Patient Information Form

Name Date of birth

First M Last
Address City State Zip
Cell # Soc Sec # email

Check appropriate box © Minor o0Single o Married oODivorced 0O Widowed o0 Separated

Responsible Party (if patient is a minor) phone #

Date of Birth: Relationship to patient: Driver’s license #
Person to contact in case of emergency phone #

Patient or Parent’s employer work phone #

Whom may we thank for referring you?

Dental Insurance Information

Name of Insured relationship to patient
Date of birth Soc Sec # ID#
Employer name Group #
Insurance Company Phone #

X

Signature of patient (or parent if minor) Date



Policy For Broken Appointments

Our number one concern is our patients’ dental health. We value you as our patient and we
value your time as we know you value ours. We understand that emergency situations and
illness occur that may require you reschedule your appointment.

We require a minimum of 48 hours (2 business days) to cancel an appointment.

Changes to scheduled appointments without 24 hours (2 business days) notice may result in
you being charged a broke appointment fee of $35.00 per hour of scheduled treatment. We
do not accept messages left with our after-hours answering service to cancel scheduled
appointments.

This policy is our attempt to ensure that both you and our other patients receive the highest
quality of care that we are committed to provide.

Signature of patient (or parent if minor) Date



Financial Responsibility Policy

NOTIFICATION OF FINANCIAL RESPONSIBILITIES:

All patients are financially responsible for the payment of services rendered by Medina Family Dental.
Payment is expected at the time of service unless arrangements are made prior to your appointment. These
payments include insurance co-pays, deductibles, and coinsurance. You are also responsible for any amount
not paid by your insurance.

If timely payment is not made, interest will begin to accumulate after 90 days. An 12% interest rate will be
added to the past due balance. After 120 days, your account will be sent to a collections agency and there will

be a 30% collection fee added to your existing balance.

Returned checks will result in a $35.00 charge to your account.

STATEMENT OF FINANCIAL RESPONSIBILITY:

| have carefully read and understand that | , am financially
responsible for payment of all charges pertaining to services rendered by Medina Family Dental.

GUARANTEE OF PAYMENT:

Please initial below:

| understand that | am totally responsible for payment of all fees and services rendered,
irrespective of insurance coverage or other responsibilities.

| have been advised that if my dental insurance company claims that services | received are not
considered reasonable or necessary, | am responsible for payment of these services.

| understand that if my dental insurance company deems services that | receive as “not a
covered benefit”, | am responsible for payment of these services.

NOTE: The guarantor of each patient account is ultimately responsible for payment in full.

Signature of patient (or parent if minor) Date



Acknowledgement of Receipt of Notice of Privacy Practices
(HIPAA)

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed our notice before signing this consent.

The terms of this notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment,
payment, or healthcare operations. We are not required to agree with this restriction, but if we do, we shall
honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for
the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed by
you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

Protected health information may be disclosed or used for treatment, payment, or healthcare
operations. The practice reserves the right to change the privacy as allowed by law. The practice has
the right to restrict the use of the information, but the practice does not have to agree to those
restrictions. The patient has the right to revoke this consent in writing at any time and all full
disclosures will then cease.

May we discuss your treatment, financial, and/or insurance with any member of your family? YES NO

If YES, please name the person(s) allowed to receive this information:

X

Signature of patient (or parent if minor) Print Patient Name Date

For office use only: ~We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but

acknowledgement could not be obtained because: [ Individual refused to sign
[0 communication barriers prohibited obtaining the acknowledgement
[0 Emergency situation prevented us from obtaining acknowledgement

O Other (please specify)



Name Date of Birth Age

PATIENT MEDICAL HISTORY Yes No
1. Are you under medical treatment? ........coceeveveireeicereie e CI0] 7. Are you allergic to or have had Yes No
any reactions to the following?
2. Have you ever been hospitalized for Local Anesthetics (e.g., Novocaine) ................. O
Any surgeries or SErious illNESS?........ccccivieeeecvee e s LI Penicillin or other antibiotics...... ... nreereene. 10
SUIFA DIUGS..c.cue vt ettt 0O
3. Are you taking any medication(s) including Barbiturates.......coceveiveerecee e OO
Non-prescription MediCationNS? .......ccococeeveeeeineie e e et N SEAALIVES. ..t 00
If yes, please list medication(s) below. [OTINE ..ottt ettt e O
4. Do you smoke? Do you use spit tobacco?_ ... N ASPITIN. et 00
5. Do you use alcohol recreational drugs?___ ... O COUBINE....ctetietee ettt v eaes Ou
6. Have you ever taken prescription diet drugs?........cccocueeveeirieeniienneenne T O
If yes, what? (0 11 1T SO S RN
If yes, please list
MEDICATIONS:

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

Yes No Yes No Yes No

Mitral Valve Prolapse......c.ccccceuvveeecuenene L[] EMPhySema... ... (] stomach Problems/Ulcers..........c.oeeeuen... 0]
Heart Murmur........cceeveevevnneinecnecees L] AStRMu e, [ Epilepsy/Convulsions..........ccceereeervererirenneenns 0]
Heart Disease.......cccvvvernecceenvinceeseinns U] L] Respiratory Problems..................... |:||:| FaiNting/S@IZUIES....c.ceeereeeeceetercre e []
Cardiac Pacemaker........cccceceevvvererenenenn 00 Hay Fever / Allergies.......ccoouunn... ] Sexually Transmitted Disease.......c.cccceeeuveene O]
Heart Attack.......ccccueuee. LI Glaucoma ... e, LI T AIDS or HIV INfECHON. e veveee e veeeeecesrrenes DQ
Angina / Chest Pain (Y (17 LI TUDEICUIOSIS oo, L]
High Blood Pressure.........cccoeceveeevvennnne. L] L] Diabetes mmemeeereseeeeeeeeeesssesseeneen [l Swollen AnKIes.......coecueeviveieiececiece e (0]
Low Blood Pressure.........cceveeeeernrennans [0 Rheumatic Fever...oooo ... [l Thyroid Problems........cccueeveveverervecineineeeennne L]
Joint Replacement........cccceveevvnenennn. L] Cancer o s DD Arthritis. e e L]
(Hips, Knees, etc) Radiation Treatment.........c.ceuuu..... DD Recent Weight LOSS......ccccvcveiveereereceieeee e DD
SErOKE...vviteceeece e 00 Sleep Apnea/CPAP........cccovvvurenen. 0] Hepatitis/Jaundice.......coeuereeeceeriee e O]
Liver DiSease.....cceevvvveecerneneenienreneerenneennd (] U] Kidney Disease

LeuKemMIi@....ccviveee et L1 Take Blood Thinner........ccccoeeveueanee DDif yes, please list

Authorization and Release

I have read and understand the above information. The above questions have been accurately answered. | understand that providing
incorrect information can be dangerous to my health. | request and authorize the dentist and/or dental staff to perform necessary
dental services which are deemed advisable.

X Date:
(Patient Signature)

Minor/Child Consent

| , the parent/guardian of , request and authorize the dentist
and/or dental staff to perform necessary dental services which are deemed advisable.

Date:

(Signature of Parent/Guardian)

RDH Initials/Date



Patient Dental History

P
(e}

Yes

1. Do your gums bleed while brushing or flosSiNg?..........ueiviiiii oo e (]

2. Are your teeth sensitive 10 hot / COIA? ..ot v et r e er bbb ]

3. Are your teeth Sensitive t0 SWEET / SOUIP.......iviiiiiiieieie ettt ettt sae et see e be e L]

4. Do you feel pain in any of YoUr tEETNT.......coi et e e erae e e aree e ]

5. Do you have any sores or lumps in or near your MOUth?..........ccooiiiiiiriiiiiieeee e ]

6. Do you have any head, neck, or Jaw iNJUIIES?.........ccocuiieieciiie et et U]
7. Have you ever experienced any of the following problems in your jaw?

= TR oL ol 14 = OO U TSRS

b. pain (joint, ar, Side Of FACE).......ooi i ettt e

C. difficulty in OPENING OF ClOSING....cviieie ettt et et e e et et ee e saesaeseanes

d. diffiCUulty IN CHEWING .coeeiee e e s

8. Do you have frequent headaChes? ...t st e r s et st st eaens

9. Do you clench or grind yoUr tEETNP......co.ii i e s
10. Do you bite your lips or cheeks frequUeNTlY?........ccocviiieeiiiii e e et
11. Have you had any difficult extractions in the past?.........ccoceeeieiniiniiin e
12. Have you had any orthodontic (braces) treatment?..........cocvieeeiiiie e e
13. Have you ever had any prolonged bleeding following extractions?.........ccccccevvvcieiiiieiriieenencneennnn
14. Have you ever had instruction on the correct method of brushing your teeth?................cc.........
15. Have you ever had instruction on the care of BUMS?........coiiiiiiiiiiiie e

OOoOoOooooguobo oogogd

Ooddooodgoooo

16. Do you frequently have dry MOUtN?.........ccuiiiiiic e e e
17. How many times a day do you brush your teeth? floss?

Women Only Yes No
A. Are you pregnant or think YOU are Pregnant?.........ccceceerieieereeseesie e seeseeesteeeeesesssesssesssesseesssseesseessesssened 00O
LS NI o TU I o 10T Y] o = USRI I
C. Are you taking birth CONTrol PIllS? .....ocoeeeieiie ittt st e st es e ereeseses seeseesessessesenean nes L]0

STOP HERE BELOW FOR OFFICE USE ONLY

Medical History Update:

Has there been any change in your health since your last dental appointment. L] Yes (] No

If yes, please list?

Are you taking any new medications? [Yes [No If yes, please list

Patient Signature Date Dr. Initials RDH Initials



