DENTAL REGISTRATION AND HISTORY

—ﬂ PATIENT INFORMATION

Date

S&/HIC/Patient ID #

Patignt Name

2 DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
First N Middle Initial . . . — —
HiRame iodle Init 's patient covered by additional insurance? —Yes [ No
Address
Subscribers Name
E-mait
Birthdate 38#
City
Relationship to Patient
State Zip
Insurance Co.
Sex CM [F Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
i Married ™ Widowed iy Single 1 Minor I certify that |, and/or my dependent(s), have insurance coverage with
i ] and assign directly to
[] Separated [ Divorced _1Partnered for years Narme o Tnsurance Company (es)
Patient Employer/School Dr, all insurance benefits, if
Occupation any. otterwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | auvtharize
Employer/School Address the use of my signature on all insurance submissions.
The above-named dentist may use my health care information and may disclose
¥
such information 1o the above-named Insurance Companyfies) and their agents
for the purpose of abtaining payment for services and determining insurance
Employen’SchooI Phane ( } benelits or the benefits payable for related services. This consent will end when
Spouse’s Name my current treatment plan is completed or one year from the date sighed bslow.
Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
5%
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? _ _
Date Relatisnship to Patient
ME : PHONE NUMBERS
Home { 3 Work { ) Ext Cell Phone )

Spouse's Work { )

Name

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify somecne who does not live in your household.)

Relationship

Home Phone ( )

Wark Phone ( j

“4 % DENTAL HISTORY

Reason for today's visit

Former Dentist

Dry mouth
Fingernail biting

City/State

Date of last dental visit

Date of last dental X-rays Foreign cobjects

Grinding teeth

Place a mark on "yes” or "no” to indicate if you
have had any of the following:

Burning sensation on tongue
Chew on one side of mouth

Cigareite, pipe, or cigar smoking —1Yes i No
Clicking or popping jaw

Food collection between the teeth [JYes ' No

Gums swollen or tender

OYes [ONo Mouth breathing Yes [ No
CIYes [1No Mouth pain, brushing [Yes [JMNo
— Crthodontic treatment MiYes [ No

OYes [JNo Painaround ear OYes O No
(OYes [JNo Periodontal treatment [OYes [JNo
OYes [ No Sensitivity to cold [lYes [JNo
Sensitivity to heat [OYes ' No

OYes [JNo Sensitivity to sweets [OYes [JNo
[lYes [ No Sensitivity when biting ClYes [ No

OYes [ONo Soresor growths in your mouth [JYes {JNo

Bad breath (Yes EJ No  Jaw pain or tiredness OYes TINo o often do you floss?
Bleeding gums TiYes " No Lip or cheek biting _iYes T No
Blisters on lips or mouth L)Yes [IMo Loose teeth or broken fillings [IYes [JNo How often do you brush?
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:2 g HEALTH HISTORY

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred o as “fen-phen?” These include combinations of lonimin, Adipax, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux {dexfenfluramine). [JYes [ No

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

AIDS/HIV OYes [INo Epilepsy CdYes [JNo Respiratory Disease [Yes []No
Anemia OYes [INa Fainting or dizziness OYes [ No Rheumatic Fever O¥Yes [ No
Arthritis, Rheumatism OYes [JNo Glaucoma ClYes [ Ne Scarlet Fever OYes [JNo
Artificial Heart Valves OYes [ No Headaches OvYes [ No Shoriness of Breath [I¥es [OJNo
Artificial Joints Yes [} No Heart Murmur O¥es [{INo Sinus Troubie Yes [JNo
Asthma OYes O No Heart Problems CYes [ No Skin Rash OYes [JNo
Back Problems {OYes [ No Hepatitis Type [CYes INo Special Diet CYes [No
Bleeding abnormally, with MYes [JNo Herpes OYes []No Stroke (OYes [JNo
extractions or surgery High Blood Pressure ClYes T No Swollen Feet or Ankles OYes [ No
Blood Disease LiYes [INo Jaundice CYes [ No Swollen Neck Giands ClYes L ]No
Cancer EiYes [INo Jaw Pain [dYes [INo Thyroid Problems CYes 1No
Chemical Dependency LiYes [INo Kidney Disease 1Yes E1No Tonsillitis [IYes [INo
Chemotherapy (1Yes [1No Liver Disease [dYes [ No Tuberculosis CYes EiNo
Circulatory Prablems [iYes []No Low Blood Pressure CiYes [1No Tumor or growth on head or  [JYes [ No
Congenital Heart Lesions [Yes [JMNo Mitral Valve Prolapse MYes [ ]No neck
Cortisone Treatments flYes [ No Nervous Problems CIYes []No Ulcer [¥Yes [INo
Cough, persistent or bloody [ !Yes [ No Pacemaker CiYes []No Venereal Disease [d¥es [INo
Diabetes [OYes [No Psychiatric Gare (iYes []No Weight Loss, unexplained [OYes [ Ne
Ernphysema [iYes []No Radiation Treatment iYes [JNo

Do you wear contact lenses? [[JYes [JNo

Women:
Are you pregnant? [ Yes [JhNo Due date Are you nursing? [JYes [ No
Taking birth controf pills? [ 1Yes [ No
MEDICATIONS ALLERGIES
L_ist any medications you are currently taking and the correlating diagno- [] Aspirin ] Local Anesthatic
SIS: [ Barbiturates (Sleeping pilis) [ Penicillin
[ Codeine [ Sulfa
Pharmacy Name O lodine [ Other
Phone { ) ] Latex

R
! s , UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [1Yes [ Na

For what conditions?

Are you taking any new medications? If so, what?
Patient's Signature Date
Doctor's Signature Date

I L LR T T R R R R Y Y Y S Y Y

Has there been any change in your health since your last denta! appointment? []Yes [ No

For what conditions?

Are you taking any new medications? If s0, what?

Patient's Signature Date

Doctor's Signature Date




2104 EAST HENRIETTA ROAD
ROCHESTER, NEW YORK 14623

Z)a},”’g/i ,C[.Vl‘ﬂgﬁ'fom @.DS‘ TELEPHONE (G85) 334-8350
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GENERAL DENTISTRY

L. Payment is required at the time of service unless prior arrangements are made or insurance
benefits are assigned to our office.

2. We will need one insurance form per family complezely filled out and signed to allow benefits to
be assigned to our office. If there is any change in employment or insurance, we must have an
updated insurance form.

3. You will be responsible in full for any balances not covered or paid for by your insurance
company.

4. We cannot be responsible for any dispute of payment by the insurance company, as the contract is
between you and the insurance company. However, we will help with the claim in any way that
We Can.

5. Treatment under $200 must be paid at the time of the visit unless there is insurance coverage.

Minimum of a third must be paid at the initial visit for major procedures for ali for any treatment
over $200.00. All account balances must be paid within 30 days unless financial arrangements are
made with the receptionist.

6. There will be 2 $3.00 rebilling fee for all unpaid balances after 30 days. 30 days is defined as the
number of days afier treafment or the number of days after the insurance payment has been made.

7. Any account unpaid after ninety (90) days will be turned over (o our collection agency or attomey
and will be reported to various credit reporting agencies. You will be responsible for any legal,
collection, court, or attorney costs incurred in these cases.

8. In cases of divorce or separation, the parent or guardian signing this form is responsible for the
aceount for the minor patient.

9. If a scheduled appointment is not kept, or less than 24 hours notice is given for a cancellation,
your account may be charged in accordance with the time aliotted for the appointment.

10. If the bank returns a check, immediate payment by cash or money order is expected. A $15
service charge will be added to your account for any returned checks.

1. We acbept cash, money orders, checks, MasterCard, Visa and Discover as payment.

I HAVE READ EACH CGF THE ABOVE STATEMENTS AND UNDERSTAND AND AGREE TO THE
FINANCIAL POLICY OF THE OFFICE.

SIGNATURE OF RESPONSIBLE PARTY,

DATE
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GENERAL DENTISTRY

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name

Patient address

Patient phone numbers

| authorize the professional office of my dentist named above to release heaith information identifying me
under the following terms and conditions:

1. Detailed description of the information to be released: ALL OR Specific (e.g. appt

dates, treatment, fees, payments)

2. Towhom may the information be released [name(s) or class(es) of recipients):

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to
state "at the request of the individual" as the purpose, if desired by the individual);

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We};annot refuse to treat you
if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us a
written or faxed note telling us that your authorization is revoked.

When your health information is disclosed as provided in this authorization, the recipient often has no
legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as
he/she wishes. Sometimes, state or federal law changes this possibility.

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE
THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your refationship to the patient and
the source of your authority to sign this form:

Relationship to Patient Print Name

Source of Authority







