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PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION:

Patient Information
Date:
Patient Name:

Parent/Guardian Names: (If patient is a child.)

Address:

City: State: Zip:
Home Phone: Cell Phone:

Email address:

Birthdate: Age: Male/Female:
Check One: _ Married Single Divorced _ Widowed
S.S.#

Responsible Party Information
Name: Date of Birth:

Address: City: State: Zip:

Employer: Occupation:

Home Phone:

Business Phone: Ext.
S.S.#

Insurance Information
Primary Insurance Company:

Employee Name: Date of Birth:

Employer Name:

ID #:

Group #:

Employee S.S.#:
Secondary Insurance Company:

Employee Name: Date of Birth:

Employer Name:

ID #:

Group #:

Employee S.S.#:

Getting Acquainted: Please tell us how you learned about our practice. (Check ALL that apply)

_ Walk-in ___Family/Acquaintance - Name:
_____Internet/Website _____Referral Cards - Referrer By:
____Facebook ____Doctor/Practice - Name:
_____Email _____Insurance Company - Name:
_____Door Hanger/Mailer ____ Staff Member - Name:
____1-800-Dentist Other:

____ Magazine

Person to contact in the event of an emergency:

Home Phone:

Work Phone:

Address:

City: State: Zip:




@5 Dr. Tom
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MEDICAL HISTORY

Patient Name: Birth Date:

Preferred Name:

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 you will receive. Thank you for answering all the following questions.

If you mark “Yes” to any of the following questions, please provide more information to the right of the question.

Are you under a physician’s care now?

If so, please list their name and phone OYes ONo
number.

Ha\{e you eve‘r been hospitalized or had a OYes O No
major operation?

Are you taking any medications, pills, or OVYes O No
drugs?

Do you take, or have you taken, Phen-Fen |y ~ \

or Redux?

Have you ever taken Fosamax, Boniva,
Reclast, Actonel or any other medications OYes ONo
containing bisphosphonates?

Are you on a special diet? OYes O No
Do you have a Neurologic Condition (Ex:
Qy ON
Add/Depression/MS) es °
Do you use tobacco? OYes O No
Are you allergic to any of the following?
QO Aspirin O Metal O Acrylic O Codeine
Q Ibuprofen Q Latex Q Local Anesthetics Q Acetaminophen
Q Penicillin Q Sulfa Drugs (Tylenol)
If any other allergy, please list:
Women: Are you...
O Pregnant/Trying to get pregnant O Nursing O Taking oral contraceptives

-Please fill out back as well-



Do you have, or have you had, any of the following?

HEART/HEMATOLOGY
QO Anemia
O Angina, Chest Pains
Q Artificial Heart Valve
QO Blood Disease/Disorder
Q Blood Transfusion
Q Bruise Easily
Q Congenital Heart
Disorder
Q Excessive Bleeding
Q Fainting/Syncope/
Dizziness
Q Heart Attack/Failure
Q Heart Murmur
O Heart Pacemaker
O Heart Stent
Q Heart Trouble/Disease
Q Hemophilia
Q High Blood Pressure
Q High Cholesterol
Q Infective Endocarditis
Q Irregular Heartbeat
O Low Blood Pressure
Q Mitral Valve Prolapse
Q Sickle Cell Disease
Q Stroke
Q Swelling of Limbs

RESPIRATORY
Q Anaphylaxis
QO Asthma
Q Breathing Problem
Q Emphysema
Q Hay Fever
Q Lung/ Respiratory
Disease
Q Sinus Trouble
Q Sleep Disorder

ENDOCRINE
O Diabetes (List HbA1c:
)
O Glaucoma
QO Hormone Deficiency
O Hypoglycemia
O Kidney Problems
O Liver Disease/ Jaundice
O Parathyroid Disease
O Renal Dialysis

INFECTIONS

Q AIDS/HIV

QO Cold Sores/Fever
Blisters

O Hepatitis (Specify Type
in Comments)

Q Herpes

O Hives/Rash

O Rheumatic/ Scarlet
Fever

Q Snoring Q Thyroid Disease Q Shingles
QO STD
Q Tonsillitis
Q Tuberculosis
DIGESTIVE ONCOLOGY MENTAL HEALTH

Q Digestive Disorders
(Celiac/Gastric Reflux)

Q Stomach/Intestinal
Disease

Q Cancer/ Tumors/
Growths

Q Chemotherapy/
Immunosuppression

Q Alzheimer’s Disease

Q Drug Addiction

Q Epilepsy/ Seizures/
Convulsions

Q Ulcers O Radiation treatments O Frequent Headaches
O Frequent Diarrhea O Recent Weight Loss O Mental Handicap
Q Jaw Pain Q Psychiatric Care
Q Anxiety (Dental or
Other)
JOINTS List any serious illness not mentioned on this page:

Q Arthritis/Gout/Lupus

Q Artificial Joint

Q Cortisone Medicine

O Head or Neck Injury

QO Osteoporosis/
Osteopenia

O Rheumatism

Comments and Additional Information:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing
incorrect and/or incomplete information can be dangerous to my (or the patient's) health. It is my responsibility to

inform the dental office of any changes in medical status.

Date:

Signature of Patient, Parent or Guardian
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DENTAL HISTORY

Patient Name:

How would you rate the condition of your mouth?

Name of Previous Dentist:

Q Excellent

Date of most recent dental exam / /

Date of most treatment (other than a cleaning) /

Date of most recent x-rays

/

If you have an immediate concern, what is it?

Do you have any dental problems now?

If you answer yes to any of the following questions, please explain in the space to the right.

PERSONAL HISTORY

Are you fearful of dental treatment? If yes, how

! Q Yes O No
fearful on a scale of 1 (least) to 10 (most).
Have you had an unfavorable dental experience? O Yes O No
Have you had complications from past dental O Yes O No
treatment?
Have you ever had trouble getting numb or had any O Yes O No
reactions to local anesthetic?
Is there anything else about having dental treatment

QVYesON
that bothers you? es °
Did you ever have braces, orthodontic treatment, or
. . ’ ’ QVYesON

have your bite adjusted? es °
Have you had any teeth removed? QO Yes O No
Do you wear any dentures, partials, nightguards, or O Yes O No
other dental appliances?
GUM AND BONE
Have you ever been treated for gum disease or been O Yes O No
told you have lost bone around your teeth?
!s there any.one with a history of periodontal disease O Yes O No
in your family?
Do your gums bleed or are they painful when brushing O Yes O No
or flossing?
Have you ever noticed an unpleasant taste or odor in O Yes O No
your mouth?
Have you ever experienced gum recession? Q Yes O No
Have you ever had any teeth become loose on their O Yes O No
own (without an injury)?
Do you expect to eventually lose your teeth? Q Yes O No
Do you have a burning sensation in your mouth? Q Yes O No

-Please fill out back as well-

Birth Date:

QO Good

How long were you a patient there?




TOOTH STRUCTURE

Have you had any cavities within the past 3 years? O Yes O No
Does the amount of saliva in your mouth seem too
. . A Q Yes O No
little or do you have difficulty swallowing any food?
D.o.you feel or notice any holes (pitting, craters) on the O Yes O No
biting surface of your teeth?
Are aljy tgeth sensitive to hot, cold, biting, sweets, or O Yes O No
brushing in any part of your mouth?
Do you he?ve grooves or notches on your teeth near O Yes O No
the gum line?
Have you ever broken teeth, chipped teeth, or had a
toothache or cracked filling? Q Yes O No
Do you get food caught between any teeth? Q Yes O No
BITE AND JAW JOINT
- ST

D? yF)u have problgms with yoeraWJomt'. (pain, O Yes O No
clicking, popping, limited opening, or locking)
Do you feel .Ilke your lower jaw is being pushed back O Yes O No
when you bite your teeth together?
Do you avoid or have difficulty chewing apples, bagels, O Yes O No
nuts, or other food?
Have your jceeth changed in the last 5 years, become O Yes O No
shorter, thinner, or worn?
Are your teeth becoming more crooked, crowded, O Yes O No
developing spaces, or becoming looser?
Do you have more than one bite, need squeeze to
make your teeth fit together, or have to shift your jaw O Yes O No
to make your teeth fit together?
Do you chew ice, bite your nails, use your teeth to

) ! ! i OYesON
hold objects, or have any other oral habits? e °
Do you clench or grind your teeth during the day or at
night, wake up with awareness of your teeth or with a O Yes O No
headache?
Do you breathe through your mouth? Q Yes O No

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing
incorrect and/or incomplete information can be dangerous to my (or the patient's) health. It is my responsibility to
inform the dental office of any changes in medical status.

X

Signature of Patient, Parent or Guardian




FINANCIAL POLICY

This agreement is to inform you of your financial obligation for your dental treatment. We are committed
to providing you with the highest quality dental care using only the best materials and technology available.
We are also committed to providing you with up-to-date information and educational tools so that you may
fully participate in maintaining optimum oral health. This financial agreement is intended to facilitate our
ability to provide excellent service to you while minimizing our administrative costs.

All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize
that as your dental care provider, our relationship is with you, our patient, not with your insurance
company. Your insurance policy is an agreement between you, your employer, and the insurance
company. Our practice is not a party to that agreement. If payment from your insurance company is not
received within 60 days from date of service, you will be expected to pay the balance in full, unless other
arrangements with our practice have been made.

Your estimated copayment for treatment, which is the amount not covered by your insurance, is due at the
time treatment is provided. Your estimated copayment may be adjusted after the time of treatment
depending upon the final reconciliation of insurance payments. Our practice accepts cash, personal
checks, MasterCard, Visa, American Express, Discover, Diners Club, & JCB. Care Credit, which is a third
party, extended payment financing option, is available upon request and approval.

Returned checks and balances older than 6 months will be subject to collection fees and finance charges
at the rate of 1.5% per month (18% annually).

Additionally, our practice may charge you for appointments that you do not keep and for appointments that
you do not cancel with 24-hours notice.

Please do not hesitate to ask if you have any questions regarding this financial agreement. We are
committed to providing you with the ultimate experience in dental care.

Print Name of Patient or Responsible Party

Signature of Patient or Responsible Party Date



N Dr. Tom
Family & (..‘.osmetic
| | | | | | | | Dent1strx

Notice of Privacy Practices
Patient Acknowledgement

Patient Name: Date of Birth:

| have received this practice’s Notice of Privacy Practices written in plain language. The Notice
provides in detail the uses and disclosures of my protected health information that may be made by
this practice, my individual rights and the practice’s legal duties with respect to my protected health
information. The Notice includes:

* A statement that this practice is required by law to maintain the privacy of protected
health information.

* A statement that this practice is required to abide by the terms of the notice currently
in effect.

e Types of uses and disclosures that this practice is permitted to make for each of the
following purposes: treatment, payment, and health care operations.

* A description of each of the other purposes for which this practice is permitted or required
to use or disclose protected health information without my written consent or authorization.

* A description of uses and disclosures that are prohibited or materially limited by law.

e A description of other uses and disclosures that will be made only with my written
authorization and that | may revoke such authorization.

* My individual rights with respect to protected health information and a brief description of
how | may exercise these rights in relation to:

- The right to complain to this practice and to the Secretary of HHS if | believe my privacy
rights have been violated, and that no retaliatory actions will be used against me in the
event of such a complaint.

- The right to request restrictions on certain uses and disclosures of my protected health
information, and that this practice is not required to agree to a requested restriction.

- The right to receive confidential communications of protected health information.

- The right to inspect and copy protected health information.

- The right to amend protected health information.

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of the Notice of Privacy Practices from this practice
upon request.

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make
new provisions effective for all protected health information that it maintains. | understand that | can
obtain this practice’s current Notice of Privacy Practices on request.

Signature: Date:

Relationship to patient (if signed by a personal representative of patient):
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