ﬂ PATIENT INFORMATION

:y

Today’s Date 4 KHJ A H] / /
DentalHome
Name #£4 Preferred =M 4 7
Mr. Mrs. Ms. Dr.  Last name # First 4 Middle 4
Birthdate 4 A SSN LAk / / Driver’s License # & FR5EAE
Address Ik
Street 4 Apartment # A # City i State & Zip Tl 5EHS
Phone FERHFRAS ( ) Cell FHERRRS ) Text ok?m] LB EME? [ Yes (I No
E-mail: FE-7- B {Hiki: @ Appt emails ok? ATLLEEBMRNAZHEFEBHNE? [ Yes [INo
Sex 5l oM%B OF& Marital Status (optional): [] Single & #Y [ Married E4& [ Other HAth
Name of Person Responsible for Account & ZHIE 5 A4 Relationship to Patient [5{%
Employer J& = Occupation L{E Work Phone TAEREFEEMS ( )
Work Address T-/EHitHE: City HiTfi State 44 Zip R
Referred by ##/ ARYE4 Relationship [#f%
Emergency Contact 7E /2GS A k4 Phone FEEHHRAE ( )

INSURANCE INFORMATION {R &5}

Insured’s Name A 4 % & A4 7 Ss# T EWERE / Birthdate H{Z: B
Subscriber's Employer Name and Address J& = ERE R ( )
Ins Co FRHRRRA T4 Group # B ( )

Secondary Insurance? /R %A HAMFRRER? O YesH ONo %A

OFFICE POLICIES: If you are unable to keep an appointment, please provide 48 hours advance notice so that the time may be given to another patient. We
understand that emergencies do arise; however, cancellations without 48 hour notice and broken appointment may result in a charge of $50.00.

I, the undersigned patient and / or insured, have been informed of the treatment, materials and associated fees. I, in requesting examination and treatment on myself or
my dependent, consent and authorize the release of all the information to any Health Service Plan or Insurance company I designate to Dentalhome Atlanta, P.C. I
hereby authorize and direct payment of the dental benefits directly to Dentalhome Atlanta, P.C. otherwise payable to me.

I hereby consent to the treatment indicated on my examination form, including the use of any anesthetics &/or x-rays, deemed necessary by the dentist. [ understand that
the total fee for dental services is my responsibility, regardless of what benefits I do or do not receive from my insurance company. I also understand that payment is

expected at the time of service, unless financial arrangements are made in advance; and that all overdue accounts may result in late fees and finance charges.

Patient’s or Legal Guardian’s Signature %44 Name (print) Date H i

DENTAL HISTORY H##%& %}

What type of dental care fRIBE: [ @7 Fl Routine 1 EZFF} Cosmetic (whitening, Invisalign, Smile design) 1 R EAS BRI T

Pain? fREER AYEMNE? [ Yes B [INoi#H  Last visit etk —IRaAN F 5 Last x-rays #c#% — WK HFF X

Why change &t BB FREZM? Former Dentist PARITH) FB&1E4 T RS ( )

Bleeding gums? /REY AP HEIMAE? [ Yes & [1No & TMJ pain? FRAVEEBHHI(EE T RN A AE? Yes & ONo &
Sugar? IR EHER S EH DHZ M9P%E LD Abx proph? HEHER . Bl IR LA HHTAERTE? [ Yes & ) No &
Want whiter teeth? fRERJE A FEIE? ) Yes & No & Improve your smile? {RAR A 1HEZF 05 2 OYes & ©ONof&
How often do you floss? /K EHE 2 HHH FHp 2k How often do you brush? R Kl F 421K 2

Types of toothbrush bristles? K FHAYFRIFIRITEER? [ Soft ¥ [ Medium %  [Hard f ) Don’t know ~%1E
Had any of the following FEEIE/REBAAH? ) Wisdom Teeth Surgery BEFF M 1 Braces FHIBIE 1 Gum FRFM ) Denture R
Grind? /REERIFEENS? [ Yes & I No & Problems with previous dental work? R EMERIFFRHAR A AME? 1 Yes A [ No %A



:y

DentalHome MEDICAL HISTORY E#E& B
Physician B&4:iE4, Phone FEEHTEME ( ) Fax {EHEENS ( )
Address #iik Date of last visit B & — K RLEE4E

Are you currently under the care of a physician due to an illness? fREL/EIR AR RBEAENS 2 OYes 5 [NoiBA

Are you taking any prescription/ over-the-counter or herbal supplement drugs? Please list each one: IRBIERZA R
AEATLE B iR7%E B #gE B Mk 2 [Yes H UNoidf MAA, FERW:

Please indicate with a check mark [ if you ever had taken any of the following: &2 1Z 1T FEAIRA AR EAILEY) -

U] Fosamax, Boniva, Actonel 5/E Fi 295 (175 % bisphosphonates) U Phen-Fen JHAEZE ? (H145 7 redux 8¢ pondilmin)
For women: % 201/ Are you taking birth control pills? /R J& 5 AR ke 22 45 2 0 Yes & [ No 75
Are you pregnant or nursing? {2 1E 22 s %L 2 ] Yes & [JNo &

Please indicate with a check mark M if you ever had any of the following: sf 2efEM I FI{E{a] R A5 18 6 95 B B8 e 114 7 -

[l Abnormal bleeding e LI Congenital Heart Defect [ Herpes/Fever Blisters LI Rheumatic / Scarlet Fever
HH I S RME LR * % | Bk JEE BN AEALEL
(] Alcohol/drug abuse T 7 Cortisone treatments 1] H) (] High Blood Pressure 1fn JBR 7] Seizures #5 1 ™
ks / 25 TR = (] Shingles #5 JIR K2
"1 Anemia 2111 7 Diabetes HERIF (*) T HIV+/ AIDS W R0 7 Sickle Cell Disease #t/k
(] Arthritis /Rheumatism [5] L Difficulty Breathing "I Hospitalized {:[E-LMT: AR
& / JRIRIR - A i "] Sinus Problems ¥ [ %8
U] Artificial heart valve A L. "/ Emphysema Jii SR [] Kidney Problems R e 1 Stroke H1JE
N LI Epilepsy }Eifﬂ“;ﬁ(*) ) [ Thyroid Problems AR R
T Artificial joints/ bones A " Fainting Spells ik " Liver Disease /T RiE
TR /B [l Frequent Headaches 7 Low Blood Pressure 15 IflL. (] Tobacco Use WY 8/ F
[] Asthma g%uﬁu% (*) U ﬁ’*‘féﬁﬁﬂ{g B S
(] Back problems 15 1o /& "I Glaucoma 75 JEHR 7 Infective endocarditis [J Tuberculosis (TB) i
5 ") Hay Fever {EI)IE AR OS] D ¥
") Blood transfusion % Ifi. - Heart Attack (] Mitral Valve Prolapse _ "] Uleers {8 5
[] Cancer/chemotherapy/radia LRI E St T (] Venereal Disease P47
tion therapy FEAE / LI ) Heart Murmur D E () Pacemaker /0L 25 [ Other £/t
/ BB E "] Heart Surgery /Ui F*

B L] Psychiatric Problems gt
) Coits K55 ) Hemophitia fl A% FepiE

L] Hepatitis RS

Are you allergic to any of the following? {/K ¥t L~ T{r] S48l s va 1 g g 2

") Aspirin [l =]PEAL 0] Jewelry EREE UJ Sulfa ffi%

[J Codeine AJ7# [l Latex gloves LB F£ U Tetracycline UER 35
[ Dental anesthetics 5 R EEH] [ Metals # B¢ $5 B¢ &% {1 Other H:A

U Erythromycin FLA#55 U Penicillin 35

The above information is accurate and complete to the best of knowledge. I will not hold my dentist or any member of his/her staff responsible for
any errors or omissions that I may have made in the completion of this form. I understand that it is my responsibility to inform this office of any
changes in my medical status.

WEAE BT A BEIE LR RS, R A AT S 3R DL B s, 5 i) S B A AT,

Patient’s Signature %<4 Name (print) Date H
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DentalHome

Our Financial Policy 16955 B R

ABOUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE
KT 55 AT BRI

BB TR RS IFEE - WIRLA S REETRE (IS TRk ER A T
VEREAT - T SRBIXEE H AR - TA TR R EEI R BRI BAT T (R BCR AR - (e
ARSI SRS T © FATRHEZ B E > SEMFTE EEZEAF - IO E A
BT o FANRRERH BB THI ORI R © (LRSS ERD A 8 BRI PRI AR A
BIGFVINEYER o RIAI0KRLL LB EERIRANER S 1 2555 TTHY B ARSI B
° AERATEATAS/ NI IEAIHIE I T > AIRESRELMLIZMECHUR DT - BAMRRE S

THRLHET % > FH BB SERIIRS A REVER R - B > G iRE]

L REVRIGRR - fREVE ERIRG AT Z RN & » Bl 2R —5
2. BAIVBRREEWOANNERZSEA BN SEEN - RIS 2R iE N E YRR IR

i o XAGEATFZAU.CRIEIE S (B0 50%5% 80%) BT, #E X yi@Ey » SR
FIEHR - «

3. AFEAREMTAREEE MR R EAT AT XSTHS LRI ESAE SR %
S Sz T B A O

4. IFIEFTA RS E AT SR FAVRERZE o —EERIG /A EIE B SRR M TR e IR S

5. TEBRAZHRIEIG/NTRA - BRI R ST HREURIE 25T « BORUEIEA 109k
ERARLER - AR R BRSO, DA Bh R E B MR 6 A S EER 2

Bl ldisaild > (EN TR IR IEREEE - ATV RASIRTAZIRRIG AT - ARG RIS E
BT A BteyfLaE - ERTE T AR M EEA RS 2 HHEERITUE » A TR IREIE I HIIV 55 n] 7
FTRE R RS P Y RN SZ A o AR BLEE SR R - Bl T O BB Z B 1 DR E H Ak
(IS o QIR BalE BAEEER - BOSERIRKSEEA EAAEENE - EREIE: - W3]
o IRE M T HEERIA 5 BUR

Signature S5 44 Date H if: / /
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DentalHome

Consent for Services [5| &R %

AL WAV A BHEE A G A X6, WF7eTR, WA LU EA ST e HA s Wihen T
B DR R R TR 2 1B

LIRSS FIINEAEPITOOT EREAFTE RS - FHRIETE (s S MBh DR At ey
Eakid

Fe[RIEAL LB IN( FHRRERFA - SRR TR EAN 2597 - 20 S BRI R 7R 2 ok — B RO XU © FRBT 3
A PABERHE Rl AT R Y H A #1758 BEHURLR

fefe > FEE ST MR R BT B IR AR TS - T RIS AR » FIERARH F RO Fri:
NEFERRACR G G N T RNAR ST HUE A Ik SR 0307 © FELRE IO AE AR 5 I [ EEARY » ZERARCR
FEZIE HIUE] - TR E FTRESAEM = tasin L5% AN (189%6FA1% )

ANFEXAN L A AZ WG » HS B A BTN A A A Wi et

/ /
Signature %44 Date H Relationship to patient 5 B &1 %

Acknowledgement of Receipt of Privacy Practices and HIPAA Statement ff i\ UL Z!| Fa AR FIART HIPAA FEH

He CMCRIEAL R B B AR A LUK Bt 6 HIPAA FIAEIA, Fifz4l Dentalhome @ Gwinnett
Place FrEAIE BEARE] © (WAREA N, BTATIILAS > EHERIZET)

Name #4: S5BENSF:
Name #4: S5BENS A
Name #4: 5BHENSHR:
Name #4: 5BHENSR:
/ / Signature 3% 4

Date H iffl Relationship to patient5 = 152 %
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DentalHome

ELECTRONIC COMMUNICATIONS CONSENT FORM
HFEMNEES
BORNRE P BFFos AR LS - PR - (EFSRAFAT I (8 A Frige BAy 1B (S AR S5 AE AV B ik s SR AN A FER
o REARIEZ AFE B HIHAY S 6 AR %0k 555 Dentalhome @ Gwinnett Place #7748 » FR[FIEXLE
Sl > FRRPEAE SRR AT o DU EE A T RE AN AR A S SRR SRR B TmIE

PO IR - RERBUCRIIE R AL 2t mraEEilie > TS EAREAYE RS IIEA A TSR
=HnE - REWLE > FK[FES Dentalhome @ Gwinnett Place f£ 7873 1 ##XUSATIE L T (X EER 55

FAGN » BT R @AS BN RS 0] DARER Y iR B Al S ma RS 3 TR RS %A AR
Wi, NEFEESCEE, T2 EE A AT a8 - Dentalhome @ Gwinnett Place L2 {14l Ff1 53X £b HIPPA A H T[S
(“Mkz5”) BT RBHTEE - FRRGA TAR > g e

YES /2L NO %% [ EMAIL & B bl @ .com

YES /& [0 NO ;&8 [ H=#4k : Facebook » Office [ ( Dentalhome @ Gwinnett Place Rt A8 fi 44 F
T 5 - kP SRRIRREE)

YES & [0 NO =& [0 VOICEMAIL iEZRLE : ( ) -
YES & [ NO:&ZH [  TEXT ofbLEERsg EnE: ( ) -

BROLEF SO EACEEARSS HEYIESLIN - RHEE F B R ) 5 (5 B Y B AR AL -
YES & [0 NO %A [0 APPOINTMENT/ RECALL REMINDERS fi£y/[al#kH2mE

YES 2 [] NO %% [] MEDICAL/DENTALINFORMATION EEf7/H (SR
YES & [] NO&&E [ ACCOUNT/INSURANCE/BILLING ik Fr/{i /it 27

Patient Name 4 : Date H#fl: _ / /

Patient Signature 354 Date Al: _ / /

Witness J{LiiE: Date Hifl: /[
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Appendix: Risks of Using Electronic Communications [{f3% : {85 ] B8 - 30({S Ay X

Dentalhome @ Gwinnett Place (hereafter “DH@GP") 5% FH & FRAY 7 200 i F IR &5 & i F il iy (=
BHZEERNIES ( RS EAMNERETFEEEEDTTEN) - HEF FFIXK > DH @ GP
ARECRIE T B (S Y222 R 2

B8 F F T (S THEBURE B 2 hm 85 =5 88 245 BRI MU
RUE A SRR BS JRORIP B S VAL 2 - HAFRESE 2R IPE R
JE EREL IR AT e A SV ERFIR & H IR B A H AR ey s T (.
BT (E FTRE SRR RS AT BN ARG - H R SUU A ST RN - LRI ZE 15 E
Rz CPD B RALE WP NYANRECVF AT » Tl (S I AR & - 8L (26 - P EE
4
AMEAE R A AR AR FEERIAZ S - WEN AR B EE el A
FELF- A5 TTARE IR 5 S5 B AR i & T DI R
1 FH i 4nSkype sk Face Time ¥ il 55 AU 2 1 AT AE EL ELA T A AT 2 DB 25 5 2 ek

If the email or text is used as an e-communication tool, the following are additional risks:

R H T IR BRSO P T8 (5 A > 7R ELT U

o TR RIS AR TR ARG » T SEESMIRAI AR
o FOTHBEE + e FIE 4 LT S R U T 25 5 D = B (A B 5 s
U AR BT B B R ST 78

Conditions of using the Services {5 [} 551951+

e DH @ GP *RFZ1A K i B AZ Y FE P (S HEH BN » {2 DH @ GP JoikPRAERTA T8 HED R
TEFFER RIANBFREIEZAOE o KRS T BT &S e At i (] e ST

o MR TiR(STHEESEE DH @ GP R, I AR AR BN RN ULEIEE - NE
TUEER DA E B frU i 2 SR T8(E > DA U A el [E 2

o AR ESE B EHIEEINSIGRGE - SHEFRERN B E2H] - BH TR
DH @ GP HJHEFil A FE I 22 HETEY

o ARUMIEBCETTIVHE TS TR 2 TEIEEE 3, TN BRI ILEIN—& 5y  HHAL R
IARVEAMA G (BIITIE N BFISEEAG ) aILA; [AEX s (R

e DH @ GP FIRER M TBEH AL TMEA RIS S TRIE A EII A G - DH @ GP 7]
RERME ] — W Uik 5 S0P A T98 - REEELPEEE > BiASNET
AW RGE =TT BRERERG  FRIEEERAEEE K



o (R ERNASY, (E[FES R DH @ GP &7 Lidinf ik 55 & AR AN (E B, « 0] DARERT
A PHEEA DH @ GP RIRINsE Laks, SRS FIEER S TaTT BIVsiE AR
IRER - EERMNEIT, XERFOERMIRTHRE  EEMEEEN

o HIT 5B e A HE A 55 R R A xR R » DH @ GP ATATHE R ER

Instructions for communication using the Services {5 [ 55/ T {EAVIE R

To communicate using the Services, you must: Z{EFH RS THE » 00 -

o & PRBR | sl o (o M e 32 sl oAt 55 = D7 i1+ EAL
o KIfiEHI DH @ GP FKALE It ABYHFERCRtE - FH1Sh e ik 55 T B E PR i HAL K (3 S AT
e

If the Services include email, instant messaging and/or text messaging, the following applies:

WIS S5 EFE R THR A - BINDREAECCATRE - MBS

o (EMHBMTETHEEE LA EEMIER (G0 ATT84T") DUEIHBIESCHRY A2
ga

o FEFTAH T - DAFARENENT, JF HAEL %25 DH @ GP Z AR HLET A FH A5 &

o ffiff DH @ GP 7E/8UEI>k 2 DH @ GP WJHL-F- BRI » Flaimnt o] & (5 BB nifF &k
“ELBEEER”

o CRINFFHE LA CRIF IS AL - GO R tr P R P R CriF i+ B LS

o (I FLT e TR FUFE 245 DH @GP

o IMRIESIENITL AT EINTED) » B AR ST S ECHECEAE - MR R,
Me%5 o M > AL ECE DH @ GP W73 2 BERAUHA G L HYH i » (105 m T hYy
o NE P avssigz A Bl

o BRULEHUEZSMYEAE SR+ (SCRMARTE R P ABIHI45)

BB - BT R AMS TP Ay XU - SRARTTE -

Patient Name Ih4: Date Hiff: _ /

Patient Signature #4: Date H#l: /[

Witness I{lifF: Date Hf#i: _ / /[




