1D: Chart 1D

First Name:

Patient Is: Policy Holder

Responsible Party

totallydent

! FAMILY DENTIST

Responsible Party (if someone other than the patient)

First Mams:
Address:

City, State, Zip:
Home Phone:
Birth Date:

B Responsible Party is also a Policy Holder for Patient

Patient Informaticn
Address:
City:

Home Phone:
Sex: Male
Birth Date:

E-mail:

Section 2

Employment Status:
Student Stalus: Full Time

Medicaid |10
Employer ID:
Carrier 10:

Primary Insurance Information
MName of Insured:
Insured Soc. Sec:

Employer:
Address:
Address 2

City, State, Zip:
Rem. Benefits:

Secondary Insurance Information

Name of Insured:

Insured Soc., Sec:

Employer:
Address!

Address 2.

City, State. Zip:
Rem, Benefits:

Female

Full Time

.00

.00

PATIENT REGISTRATION
Last Mame: Middle Initial:
Preferred Name:
Last MName: Middle Initial:
Address 2.
Pager:
Work Phone: Ext: Cellular:
Soc Sec; Drivers Lic:

O Primary Insurance Folicy Holder ) Secondary Insurance Policy Holder

Address 2
State  Zip: Pager:
Work Phone: Ext: Cellular;
Marital Status: Married Single Divorced Separated Widowed
Age: Soc. Sec: Drivers Lic:
I would like to receive correspondences via e-mail,
Section 3
Referred By:
Part Time Retired ¥
Insur Group #:
Part Time Emergency Contact:
Pref. Dentist: Emergency Contact #:
Pref. Pharmacy:
Pref. Hyg.:
Relationship to Insured:  Self Spouse  Child Other
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State Zip:
Rem. Deduct: 00
Relationship to Insured: ~ Self Spouse  Child Other
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City State, Zip:
Rem. Deduct: 00



totallydental

YOUR FAMILY DENTIST
MEDICAL HISTORY
PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your enfire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician’s care now? Yes Mo If yes, please explain:

Hawve you ever been hospitalized or had a major operation?  © Yes No  If yes, please explain:

Have you ever had a serious head or neck injury? Yes Mo If yes, please explain:

Are you taking any medications, pills, or drugs? Yes Mo  If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? Yes Mo

Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates? Yo i

Are you on a special diet? Yes Mo
Do you use tobacco? Yes [+
Do you use controlled substances? Yes No
Women: Are you
PregnantTrying to get pregnant? . Yes Mo Taking oral contraceptives?  Yes  No Mursing? Yes Mo

Are you allergic to any of the following?

Aspirin Penicillin Codeing Local Anesthetics Acrylic Metal Latex Sulfa drugs

Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDSHIY Positive Yes No Cortisona Medicine ¥es Mo Hermaophilia - Mo Radiation Treatments Yes
Alzheimer's Disease Vs No | D[habetes Yes Mo Hepatitis A Yes Mo | Recent Weight Loss Yas
Anaphylaxis Yes Mo | Drug Addiction Yes Mo | Hepatitis Bor C Yes MNe | Renal Diatysis Yes
Anamia Yes No | Easily Winded s No Herpes Yies No | Rheumatic Fever Yeas
Angina Yes Mo | Emphysema Yes Mo | High Biood Pressure Yes Ne | Rheumatism Yes
Arthritis/Gout Yes No | Epilepsy or Seizures Yes No High Cholestaral Vs No | Scarlet Fever Yes
Artificial Heart Valve Yes No | Excessive Bleeding Yes Mo | Hives or Rash Yes Ne | Shingles Yes
Artificial Joint Yes Mo | Excessive Thirst Yes Mo Hypoalycamia Yes Mo | Sickle Cell Disease Yes
Asgthma Yes Mo | Fainting Spells/Dizziness Yes Mo | Irregular Heartbeat Yes Ne | Sinus Trouble Yes
Blood Diseasa Yes Mo | Frequent Cough Yes Mo Kidney FProblems Yes No | Spina Bifida Yes
Blood Transfusion Yes Mo | Frequent Darrhea Yes Mo | Leukemia Yes Mo | Stomachintestinal Disease Yes
Breathing Problem ¥es | | Mo | Frequent Headaches Yes Mo | Liver Disease Yes No | Stroke es
Bruise Easily Yes Mo | Genital Herpes Yes No | Low Blood Prassure Yes Mo | Swellkng of Limbs Yes
Cancer Yes | Mo | Glaucoma Yes Mo | Lung Disease Yes  WNo | Thyreid Disease Yes
Chemotherapy Yes | Mo | Hay Fever Yes | Mo | Miral Valve Prolapse Yes Mo | Tonsilitis Yes
Chest Pains Yes Mo | Heart Attack/Fadilure Yes | No | Osteoporosis Yes | | Ng | Tuberculosis i
Cold Sores/Fever Blisters  Yes | No | Heart Murmur Yes Mo | PaininJaw Joints Yeu () Mo | Fumoos of Growihs :”
Congenital Heart Disorder . Yes Mo | Heart Pacemaker Yes Mo | Parathyroid Disease Yes MNe Emal Disease ‘r:
Convulsions Yes No | Heart Trovble/Disease Yes Mo Psychiatric Care Yes Mo Yellow Jaundica Yas

Have you ever had any serious illness not listed above? Yes Mo

Ne
Mo
MNe
[+
Mo

Mo
Mo
Mo
No
Mo
Mo
Mo
Mo
Nao
Mo
Nao
Mo
Nao
No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, | understand that providing incorrect information can be
dangerous to my {or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, ar GUARDIAN DATE




totallydental

OFFICE POLICIES

Appointments:

Patients are seen by appointment. Your scheduled appointment time has been reserved specifically for
you. We kindly request a 24 hour notice if you need to cancel your appointment. A fee of $50 will be
charged to appointments cancelled within 24 hours of the scheduled time.

Office Visits:

Despite careful scheduling, emergencies can cause delays. We try very hard to stay on time. If your
appointment time is affected due to an unforeseen emergency, we’ll try to notify you. We know that your
time is valuable, too. You will receive the same quality dental care no matter how our schedule is
running.

Fees & Payment Options:

We base our fees on quality, expertise, time, and service. We ask you to pay at each visit, unless other
arrangements have been made in advance of your appointment. To make payment more convenient for
you, we accept cash, personal checks, debit cards, and all major credit cards.

Dental Insurance Policies:

We participate with many dental insurance companies. While your dental insurance policy is an
agreement between you and your insurance company, we will be happy to assist you in preparing and
sending the necessary claim forms to most insurances. Please remember that no insurance company
attempts to cover all dental costs. Because dental insurances vary greatly, we can only estimate your
coverage in good faith, but cannot guarantee coverage due to the complexity of insurance contracts. The
best way for you to know what your individual insurance may cover is for you to personally contact your
insurance company. Payment to our office remains your responsibility, regardless of how much your
insurance does or does not pay. As a service to our patients, we will bill insurance companies for services

and allow them 45 days to render payment. After 45 days, you are responsible for the entire balance, paid
in full.

| HAVE READ AND AGREE TO ABIDE BY THE POLICIES OF fﬂta”ydﬂl'ltﬂl.

Patient’s Signature Date

Patient’s Printed Name



totallydental

ACKNOWLEDGMENT OF HIPAA PRIVACY PRACTICES

1, , have been given the chance to read and review

fotallydental’s HIPAA Notice of Privacy Practices.

Signature Date

totallydental

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH
INFORMATION

[ authorize fotallvdental to release health information only if necessary for the course of my
treatment. This medical information may be used for medical treatment or consultation, or other
purposes. | understand that rotallydental will not at any time release my personal information
for any other reason other than to pursue dental treatment options by my choice.

I understand that I maintain the right to revoke this authorization, in writing, at any time.

Signature Date
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