({PLEASE PRINT)

Who is respongible for this account?

SSMHIC/Patient 1D & Relatlonship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Wlddle TrTeal Is patient covered by additional insurance? [JYas [ Ng
Address . Subseribars Nama
E-mall Birthdate 85#
City Relationship to Patiant
State 7ip insurance Go.
Sex OOM [F Age Group #
Blithdeate ASRIGNMENT AND RELEASE
) | certity that |, andior my dependent(s), h [ ith
O Marrled . O Widowed O Single O Minor Y rmy dependani(s) heve Insurance coverage W
and agsign directly to
[ Separatad [ Divorcad O Partnared for yoars Name of Insurance Gompany(ies)
Fatient Employer/School Dr. all insurance beneflts, if
. any, otharwisa payable to me lor services randered. | undersiand that | am
Qeoupation financially respongible for all chargas whather or not pald by Insurance. | authorize

the uge of my signature on all insurancs submissiony.
Employer/School Addrass

The above-named dentist may use my health ears information and may disclosae
such infarmation to the above-nemed Insurance Company(ies) and their agenls lar
tha purpgga of obtalning payment for 2ervices and datarmining insurance banafite
Employer/School Phone ( } or the banelits payabla lor ralated services. This consent will end when my curranl
treatmant plan g complated or gna year from the data slgred batow,

Spouse’s Name

Birthdate . Bignature of Patient, Parant, Guardian or Parsonal Raprosantative

52

Plaase print name of Patiant, Parent, Guardlan or Personal Rapresentative
Spouae's Employer

Whom may we thgnk for ral'arrin_g you? Dats Helatlenship to Patlent
@D Phone Numbers

Home ( ) Wark ( ) Ext Alt. Phone ( }

Spouge's Work ( ) Bast fime and placa to reach you

IN CABE OF EMERGENCY, CONTACT (Speclfy someone who doea not live in your household.)

Name Ralatlonshlp

Phone (____) Alt. Phona ( )

Dental History

Reason for today's visit Burning sensation ontongue  [JYes [JNo  Mouth breathing OvYes [No
Chaw on one slde of mouth [OYes Mo Mouth pain, brushing OYes [JNo
_ Cigarette, pipe, or cigar smaking (JYes [ No  Orthodontic traatment OYes [ONo
Former Dentist Clicking or popping aw [IYes [JNo Fain around ear CYes [JNo
City/State Dry mouth OYes [JNo Perindontal irsatment ClYes [JNo
Fingarnail biling OYes [JNo Sensitivity to cold [I¥es [JMNo
| v
Data of last dental visit Food collection between the teeth [1Yes [JNo  Sensitivity to haat Cyes [ No
Data of last dental X-rays Foreign objects [OYes [QNc Sensitivity 1o cweets EYes [ No
Place a mark on “yas” or *no” ta indicate it you  Grinding taeth OYes [JMo Sensitivity when biting CYes CNo
have had any of tha following: (Gums swollen or tender [OYes [ONo Soras or growths in your mouth [JYes [ No
Bad breath OYes [INo Jaw pain or trednass OYes DINe Lo often do you flose?
Bleading gums (OYes [JNo Lip or cheek biting [ClYes [JNe
Blisters on lips or mouth OYes JNo Loose teeth or broken fillings [JYes [ONe How oftan do you brush?
Dental Registration and History
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((J Health History

Physiclan's Namae Data of last vist
Have you aver used a blaphosphonate medication? Common brand names ara Fosamax, Actonel, Atelvla, Didronel, Boniva. [TJYex [JNe

Have you ever taken any of the group of druge collectivaly referred to as “fen-phen?” These include combinations of lonlmin, Adipex, Fastin (brand
names of phantarmina), Pondimin (fanfluraming) and Radux (dexfenfluraming). (JYes [JMNo -

Place a mark on “yes” of “no” ko indicate if you have had any of the following:

AIDSHIV OYes COMo  Epilepay CYes [ONo  Respiratory Disaass OYes [JNo
Anemia . ((JYes [ No  Fainiing or dizziness OYes ONe  Rheurnatic Fever OYes O No
Arthritls, Rhaumatism OYese [ONo Glaucoma OYes O No  Scarlet Faver [JYas [No
Artificial Heart Valves [JYes Mo Headaches OYes [ No  Shortness of Broath OYea ONo
Artificlal Joints OYes O MNo  Heart Murmur Ovee Mo  Sinus Trouble OYes ONo
Asthma [OYes [JMo  Heart Problems CYes [ Mo  Skin Rash OYes [No
Back Problams COYes [ONo HepattleType . OYese COMNo  Special Diet OYes O No
Bleeding abnormally, with Herpes OYes ONo  Stroke OYes [JNo

extractions or surgery ClYes [CONc  High Blood Praszura OYes [ No  Swollen Feet or Ankles OYes [ONo
Blood Disease OYes ONe  Jaundica OYes Mo  Swollen Neck Glands ClYes O No
Cancer OYes ONo Jaw Pain CYez (OJNo  Thyrold Problems OYes [No
Chemical Depandancy ClYes CONo  Kidnay Disease OvYes CONo  Tonsillitis COYes [JNo
Chemotherapy [IYes [INo  Liver Disease OYes [ONo  Tuberculosis OYes [ No
Circulatory Problems OYes [JNo Low Blood Pressura OYas [ONo  Tumaor or growth on head
Conganital Heart Leslons Clves CINo  Mital Valva Protapse ClYes CINo  arneck OYes [1MNo
Cortisone Treatments OYes CJNo  Nervous Problams OYes [JNo Ulcer (J¥es [JNo
Cough, persistent or bloody ~ [1Yes [INo  Pacemaker COYes [(INo Venaraal Disease OYes [1No -
Diabetas OYes ONe  Psychiatric Care ClYes [QNo  Welght Loss, unexplained [JYes [JNo
Emphysama Cves [CJNe  Radlatlon Treatmant OYes [ONo -
Do you wear contact lenses? [JYes [JNo
Worman:

Ara you pregnant? []Yas [JMNo Due date Arg you rurging? C1¥es [ Na

Taking birth cantrol plils? (JYes [ No

Medications Allergies
Llat any medications you are currently taking and the corrélating | pirin [0 Local Anasthatic
dlagnosls: O Barbiturates {Sleeping pills) [ Paniciilin
[ Codaina [ Sulfa
Pharmacy Nama [ lodine [ Other
Phone ( ) ' 0 Latex

Q:J Updatex {To he filled in at futurc appointments)
N

Has thera baen any change In your health since your last dental appointment? (] Yes [ Na

For what conditiona?

Ara you taking any new medications? It e0, what?

Patlant’s Signatura : Date
Doctor's Slgnature Date
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Has thera keen any change In your health since your last dental appointment? [1Yes [INo

For what condlitions?

Are you taking any new medicalions? I so, what?
Patient’s Signature, Data
Doctor's Slgnature Date
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240 Lake Walton Road
Hopewell [or MY 12538

PATIENT HIPAA CONSENT FORM

[ understand that | have certain rights to privacy regarding my protected health
information. These rights are given o me under the Health (nsurance Portabulity and
Accountability Act of (996 (HIPAA), [ understand that by signing this consent [
authorize you to use and disclose my protected health information to carry vut:

s Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment):

= Obtaining payment from third party payers (e.g. my insurance company):

» The day-to-day healthcare operations of your practice.

[ have also been informed of and given the right to review and secure a copy of your
Notice of Privacy Pratices, which containg a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA.. 1 understand
that you reserve the right to change the terms of this notice from time to time and that [ .
may contact you at amy time to obtain the most current copy of this notice.

[ undergtand that [ have the right to request restrictions on how my protected health
information is used and disclosed to carty out treatment, payment end health care
operations, but that you are not required to agree to these requested testrictions.
However, if you do agree, you are then bound to comply with this restriction.

[ understand that | may revoke this consent, in writing, at any time. However. any use or
disclosure that occurred prior to the date [ revoke this consent is not affected,

Signed this _ day of 20

Print Patient Mame

Signature

Relationghip to Patient
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