(PLEASE PRINT)

Dental Insurance

Patient Informaticn

Date _ Who is responsible for this account?

SS/HIC/PatientiD# Relationshipto Patient

Patient Name _ Insurance Co.

Last Name
LR i e ot s o eme oo s o
First Name e e o Is patient covered by additional insurance? [ 1Yes [ ]No
Address __ SubscribersName
E-mail. e 2 R A
City s Relationship to Patient o
State _________Zp_ Insurance Co. o B N
Sex [IM []F Age s Group # ___ -
Birthdate i i ASSIGNMENT AND RELEASE
[T Meriad [] Widowed E]Sing[e [ Minor I certify that I, and/or my dependent(s), have insurance coverage with
S S s e e e o - HiTiE GESIOH GiTECIVAG
[ 1 Separated [] Divorced [JPartneredfor __ years Name of Insurance Company(ies)
Patient Employer/School Dr._ __ allinsurance benefits, if

. any, otherwise payable to me for services rendered. I understand that | am
Qccupation_ . e R financially responsible for ail 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 heailth 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 benefils
Employer/Schocl Phone () or the benefits payable for related services. This consent will end when my current
ireatment plan is completed or one year from the date signed below.

Spouse’s Nams

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representatve

Spouse’s Employer

~ Date Relationship to Patient

Whom may we thank for referring you?

Phone Numbers

Home () Work ( ). .~~~ Ext_____ AtPhone( . )

Spouse’sWork () ~  Besttime and place to reach you _ o
IN CASE OF EMERGENCY, CONTACT (Specify somecne who does not live in your household.)

Name Relationship R } g e ey

Phone ( ) _ R ORISR .= = 0 ]c! - SN RO S Y

Reasonforfoday'svisit __ _ _ _  Buming sensation on tongue [[TYes [INo Mouth breathing [IYes [INo
Chew on one side of mouth [[JYes []No Mouth pain, brushing [JYes []No
- "~ Cigarette, pipe, or cigar smoking []Yes [1No Orthodontic treatment [lYes [INo
FormerDentist _______  Clicking or popping jaw [C1Yes []No Pain around ear [OYes [INo
City/State - ] Dry mouth [JYes []No Periodontal treatment [JYes [INo
- DS ot lastdamarvigt,______Fingamalditing [Pie= [ jho Senstiokyioeolk [-Yes [INo
Food collection between the teeth []Yes [ ]No Sensitivity to heat [Yes [INo
Date of last dental X-rays s Foreign objects [lYes []No Sensitivity to sweets [IYes [INo
Place a mark on “yes” or “no” to indicate if you Grinding teeth [TYes [1No Sensitivity when biting CYes {]No
have had any of the following: Gums swollen or tender [[JYes []No Sores or growths in your mouth [ JYes [ ]No
Bad .breath [IYes [1No Jaw pain or tiredness COYes [INo o oftendo you floss?
Bleeding gums [TYes [INo Lip or cheek biting [TYes [No
Blisters on lips or mouth [JYes [I]No Loose teeth or broken fillings [lYes [INo Howoftendoyoubrush?

~ Dental Registration and History -
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Health History

1

Physician'sName _____ - 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 (dexfenfluraming). [ 1Yes [1No

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

AIDS/HIV [lYes [[JNo  Epilepsy [JYes [INoc  Respiratory Disease [lYes [INo
Anemia [dYes [dNo  Fainting or dizziness [1Yes [(JNo  Rheumatic Fever [1lYes [INo
Arthritis, Rheumnatism [IYes [1No  Glaucoma [IYes [[INo  Scarlet Fever [OYes [INo
Ariificial Heart Valves [IYes [INo Heddaches [JYes [INo Shortness of Breath [JYes []No
Artificial Joints [1Yes [INo  Heart Murmur [IYes [INo  Sinus Trouble [[JYes []No
Asthma [1Yes [[]No  Heart Problems [JYes [[INo  Skin Rash [1Yes [INo
Back Problems [JYes [[INo HepatitisType [IYes [JNo  Special Diet [dYes [INe
Bleeding abnormally, with Herpes [IYes [INo  Stroke [[Yes []No

extractions or surgery [CYes [JNo  High Blood Pressure [(Yes [[INo  Swollen Feet or Ankles [1Yes [JNo
Blood Disease [[IYes [JNo Jaundice [OYes [JNo  Swollen Neck Glands [1Yes [JNo
Cancer [(TYes [[INo  Jaw Pain [OYes [INo  Thyroid Problems [IYes INo
Chemical Dependency [lYes [No Kidney Disease [JYes {INo  Tonsillitis [JYes [1No
Chemotherapy [IYes [INo Liver Disease [[JYes [INo  Tuberculosis [IYes [INo
Circulatory Problems [(JYes [INo Low Blood Pressure [dYes [[JNo  Tumor or growth on head
Congenital Heart Lesions [1Yes [JNo Mitral Vaive Prolapse [IYes [INo  Orneck LlYes [INo
Cortisone Treatments [IYes [INo Nervous Problems [OYes [INo  UYicer [CIYes [JNo
Cough, persistent or bloody [OYes [INo Pacemaker [IYes [INo Venereal Disease OYes [INo
Diabetes [1Yes [INo Psychiatric Care [IYes [INo  Weight Loss, unexplained [dYes [INo
Emphysema [JYes [JNo Radiation Treatment [IYes [INo
Do you wear contact lenses? TJYes [INo
Women:

Are you pregnant? [ I1Yes [ ]No Buedas,.. . . . . Are you nursing? [ ]Yes [ ]No

Taking birth control pills? [ JYes [ ] No

Medications Allergis

List any medications you are currently taking and the correlating [1 Aspirin [] Local Anesthetic

diagnosis:
[ ] Barbiturates (Sieeping pilis) ] Penicillin
ininibuliniil o [7] Codeine 7] Sulfa
Pharmacy Name o S [ lodine [JCther___
Phone( ) ‘ I [] Latex S

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

For what conditions?

Are you taking any new medications?  Ifso, 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 INo

For what conditions?

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

Patient's Signature

Doctor’s Signature L ____ Date




New Patient HIPAA Consent

HIPAA—Notice of Privacy Practice Acknowledgement

HIPAA is a federal law developed to give individuals the right to request restrictions on the use and/or
disclosure of their Protected Health Information (PHI). Also, the individual is provided the right to
request confidential communication of PHI that may be made by alternative means of correspondence.

The purpose of the Notice of Privacy Practice form is to acknowledge receipt explain how Better
Dental/Better Smiles may use or disclose your PHI. The notice, also, explains the rights that you are
guaranteed under HIPAA regulations. All information provided on this form is part of your PHI and will
never be shared with a 3™ party, without your written consent or a court-ordered subpoena.

Patient Name: ___ Patient DOB:

Please provide us the best phone number to contact you:

Home: ( )

Cell: ( )
On the number provided, may we leave detailed information regarding your appointments, billing
matters and/or medical information? Yes No
Would you like to be notified of appointments via text messaging? Yes No

There may come a time when we have to send you documents/paperwork. If so, would you like this sent
to your email address? Yes * No
*If yes, please provide email address: @ .com

Please list the person(s) you give us permission to disclose your PHI to:

Name: Relationship:
Name: Relationship:
Name: Relationship:

By signing below, | hereby acknowledge receipt of Better Dental/Better Smiles” Notice of Privacy
Practice. | understand the purpose of this notice and agree to allow Better Dental/Better Smiles to relay
detailed messages regarding my appointment(s), billing matters and/or PHI to myself or the persons
listed above.

Signature of Responsible Party: ** Date:

**You have the right to refuse to sign this document and, in so doing, your information will not be given
out at anytime, to anyone, without a signed release form.



Better Dental

Financial Responsibility Form

Thank you for choosing Better Dental for your dental care. Our goal is to provide the finest dentistry
possible. We know, at times, the costs of dentistry can run a little higher than expected.

If you have insurance, we will make every attempt to provide you with the most accurate fee
estimate, according to the information provided by your insurance company. As a courtesy, we will bill
your insurance company for covered services and ask only of you the estimated co-insurance fee(s)
and/or deductible(s). Though we may be in-network with your insurance company, ultimately it is your
responsibility to pay for services rendered. Any portion of the “allowed/approved amount” that is
unpaid by your insurance will be your responsibility, unless otherwise written on a signed treatment
plan. We, generally, allow 45 days for your insurance company to pay the claim(s). If they do not pay
within the first 60 days, your account may become delinquent and you will be responsible for paying the
account or getting the insurance company to do so.

If you do not have insurance, we will do our best to help you proceed with treatment. In an effort to
ease your worry, we would like you to know we accept the following forms of payment for services
rendered:

Most major credit cards (Amex, Discover, MasterCard & Visa)
Personal Checks

Cash

CareCredit (financing through Synchrony Bank)

If your dental services require multiple visits, we will spread your costs over those visits. However, full
payment must be made by the final service date. If we make an agreement to pay that extends farther
than the final treatment date, you will be responsible for making the agreed upon payments by the
agreed upon date(s). Otherwise, your account will immediately be considered delinquent and sent over
to our collection agency. You will be responsible to pay reasonable collection fees, attorney fees and
court costs incurred in the collection of your overdue account.

Signature Date

Signature Date



