DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? [Yes [ No
Address Subscriber's Name
E-mail Birthdate SS#
City Relationship to Patient
State Zip Insurance Co.
Sex [IM [1F Age Group #
Birthdate ASSIGNMENT AND RELEASE
: : £ > | certify that I, and/or my dependent(s), have insurance coverage with
] Married [ Widowed [] Single [ Minor e -
: and assign directly to
[] Separated [] Divorced [] Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
: any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.
Employer/School Address
The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.
Spouse’s Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative
SS#
Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer
Whom may we thank for referring you? Date Relationship to Patient
PHONE NUMBERS
Phone ( ) Work ( ) Ext Cell ( )
Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone ( ) Work Phone ( )
DENTAL HISTORY
Reason for today’s visit Burning sensation on tongue [IYes [1No Mouth breathing [JYes []No
Chew on one side of mouth [IYes []No Mouth pain, brushing [JYes [ No
Cigarette, pipe, or cigar smoking []Yes []No Orthodontic treatment [JYes [ No
Former Dentist Clicking or popping jaw [JYes []No Pain around ear [JYes []No
City/State Dry mouth [1Yes []No Periodontal treatment [JYes []No
o Fingernail biting [[JYes []No Sensitivity to cold [JlYes [1No
Date of last dental visit - T
Food collection between the teeth []Yes [[]No  Sensitivity to heat [JYes []No
Date of last dental X-rays Foreign objects [JYes [JNo Sensitivity to sweets [JYes []No
Place a mark on “yes” or “no” to indicate if you Grinding teeth [IYes []No Sensitivity when biting [JYes [ No
have had any of the following: Gums swollen or tender [JYes [JNo Sores orgrowths in your mouth -[]Yes []No
Bad b.reath [JYes []No Jaw pain or tiredness [JYes []No How often do you floss?
Bleeding gums [[IYes [INo Lip orcheek biting [JYes []No
Blisters on lips or mouth [JYes [1No Loose teeth or broken fillings [JYes [1No How often do you brush?
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HEALTH HISTORY

Physician’s Name Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes [ No

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

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

AIDS/HIV [JYes [JNo Epilepsy [JYes []No Respiratory Disease [JYes []No
Anemia : [JYes []No Fainting or dizziness [JYes []No Rheumatic Fever [JYes []No
Arthritis, Rheumatism [JYes []No Glaucoma [1Yes []No Scarlet Fever [JYes [ No
Artificial Heart Valves [IYes [No Headaches [IYes [ No Shortness of Breath [JYes [ No
Artificial Joints [JYes [ No Heart Murmur [JYes []No Sinus Trouble [JYes [ No
Asthma [JYes []No Heart Problems [lYes []No Skin Rash [JYes []No
Back Problems [JYes []No Hepatitis Type [1Yes []No Special Diet [JYes []No
Bleeding abnormally, with [JYes []No Herpes [JYes []No Stroke [1Yes []No

extractions or surgery High Blood Pressure [JYes []No Swollen Feet or Ankles [lYes []No
Blood Disease [1Yes [1No Jaundice [Yes []No Swollen Neck Glands [lYes []No
Cancer [lYes []No Jaw Pain [1Yes []No Thyroid Problems [Yes []No
Chemical Dependency [lYes [1No Kidney Disease ClYes [INo Tonsillitis [JYes [No
Chemotherapy [IYes []No Liver Disease [IYes [ No Tuberculosis [1Yes [ No
Circulatory Problems [dYes [JNo Low Blood Pressure [1Yes [1No Tumor or growth on head or  []Yes []No
Congenital Heart Lesions [JYes []No Mitral Valve Prolapse [ClYes [No neck
Cortisone Treatments [IYes [1No Nervotis Problems ClYes [1No Ulcer [JYes [ No
Cough, persistent or bloody []Yes []No Pacemaker [Yes [No Venereal Disease [JYes []No
Diabetes [1Yes []No Psychiatric Care ClYes [No Weight Loss, unexplained [1Yes []No
Emphysema [JYes [JNo Radiation Treatment [JYes [No
Do you wear contact lenses? []Yes []No
Women:

Are you pregnant? []Yes []No Due date Are you nursing? []Yes []No

Taking birth control pills? []Yes [] No

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating ] Aspirin ] Local Anesthetic
diagnosis:
[[] Barbiturates (Sleeping pills) [] Penicillin
[] Codeine [[] Sulfa

Pharmacy Name [] lodine [ Other
Phone ( ) [] Latex

‘ UPDATES (To be filled in at future appointments)

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

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date
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Has there been any change in your health since your last dental appointment? []Yes [ No

For what conditions?

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

Patient’s Signature Date

Doctor’s Signature Date




CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

NAME: DATE OF BIRTH:

TO THE PATIENT: PLEASE READ THE FOLLOWING STATEMENT CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment,
payment activities and healthcare operations.

Notice of Privacy Practice: You have the right to read our Notice of Privacy Practice before you decide whether to sing this consent. Our Notice
provides a description of our treatment, payment and activities and healthcare operations, of the uses and disclosures we may make of your protected
health information, and of other important matters about your protected health information. A copy of our Notice accompanies this Consent. We
encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practice, we will issue
arevised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we
maintain. Copy of this Consent form is available upon request.

Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the contact person
listed above. Please understand that revocation of this consent will not affect any action we took in reliance on this Consent before we received your
revocation, and that we may decline to treat you or to continue to treat you if you revoke this Consent.

Individual Disclosure and Consents

15 , have had full opportunity to read and consider the consent of this Consent form and your Notice of Privacy
Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to
carry out treatment, payment activities and health care operations.

I , give Seven Corners Dental Care, permission to disclose information regarding treatment, accounts, and
medical history to the following individual whom may act as a personal representative, parent or guardian.

Name Relationship to Patient
(Initial)
Emailing X-rays
In Providing the best treatment for our patients, it might be necessary for us to email x-rays to another specialist or dentist.
I understand that x-rays might need to be emailed to another specialist and dentist. I give my permission for this service.
(Initial)

Preferred Contact Request

Text Message: Preferred Phone:

Email:

Disclosure: You have the right to request that we communicate with you about your appointment, billing and health information by a preferred
means of communication. If there are any changes, please make the request in writing. The request must specify the alternative means or location and
provide satisfactory explanation of how payments and transfer of documents will be handled under the alternative means or location you desire. If we
are unable to contact you using the information provided, we may contact you using the information provided in your medical history.

Signature: Print Name: Date:

If this consent is signed by a personal representative, parent-or guardian on behalf of the patient, complete the following:

Personal Representative’s Name: Relationship to Patient:

OFFICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy Practice, but was unable to do so as documented below:

Date: Initials Reason:




Office Policy

Dear Patient (s),

Seven Corners Dental Care and staff are committed to providing nothing short of excellent customer and dental

services. We strive to make every one of our patient’s experience as pleasant and timely as possible. We look forward to
serving all of your dental needs.

Please read the following and sign below. If you need clarification on any item, please do not hesitate to ask:

CONSENT: The Doctor is authorized to take all X-Rays, study models, photographs, or any other diagnostic aids
deemed appropriate by him/her to make a thorough diagnosis of the patient’s dental needs. Please be aware that
the use of anesthetic agents embodies a certain risk. Also be aware that you are responsible to inform the Doctor
on any changes to your personal or medical history, including new medications, new contact information, new
contact information, or insurance changes.

HEALTH INFORMATION: You must agree to disclose your medical history, including all allergies and
medications. When medical consultations are requested, it is important that they are completed and returned to
our office before further treatment is initiated. In addition, if you are pregnant, we must obtain consent from your
OB/GYN prior to treatment.

PAYMENTS AND FEES: Payment, including any deductible or co-payments, are expected at time of service.
There will be no exceptions unless other arrangements have been made prior to you receiving any services. We
offer In-house financing for major work. If a check is returned by the bank there is a $35.00 charge. If a patient
has an outstanding balance that is 120 days overdue and no payment arrangements have been made, the account
will be turned over to a collection agency. We reserve the right to hold the patient liable for any and all legal fees
in pursuing the funds that are due to the office.

INSURANCE: Please note that our office will extend the courtesy and make reasonable accommodations to
verify your insurance, submit claims on your behalf, and help you find answers to questions you may have
regarding your insurance policy. However, policies vary so much that it is impossible for our office to know every
detail about each policy. It is ultimately the patient’s responsibility to understand their own insurance coverage. In
the event that the patient’s insurance does not pay, or under pays, "the patient will be responsible for the unpaid
amount. If insurance coverage cannot be verified at the time services are rendered, patient can expect to pay out of
pocket for treatment. Payments made will be reimbursed once their insurance company has paid.

APPOINTMENT AND BROKEN APPOINTMENT FEES: Canceling or rescheduling appointment must be
made at least 24 hours in advance; we will reserve the right to charge each patient a $50.00 fee if the 24-hour
notice is not given. There is a $100.00 fee for weekend appointment if the 24-hour notice is not given. If you are
more than 15 minutes late for your appointment, we reserve the right to cancel it and/or ask you to reschedule. We
provide emergency care to all those patients in need and accept walk-in emergencies. Please call us as early in the
day as possible and be flexible with your time so that we can treat your problem promptly. As we do see
emergencies, please understand this can cause the doctor to run behind on his/her regular appointment schedule.
We strive to be on time and hope that you will be patient and understanding in order to accommodate you.

Imaging and Video: We want you to be aware that we do have video surveillance at SCDC for security
purposes.

By signing below, you have read and fully understood the office policy presented to you and agree to abide by the

guidelines set forth above.

Patient Signature Date

Signature of Parent/Guardian if patient is a minor Date




