SCO"ITSDALE 13910 N. FRaANK LLoyDp WRIGHT BLvD. STE. 110 ScoTTspALE, AZ 85260
FAM'EI/DENTAL O 480.551.5141  F 480.551.5110

PATIENT INFORMATION (CONFIDENTIAL)

Name: Date:
Last First MI
Preferred Name: [OMale [JFemale
Address: City: State: Zip:
SSN: Birthdate:
Home Phone: Work Phone:
Cell Phone: E-Mail Address:
Employer: Occupation:

Marital Status: [1Single [1Married [JDivorced []Widowed []Separated []Domestic Partner
Whom may we thank for referring you?

Person to contact in case of emergency: Phone:

RESPONSIBLE PARTY

Name of person responsible for this account: Relationship:

Home Phone: Work Phone:

INSURANCE - PRIMARY

Subscriber Name: Subscriber SSN/ID:
Subscriber DOB: Relationship to Patient:
Subscriber Employer: Phone:

Insurance Company Name:

Insurance Company Address:

Insurance Company Phone: Group Number:

INSURANCE - SECONDARY

Subscriber Name: Subscriber SSN/ID:
Subscriber DOB: Relationship to Patient:
Subscriber Employer: Phone:

Insurance Company Name:

Insurance Company Address:

Insurance Company Phone: Group Number:

X

Signature of Patient or Parent/Guardian if Minor




PATIENT’S DENTAL HISTORY

PATIENT’'S NAME

—

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

LIS YOUR DRINKING WATER FLUORIDATED

DATE OF BIRTH

REASON FOR THIS VISIT

WHEN WAS YOUR LAST DENTAL VISIT

WHAT WAS DONE THEN

HOW OFTEN DO YOU BRUSH YOUR TEETH

HOW OFTEN DO YOU FLOSS YOUR TEETH

-

YES NO

DO YOUR GUMS BLEED WHILE BRUSHING

ORFLOSSING. .. ... i O O
ARE YOUR TEETH SENSITIVE TO HOT OR COLD

LIQUIDS/FOODS . . . ... oo O O
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR

LIQUIDS/FOODS . . . .. .o O 04
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . . . .. o 0O
DO YOU HAVE ANY SORES OR LUMPS IN OR

NEARYOURMOUTH . ... .................. O 0O
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES [ O

HAVE YOU EVER EXPERIENCED ANY OF THE
FOLLOWING PROBLEMS IN YOUR JAW?

CLICRING . . - cscamsome momans s e mese s s O U
PAIN (JOINT, EAR, SIDEOFFACE) ............ O [
DIFFICULTY IN OPENING OR CLOSING . . . . .. .. ] O
DIFFICULTY INCHEWING . ................. L] L]
DO YOU HAVE FREQUENT HEADACHES . . ... . ... O ]
DO YOU CLENCH OR GRIND YOUR TEETH. . . . . .. O OJ

YES NO

DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY [ O
HAVE YOU NOTICED ANY LOOSENING OF

YOUBTEETH . . . ...ocvvicmsasissnenins syms O O
DOES FOOD TEND TO BECOME CAUGHT

BETWEENYOURTEETH ... ................. OJ (]
HAVE YOU EVER HAD PERIODONTAL

TREATMENT(GUMS) . . .. .. ... i O ]
EVER WORN A BITE PLATE OR OTHER APPLIANCE. . [] O
HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS

INTHEPAST . . .. .. .. U D
HAVE YOU EVER HAD ANY PROLONGED BLEEDING

FOLLOWING EXTRACTIONS . . . .. ............ O O
DO YOU WEAR DENTURES OR PARTIALS . ....... O O

IF YES, DATE OF PLACEMENT
HAVE YOU EVER RECEIVED ORAL HYGIENE

INSTRUCTIONS REGARDING THE CARE OF

YOURTEETHANDGUMS. ... ............... O O

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?

AUTHORIZATION AND RELEASE

| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOVE OQUESTIONS HAVE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENIAL CARE TO THIRD PARTY
PAYORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY

~

INSURANCE COMPANY TO PAY DIRECILY 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 OF PATIENT OR PARENT/GUARDIAN IF MINOR

ITEM 07-0515775/27011 Paiterson Office Supplies 800 637

DOCTOR'S COMMENTS




PATIENT'S MEDICAL HI'STORY° °
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 IMPORTANI

gJEgﬁgﬁ;IONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING

YES NO YES NO)
1. AREYOUINGOODHEALTH. ............. .. O [0 12.HAVE YOU EVER TAKEN FEN-PHEN/REDUX . . . .. O O
2. HAVE THERE BEEN ANY CHANGES IN YOUR 13.HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
! GENERAL HEALTH WITHIN THE PAST YEAR . . . . . U ] ACTONEL OR ANY CANCER MEDICATIONS
3. DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES . . .. ....... O 0O
4. PHYSICIAN'S NAME 14. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
338‘;%52 = LEVITRA IN THE LAST 24 HOURS . .. ......... % S
. 15.DO YOU USETOBACCO. . . . ..o oo
7. ARE YOU NOW UNDER THE CARE OF A 16.DO YOU OR HAVE YOU USED CONTROLLED
i :’{HJE'C(')AN ---------------------------- O O SUBSTANCES. . .+ .o o oo oo O
' SGRGI: A‘i 3&'&?&%&%%%&36’;‘1&%@? 5 [ 7.ARE YOU WEARING CONTACT LENSES ... .. .. O O
PLEASE EXPLAIN o 18.DO YOU HAVE A PERSISTENT COUGH OR THROAT
‘ CLEARING NOT ASSOCIATED WITH A KNOWN
7. ARE YOU TAKING ANY MEDICINE(S) ILLNESS (LASTING MORE THAN 3 WEEKS) . . . .. O 0O
INCLUDING NON-PRESCRIPTION MEDICINE ... (1 [J  !9-DO YOU HAVE ANY DISEASE, CONDITION OR
IF YES, WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK
I SHOULD KNOW ABOUT . . . . ..o .. O O
8. HAVE YOU HAD ANY ABNORMAL BLEEDING ... [0 [ [WOMEN ONLY:

9. DOYOUBRUISE EASILY. . . ... ... O 0O ARE YOU PREGNANT OR THINK YOU MAYBE PREGNANT .. [0 [
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION [ ] AREYOUNURSING . . . o o ] ]
| 11.HAVE YOU HAD A RECENT WEIGHT LOSS. . .. .. U O ARE YOU TAKING BIRTH CONTROLPILLS . . . ... ... ... O []‘

YES NO YES NO)

ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKINRASH. . . ........... ... ..... ] O
REACTIONS TO: FAINTING OR DIZZY SPELLS . ................ O O
LOCAL ANESTHETICS LIKE NOVOCAINE . . . ... ... O O DIABETES . . . ..o ettt O O
PENICILLIN OR OTHER ANTIBIOTICS . . ... ....... O 04 AIDS ORHIVINFECTION . .. ..o, O 0O
SULFADRUGS . . .. . oo OJ O THYROIDPROBLEMS . . ... ... O O
BARBITURATES, SEDATIVES OR SLEEPING PILLS ... [0 [J ALLERGIES . . . . o oot O Od
ASPIRIN . . O O ARTHRITIS OR RHEUMATISM . . .. ............. O O
IODINE . . oo e O O JOINT REPLACEMENT OR IMPLANT . ........... O O
ANY METALS (E.G., NICKEL, MERCURY, ETC)) . . . .. O 0O STOMACHULCER . .....oooveeeeaann .. O Od
LATEX/RUBBER. . . . ... OJ O KIDNEYTROUBLE. .. ..., O O
OTHER (PLEASE LIST) TUBERCULOSIS . . ..o oo O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH . .............. .. ..., 1 UJ
FOLLOWING: COUGH THAT PRODUCES BLOOD.. . .. .. ....... O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [J [ CHEMOTHERAPY (CANCER, LEUKEMIA) . . . . . . .. O O
SCARLETFEVER. . .. ... o et OJ O SEXUALLY TRANSMITTED DISEASE . . ... . ... .. .. O 0
HEART DEFECT OR HEART MURMUR. . . ... ... ... O O EPILEPSYORSEIZURES . . . .. .. ...\t O O
HEART TROUBLE, HEART ATTACK, ORANGINA ... O [ ANEMIA ..o O O
CHESTPAIN. .. oot O] O GLAUCOMA . o o oo o m 0
SHORTNESSOFBREATH . .. . ... ..o, OJ ] NERVOUSNESS . ... ] ]
PACEMAKER . ... ot OJ O TONSILLITIS . . oo 0 0
HEART SURGERY . . . . oo oo O 0O TUMORS. . . oot oo O O
HIGH/LOW BLOOD PRESSURE .. .............. O] U MENTALHEALTHCARE . . . o oo 0 0
CONGENITAL HEART PROBLEM. . . . ............ O O BACKPROBLEMS. . . ..o oo 0 0
SWELLING OF FEET, ANKLES, HANDS . . ......... O O CHEMICAL DEPENDENCY . .. oo oo ] n
HEPATITIS, JAUNDICE OR LIVER DISEASE . . . ... .. l Il MITRAL VALVE PROLAPSE. . . . . oo 0 0
BOE.. . .. ooiins 526656 DRy 8 FRE E v g 0O CORTISONE TREATMENT ... ... ... ... ...... O O
SINUSTROUBLE . .. ..o\t O d COLD SORES/FEVERBLISTERS. . .. ... ......... O 0O
LUNG OR BREATHING PROBLEMS . ............ O 0O HYPOGLYCEMIA . ..o\ O O

| ASTHMA OR HAY FEVER. . . .. ... mnnnm O 0O EATING DISORDERS . . . .. ... ... ... O 0O

PATIENT’S NUMBER




SCO II /SDA]_4E 13910 N. Frank LLoyp WRIGHT BLvD. STE. 110 ScOTTSDALE, AZ 85260
FAMMENTAL O 480.551.5141  F 480.551.5110

/

NOTICE OF PRIVACY PRACTICE

Patient Acknowledgment of Receipt
The Healthcare Notice of Privacy Practices recognizes that patients have the Right to Privacy concerning their
personal health information. We make every effort to protect and preserve patient records in a manner that secures
this information.
By signing this acknowledgment:

You are only confirming that you understand the Privacy Practices of this office.

Name: Date:

Signature:

FINANCIAL POLICY

At Scottsdale Family Dental, our goal is to provide quality dentistry at a fair price and a healthy and happy
environment for all of our patients. We provide our services with honesty and integrity and expect the same from

those we serve.

A $25.00 charge will be made for all missed appointments that are not canceled or reschedules at least 24 hours
prior to the scheduled appointment time.

As a service to our patients, we submit dental claims to their insurance for payments. We ask that each patient pay
their deductible ang or estimated portion at the time of the service unless alternate arrangements have been made.
If for any reason, the insurance company does not pay the estimated amount, it becomes the patient share. Please
monitor insurance payments. Our payment options include Cash, Visa, MasterCard, American Express, and Care

Credit.

Our goal is to provide the best treatment possible for our patients and we charge the usual and customary rates in
our area. To do so, the patient is responsible for paying the balance in full regardless of the insurance company’s
determination of usual and customary rates.

I have read, understand, and agree to the above Financial Policy regarding my payments and insurance
obligations. I will notify Scottsdale Family Dental if any changes on insurance, address, or phone numbers

occur.

Name: Date:

Signature:




