PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANGE 2
SAST AN, i e . PRIMARY CARRIER:
PREFERS TO BE GALLED BY INSURANGE GOMPANY
PRS- 2\ | ADDRESS GROUPNO.
; APPONTMENT =N ¢y STATE -ZIP EMPLOYER NAME
ISFORYOU -
ST&HTHEF!E, ; HOME PHONE NO. FAX INSURED'S NAME
V } . CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT|
BIRTHDATE AGE MALE FEMALE INSURED'S .D. NO,
MARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. _
DATE INSURANCE COMPANY
; LAST NAME FIRST ML GROUP NO.

IFTHIS: -\, | ADDRESS - EMPLOYER NAME

 APROINTMENTIS, \w STATE 7P INSURED'S NAME

-FORYOURCHILD -

" STARTHERE .- /' [HOME PHONE NO. DATE OF BIRTH RELATIONSHIP 70 PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S 1.D. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.

IF YOQUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT.
NAME
RELATIONSHIP TC PATIENT SOCIAL SECURITY NO.
e . GETTINGTOKNOW YOU. -
IS ANOTHEH MEMBER OF YOUR FAMILY OR RELAT]VEA PATFENT
cITY STATE ZIP AT QUR OFFICE?
NAME: RELATIONSHIP:
PHONE NO.
YOU WERE REFERRED TO US BY
NOU. s
—— YOUR FORMER ADDRESS
NAME ‘
STATE zZIp
OCCUPATION ey
EMPLOVERS NAVE PERSON TO GONTACT FOR EMERGENCY
ADDRESS i PHONE NUMBER
PHONE NO. ADDRESS
VOUR SPOUSE; "+ i w7 cy STATE zP
NAME :
CLOSEST RELATIVE NOT LIVING WITH YOU
OCCHPATION
PHONE NUMBER
EMPLOYER'S NAME
ADDRESS
ADDRESS CITY
| PHONE NO. . FAXNO. Sl , SHE 2P
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MEDICAL HISTORY

Physician Date of Last Visit
Address . Phone _
Please circle Yas ar No {If Yes, please fill in delails)

Yes Ne Are you tsking any medicalion?
Yes Ne Are you allergic 16 any medication?
Yes Ne Do you have a history of 3 major illness?
Yes No Have you had any major aperations?
Yes HNo Hzve you ever been involved in a sefious accident?
Circle any of the medical condilions below that you have had or currenily have.

Abnormai bieedingHemophilia Diabetes HepatitisiLiver prablems Pneumonia

Anemia Dizziness Herpes Pralonged Bleeding
asthitis Epilepsy High Blood Pressure Radiation/Chemotherapy
Asthma ar Hayfever Gastrolntestinal Disorders HIV / Alds Rheumatic Fever

Bone Digsorders Heart Problems Kidney problems Tuberculosis

Congeniiat Heari Defecl Hear? Mumus Nervous Disorders Tumer ar Cancer

Are there any medical condilions we have not discussed that you feel we should be aware of?

DENTAL HISTORY

" Dentist : Date of fast visit
What conesins you most about your testh?

Yes Mo Ase you pressntly in any dental pain?
Yes No Have you ever experiencad any unfavorable reaclion fo dentising?
Yes Ne Have you ever lost or chipped any teeilh?
Yes o Have there been any injuries to facs, mouth or leelh?
Yes o is any part of your mouth sensitive to tempesature or pressure?
Yes Ne Do your gums bleed when you brush?
Yes No Do you have any type of thumb or longue habii?
Yas Mo Are you a moulh breather?
Yes Ne Have you ever seen an orihodontist? If yes, who and when?
Yes e Vhat is your atfitude toward receiving orthodontic realment?
Yes Mo Has anyone in yaur family received orthodentic (reaimeni?
How did they feel about the resull?
Yinat is your atlitude toward recaiving oritodentic reatment? :
¥as No Do your teeth or jaws ever feel uncomforiable when you swaks in the morning?
Yas Ne Are you aware of your jaw clicking or popping?
Yes No Are you aware of clenching your teeth during the day?
Yes No Have you sver beer fold that you grind your testh?
Yes  Ne Do vou have “tension” headaches?
Yes Mo Have you eves axperienced chronie ringing in your ears?
Yes Ne ii the paiient is under age 18, height of pareni2? Mom Dag
Yes Ne Are you aware that some appoiniments will be during schooliwork hours?
Fiease lisk some hebbies or intaresis
Female Palients oniy:
Yas Mo A2 you pregnant?
Yes No Fles mensiruation stared?

SENEFITS

Benefils of Qrihodentics:  Aesthetics, Health and Funciion. Orihodonlics is a service that i i ant i
appearance af the feeth, in the general function of the teeth, and in general dental healih, Tea!lir;:::i? aﬁg ;anmrggr;r;f‘:geg;e
body part anu can fail to respond to treatment. If goad oral fhyglenz is not practiced, tooth decay and enlarged gums ¢an sesulzg

Signature; ) Date:
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CONSENT FOR TREATMENT

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other diagnostic
aids deemed appropriate by doctor to make a thorough diagnosis of (name patient)
denial needs. ',

2. Upon such diagnosis, | authorize doctor to perform ail recommended treatment mutually agreed upan by me
and to employ such assistance as required to provide proper care.

3. Tagree to the use of anesthetics, sedatives and other medication as necessary. | fully understand that using
anesthetic agents embodies certain risks. | understand that | can ask for a complete recital of any possible

complications.

4. I give consent to the doctor's or designated staff's use an disclosure of any oral, written or electronic health
records that are individually identifiable as mine for the purpose of carrying of my treatment, payment and
health care operations, I understand that only the minimum amount of information necessary to provide guality
care will be used or disclosed an that a notice fully outlining the protection of my personal health information is

available.

5. | agree to be responsible for payment of all services rendered on my behalf or my dependents. | understand
that payment is due at the time of service unless other arrangements have been made. In the event paymenis
are not received by agreed upon dates, | understand that a 1-1/2% late charge (18%APR may be added to my
account. If required, | also understand a check of my credit history may be made.

Signature: " ? Daie:

HIPAA CONSENT

[ understand that | have certain rights to privacy regarding my protected health information. These ﬁghts are given
to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). | understand that by signing
this consent | authorize you fo use and disclose my protected health information to carry out:

* Treatment (inciuding 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.

t have also been informed of and given the right to review and secure a copy of your Notice of Privacy Praciices,
which contains a more complete description of the uses and disclosures of my protected health information and my
rights under HIPAA_ | understand that you reserve the right fo change the terms of this notice from time o fime and
that | may contact you at any time to obtain the maost current copy of this notice.

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

I 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 Name
Signature
Relationship to Patient
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FINANCIAL AGREEMENT

Thank you for choosing us to provide you and your family dental care. We consider it an honor to have been
chosen by you to do so. Our philosophy in serving people is to be informative, honest, and forthright. Now here is
that more important than in the area of finances. This Financial Agreement is indicative of our respect for your right
to know ahead of time what our expectations are in the area of finances. If you have any questions or concerns
about our Financial Agreement please do not hesitate to ask our Office Manager.

As a courtesy we will gladly file your claims and accept assignment of dental insurance benefits provided you
agree to the following:

o You must provide us with an insurance card and all the information necessary to verify your
coverage and file your claim. Please remember: your insurance policy is a contract between you,
your employer and the insurance company. We are NOT a party fo that contract. Qur
refationship is with you and not your insurance company.

o Not all the services we provide are covered benefits. Benefits differ from one company to another.
Fees for non-covered services, along with deductibles and copayments are due on the date of

treatment.
= Any fees incurred attempting to collect payment (i.e. attorney fees), will be billed to the patient/guarantor.

e The parent or guardian accompanying the minor is responsible for full payment. In the case of
divorced or separated parents, the parent accompanying the child is responsible for payment,
without any exception. This office will not attempt to collect payment from a parent that is not
present in the office at that visit.

We understand temparary financial problems may affect timely payment of your balance. In those situations we
encourage you to communicate any such problems immediately so we may assist you in the management of your
account. Any fees incurred attempting to collect payment (i.e. attorney fees, collection fees, etc.) will be

billed to the patient/guarantor.

Patient/Guardian

Date

COMMUNICATION AGREEMENT

In an effort to accommaodate our patients we fry to communicate through phone, e-mail, and text. Communication purposes
of providing information regarding appointments, diagnosis, stc.

= | acknowledge that | may receive text messages and data rate charges from my cellular provider may apply.
o Please inform us whether other individual's associates with that cellular phone number may also receive aleris via text.

» | am aware that text messaging is not always a secure means of communication.

Patient/Guardian

Date
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