HEALTH HISTORY & PATIENT INFORMATION

PATIENTS NAME Last First Middie init. SEX: M/F BIRTHDATE
ADDRESS PHONE:
If Patient is a Minor, give Parent’s or Guardian's Name _ TODAY'S DATE
PLEASE CIRCLE OR WRITE IN THE APPROPRIATE ANSWER Doctor Notes
1. Physician's Name
Address
Phone
2. Are you under 8 PhYSICIAN'S CAIE? ....cwuieerereeiimmmirisinms s ssscsstnss st ssissnisss s s e e sesysassesensssssss Yes No
Since when: Why?
3. When was your last complete physical exam?
Please tist:
4. Are you taking any medication? ......... revrereibeniheb bbb SRR e s et sr b eS LIRS O S b e s R e SRS P e e Rs et s s Yes No
Please list:
5. Are you allergic to any medications Or SUDSIANCES? ..........ceeeseereiemresssnnsinisssesenias Yes No
6. Do you have any other allergies? .........ceevverrecnisieeninicisinnens .. Yes No
7. Do you have any problems with penicillin, antibiotics, local anesthetics (Ntwocam) or
OthEr METICAHONST ...ooveeerenerrreeneerireresssnerensaessisstesmsesssssesss esssesbasssssssarasnsnserasansssbessisstsbisastasessasess Yes No
8. Are you sensitive to any metals or latex? ..... . . Yes No
9. Are you pregnant or SUSPect YOu Ay DBT ......vermiieec e Yes No
10. Do you take any birth controi medncations? ....... rreerresesresean s aerenens Yes No
11. Have you ever been treated for or been toid you might have a heart disease? ...........weieverernses Yes No
12. Do you have a pacemaker or an artificial heart vaive implant? . Yes No
13. Have you ever had rheumatic fever? .................... rrereessstsss s e ens Yes No
14. Are you aware of any heart MUMUIS? .........cceveeeninsnenrescnsses . Yes No
15. Do you have high or low blood pressure? ...........ceeewveveiennes rreereererraeeranneanaaces Yes No
16. Have you ever had a serious iliness or major SUIGBIY? wevvrevvessrssssessssmssessasesssmseesecssossissssasessssnsess Yes No
if so, explain
17. Have you ever had radiation treatment, chemotherapy for a tumor growth or other condition?....... Yes No
18. Do you have soreness, clicking or popping in YOUr jaw JOIN? ..........comeriemiriessasisseninnsssnscess Yes No
19. Do you have inflammatory diseases, such as arthritis or rheumatism? .................. Yes No
20. Do you have any artificial joINV/prosSthesisS? .........cceeientrenssesiciicnsis s eaes Yes No
21. Do you have any blood disorders, such as anemia, Ieukemla. hemophilia, B16.7 ....ccvrrrrensnieecans Yes No
22. Have you ever bled excessively after being cut or injured? . Yes No
23. Have you ever received a biood transfusion? ...........nees Yes No
24. Do you have stomach problems?........cevericemveieneniensesconensenn Yes No
25. Do you have any kidney problems? ........c.veceevcmimniensrenssenennes . Yes No
26. Do you have any liver probiems? ...... . Yes No
27. Are you a diabetic? ........ccceernnne. Yes No
28. DO you have aSthIMAa? .......cceeeiirieiicnssnsresss sttt semsessaasb s sr s Yes No
29. Do you or have you had any sexually transmitted diseases? ... Yes No
30. Are you HIV positive? ........c..ccue..e. - Yes No
31. DO YOU DAV AIDS? ...ovuiiiriiisensiersesrssst s asssssssssssssssssssssssssnsessassessenssebssrss s st s snasb s ssbsssess s s Yes No
32, Have you had or do you test positive for hepatitis? Yes No
33. Do you or have you had tuberculosis? .......... rerrererresarreresssssessbssae et s resrerraanaans Yes No
34. Do you smoke, chew, use snuff or any other forms of tobacco” ............................................. Yes No
35. Do you consume alCOhONC DEVEIagES? .........cveiinrnecininssensess ettt sttt sssisnsaes Yes No
36. Do you habitually use controlled SUDSIENCEST ........cvwmeeesssssessiminminisiminsisss s Yes No

37. is there anything else we should know about your health that we have not covered in this form? ... Yes No

If so, explain to dentists
*] hereby authorize trestment and the use of nitrous oxide, anesthesia, oral sedation and/or other medication necessary for dental treatment.

*The Parent or Guardian is required to remain in the Dental Center during their child’s dental treatment.
REVIEW OF HEALTH HISTORY
initial Visit

Patient's (parent) Signature Date: Reviewed By:

First Update
Any changss:

Patient's (parent) Signature Date: Reviewed By:

Second Update
Any changes:

Patient’s (parent) Signature Date: Reviewed By:

Third Update
Any changes:

Patient’s {parent) Signature Date: Reviewed By:



Dental history

What is the reason for your visit today?

How long has it been since your last dental visit?

Do you have discomfort at this time ?

Are your teeth sensitive to any of the following?
Heat Cold Pressure Sweets

Have there been any injuries to your mouth, teeth or face?

Do you gag easily?

Do your gums bleed easily?

Have you ever had periodontal disease?

Do you have clicking, popping or pain when opening & closing your mouth?

Have you been treated for TMJ symptoms?

Do you like the appearance of your teeth?

Is there anything else we should know about you or your health the we have not yet
covered in this form?

If so please explain:

Consent for treatment:

I herby authorize the doctor or designated staff to take x-rays, study models, and any other diagnostic aid
deemed appropriate to make a thorough diagnosis of my dental needs. Upon such diagnosis, I authorize the
doctor to perform all recommended treatment mutually agreed upon by me and to employ such assistance
as required to provide proper care. I agree to the use of anesthetics and fully understand that using
anesthetic agents embodies certain risks. I understand that I can ask for complete recital of possible
complications. Lastly, I agree to be responsible for payments for all services rendered on my behalf or my
dependants. I understand that payment is due at time of service.

Patient’s signature: Date:

Received by:

Patient’s name;

Guardian’s signature: Date:

Received by:



PATIENT INFORMATION

Full Name Date of Birth Age

SS# Name you would like to be called?

E-Mail Addresses

First primary

Home Address

City State Zip Code

Home Phone Work Phone Cell Phone

Gender: Male Female

Employer Spouse Employer

Emergency Contact Phone Relationship

Whom May We Thank for Referring You?

PRIMARY INSURANCE INFORMATION

Name of Insured Relationship to Patient

Date of Birth SS#

Employer Primary Insurance Carrier

Address City State Zip
Phone# ID# Group#

SECONDARY INSURANCE INFROMATION

Name of Insured Relationship to Patient

Date of Birth Employer

Secondary Insurance Carrier

Address City State Zip
Phone# ID# Group#
PLEASE NOTE

Our office bills individuals in the same household under one account. If you must have separate accounts
Please notify the front desk personnel. Payment is due upon receipt of services. As a courtesy to our
patients we will file private dental insurance claims. However, the co-payment and any deductibles
specified by your plan are due at the time of services. Please remember that you are ultimately responsible
for payment of the fees in this office. Payments may be made by cash, check, and visa/MasterCard

Signature of patient Date




FINANCIAL POLICIES

Thank you for choosing us as your dental care provider. We are committed to providing
the highest quality of dental care available to all of our patients. Our main concern is that
you receive the proper and optimal dental treatment necessary to restore your dental
health. Please read and sign our financial policy so that we can avoid any
misunderstandings regarding payment for services rendered. If you have any questions
or concerns about our policy, do not hesitate to ask our front office staff.

1. MISSED APPOINTMENTS: We require 2 BUSINESS DAYS notice for any
appointment changes. For any missed appointment or change without two
business days notice there will be a charge of $50 per appt hour.

Initials Witness Date

2. PAYMENT: Payment is due at the time of service. We accept cash, checks,
Master Card, Visa and Discover cards.

3. FILING INSURANCE CLAIMS: We process insurance claims as a courtesy to
our patients. We are unable to guarantee payment as the contract is between you
and your insurance company. We request the patient to pay their co-pay and any
deductibles at the time of service.

4. RESPONSIBILITY OF PAYMENT: Your insurance policy is a contract
between you, your employer and your insurance company. We are not a party to
that contract. Our relationship is with you, our patient, not the insurance
company. Therefore, all charges are ultimately the patient’s responsibility. Not
all services are a covered benefit in all contracts; each insurance company and
each contract is different. If your insurance company denies payment of a claim
for any reason, you must settle your account personally. If payment is ultimately
received from your insurance company after you have paid your bill, the
insurance payment will be refunded to you.

5. RETURNED CHECKS: Returned checks and balances older than 45 days may
be subject to additional collection fees and interest charges of 1.5% per month.

I understand that I am responsible for payment at the time of service. I further
understand that I am responsible for any and all payments that may be denied or
otherwise not paid by my insurance company.

Signature: Date:



HIPPA Notice of Privacy Practices

Saeid Badie, D.D.S.

1575 N. Swan Road, Suite 100
Tucson, Arizona 85712
(520) 325-3022

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

This notice or Privacy Practices describes how we may use and disclose your protected health information
(PHI) to carry out treatment, payment or health care operations (TOP) and for other purposes that are not
permitted or required by law. It also describes your rights to access and control your protected health
information. “Protected Health Information” is information about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental health
or condition and related health care services.

1.Uses and disclosures or Protected Health Information Uses and disclosures of Protected Health
Information. Your protected health information may be used and disclosed by your physician, our office
staff and others outside of our office that are involved in your care and treatment for the purpose of
providing health care services to you, to pay your health care bills, to support the operation of the
physician’s practice, and any other use required by law. -

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage
your health care and any related services. This includes the coordination or management of your health
care with a third party. For example, we would disclose your protected health information, as necessary,
to a home health agency that provides care to you. For example, your protected health information may be
provided to a physician to whom you have been referred to, to ensure that physician has the necessary
information to diagnose or treat you. ’

Payment: Your protected health information will be used, as needed, to obtain payment for your health
care services. For example, obtaining approval for a hospital stay may requires that your relevant
protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order
to support the business activities of your physician’s practice. These activities include, but are not limited
to, quality assessment activities, employee review activities, training or medical students, licensing and
conducting or arranging for other business activities. For example, we may disclose your protected health
information to medical school students that see patients at our office. In addition, we may use a sign-in
sheet at the registration desk where you will be asked to sign your name and indicate your physician. We
may also call you by name in the waiting room when your physician is ready to see you. We may use or
disclose your protected health information, as necessary, to contact you to remind you of your
appointment.

We may use or disclose your protected health information in the following situations without your
authorization. These situations include: as Required by Law, Public Health issues as required by law,
Communicable Diseases: Health Oversight: Abuse or Neglect; food and Drug Administration
requirements: legal Proceedings; Law enforcement: Coroners, Funeral Directors, and Organ Donation;



Research: Criminal Activity: Military Activity and National Security; Worker’s Compensation: Inmates:
required Uses and Disclosures: under the law, we must make disclosures to you and when required by the
Secretary of the Department of Health and Human services to investigate or determine our compliance
with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent,
Authorization or Opportunity to Object unless required by law.

You may revoke this authorization, at any time, in writing to the extent that your physician or the
physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights The following is a statement of your rights with respect to your protected health
information.

You have the right to inspect and copy your protected health information. Under federal law, you
can inspect or copy the following records, psychotherapy notes, information complied in reasonable
anticipation of or as civil, criminal, or administrative action or proceeding, and protected health
information that is subject to law that protects access to protected health information.

Your physician is not required to agree to a restriction that you may request, If physician believes it is in
your best interest to permit use and disclose of your protected health information, your protected health
information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by altering means or

at an alternative location. You have the right to obtain a paper copy of this netice from us, upon
request, even if you have agreed to this notice alternatively i.e. electronically.

You may have the right to have vour physician mend your protected health information. If we deny
your request for amendment, you have the right to file a statement of disagreement with us and we may

prepare a rebuttal to your statement and will provide you with a copy of such rebuttal.

You have the right to receive as accounting of certain disclosures we have made, if any, of your
protected health information.
We reserved the right to change the terms of this notice and will inform you by mail of any changes. You

then have the right to object or withdraw as provided in this notice.

Complaints You may complain to us or to the Secretary of Health Services if you believe your privacy
rights have been violated by us. You may file a complaint with us by notifying our privacy contact of

your complaint. We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice or our legal
duties and privacy practices with respect to protected health information. If you have any objections to
this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at out Main
Phone Number.

Signature below is only acknowledgement that you have received this Notice Or our Privacy Practices.

Print Name: Date:

Signature:
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