and/or organization receiving this information

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

I 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 have to sign this authorization in order to receive treatment, payment, or to enroll or be eligible for benefits.

Unless I request in writing otherwise, I understand that this authorization will expire on .IfI'do not
Expiration date ar 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 authorization may be subject to redisclosure by the named
recipient, and may no longer be protected by HIPA A privacy rules after the authorized disclosure.

- )
Signature: Date: / /
Name:

Please Print

Relationship to Patient:

For Office Use Only

Received by: Date: / /

This product is designed to provide accurate and authoritative information. However it is not a substitute for legat advice and does not provide legal opinions
COMP%GHTW on any specific facts or services. The information is provided with the understanding that any person or entity involved in creating, producing or distributing AT TORN EY
this product is not liable for any damages arising out of the use or inability to use this product. You are urged to consult an attorney concerning your

©2010 EDI particular situation and any specific questions or concerns you may have. Products printed by ComplyRight are provided on recycled paper.

[tem 2A1350 Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties,




C

PATIENT’S DENTAL HISTORY
PATIENT’S NAME

@

DATE OF BIRTH

AUTHORIZATION AND RELEASE

I CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOYE QUESTIONS HAYE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. 1 AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD BURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY
QAYORS AND/OR HEALTH PRACHITIONERS. | AUTHORIZE AND REQUEST MY

\\
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION}
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN/WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
Qs YOUR DRINKING WATER FLUORIDATED
YES NO YES NO
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY (] O
ORFLOSSING. . . ..., ] 1 HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD YOURTEETH . . ..ot i O O
LIQUIDS/FOODS . . . .o oo e, O O] DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEEN YOURTEETH ... ................. O O
LIQUIDS/FOODS . . . o v oo e e e il ] HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . . . .. O O TREATMENT (GUMS) . ..o oo | O]
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE. . [ ]
NEARYOURMOUTH .. .. .................. O (0] HAVE YOU EVER HAD ANY DIEFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES [ O INTHE PAST . . oo e O O
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . . .. .. .. ... .. O O
CLICKING. .. e I [0 DO YOU WEAR DENTURES OR PARTIALS . ....... ] O
PAIN (JOINT, EAR, SIDEQFFACE) ............ ] O IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING ... ..... O 0 HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY INCHEWING . .. ... ........... ] ] INSTRUCTIONS RFGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES . . . ... ... O O YOURTEETHAND GUMS. . ... .. ..o O O
\ DO YOU CLENCH OR GRIND YOUR TEETH. . . . . .. O O
~
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?
\<
\

INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP
INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

X DATE

SIGNATURE QF PATIENT OR PARENT/GUARDIAN iF MINOR

DOCTOR’S COMMENTS

\o SIGNATURE

DATE

ITEM 07-0515775/27011 Patterson Office Supplies 800.637.1140

_ PATIENT’S NUMBER

®  HEaTHHISTORY @



PATIENT'S MEDICAL HISTORYO O
PATIENT’S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO)
1. AREYOUINGOODHEALTH. .. .. ........... O [  12.HAVE YOU EVER TAKEN FEN-PHEN/REDUX . . . . . O 0O
2. HAVE THERE BEEN ANY CHANGES IN YOUR 13. HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR . . . . . O u ACTONEL OR ANY CANCER MEDICATIONS
3. DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES . . ... ... ... O O
4. PHYSICIAN'S NAME 14, HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
ADDRESS LEVITRA IN THE LAST 24 HOURS . .. ......... O 3
PHONE NO. 15.DOYOU USETOBACCO. ... .o o 0O
7. ARE YOU NOW UNDER THE CARE OF A 16.DO YOU OR HAVE YOU USED CONTROLLED
6 Ei\\fg[\((:(l)tNEVER BE EN H O SPITALIZED F OR """ 0 o SUBSTANCES. . ... ... .. % L]
. 17.ARE YOU WEARING CONTACT LENSES . .. ... .. ]
gt‘gAggfé?(:fLilLNopERA“()N OR SERIOUS ILLNESS 18.DO YOU HAVE A PERSISTENT COUGH OR THROAT
: CLEARING NOT ASSOCIATED WITH A KNOWN
7. AREYOU TAKING ANY MEDICINEGS) ILLNESS (LASTING MORE THAN 3 WEEKS) . . . . . O O
INCLUDING NON-PRESCRIPTION MEDICINE . .. [0 [J 19-DO YOU HAVE ANY DISEASE, CONDITION OR
{F YES, WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK
I SHOULD KNOWABOUT . ... .............. O O
8. HAVE YOU HAD ANY ABNORMAL BLEEDING ... [ (] WOMEN ONLY:
9. DOYOUBRUISEEASILY. . .. ... ..o, O O ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT .. [0 [
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION (1 [ AREYOUNURSING . -+ o oo O 0O
Q 1. HAVE YOU HAD A RECENT WEIGHT LOSS. . .. .. U L ARE YOU TAKING BIRTH CONIROL PILIS . . .. ... ..... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKINRASH. .. ..o, O O
REACTIONS TO: FAINTING ORDIZZY SPELLS .. ............... O 0O
LOCAL ANESTHENCS LIKE NOVOCAINE . . ... .. .. O O DIABETES . . . . o oo O O
PENICILLIN OR OTHER ANTIBIOTICS . . .. ........ O O AIDSORHIVINFECTION . ... ..o O O
SULFADRUGS . . .o\ e e oo, O O THYROID PROBLEMS . . . ..o oo e e O
BARBITURATES, SEDATIVES OR SLEEPING PILLS ... [0 [ ALLERGIES . . . oot O 0O
ASPIRIN . . oo o e e O O ARTHRITIS OR RHEUMATISM . ................ O 0O
IODINE .. ] O JOINT REPLACEMENT OR IMPLANT ... ......... ] O
ANY MEIALS (E.G., NICKEL, MERCURY, EIC.). ... . . O O STOMACHULCER ........ooiieennnni... O O
LATEX/RUBBER. . . . oo ev et eeeeeae e O O KIDNEYTROUBLE. .. ..ot O 0O
OTHER (PLEASE LIST) TUBERCULOSIS . . ..o O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH .. .. oo, O O
FOLLOWING: COUGH THAT PRODUCES BLOOD. . ... ... ... .. | C
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [] ] CHEMOTHERAPY (CANCER, LEUKEMIA) ] ]
SCARLETFEVER. .. ..ot e OJ O SEXUALLY TRANSMITTED DISEASE . .. .. ... .. ... ] 0
HEART DEFECT OR HEART MURMUR. .. ... ...... [ il EPILEPSY OR SEIZURES . . - . . oo O ]
HEART TROUBLE, HEART ATTIACK, OR ANGINA ... [ L ANEMIA O ]
CHESTPAIN. . ..ot e ] [ GLAUCOMA . . o oo 0 ]
SHORTNESSOFBREATH .. ................... L] [] NERVOUSNESS . . ..o 0] ]
PACEMAKER ........ ... ... coiiiiiin... . TONSILLITIS . oo e O O
HEARTSURGERY . ... ..o B [ TUMORS. « o o oo oo ] ]
HIGH/LOW BLOOD PRESSURE . ............... O O MENTAL HEALTH CARE. . . ..\ v oo g
CONGENINAL HEART PROBLEM. . . ............. ] ] BACK PROBLEMS. . . .ot ' ]
SWELLING OF FEET, ANKLES, HANDS .. .. ....... o O CHEMICAL DEPENDENCY ... ..o\, O O
HEPATITIS, JAUNDICE OR LIVER DISEASE .. ... ... [l O MITRAL VALVE PROLAPSE. . ... ... .. ... ... ... O O
STROKE . . ot e e ] [l CORTISONE TREAIMENT . . .+ oo . 0
SINUSTROUBLE ...........cooiiuieininn... oo COLD SORES/FEVER BUSTERS, . ... ........... O 0O
LUNG OR BREATHING PROBLEMS ............. U Il HYPOGLYCEMIA .. o oo O 0
\_ ASTHMAORHAYFEVER. ..................... U] O EATING DISORDERS. . . - o oo M ]

PATIENT'S NUMBER




