PATIENT INFORMATION

First Nams; Ml Last; Nick Name:
Home Phone: Work Phone: Cell Phone:
DOB: QMalg Q Femals 8s8:
Address: City: State: Up:
Employer:
Stato ID/Driver's License #: E-mall Address:
Name of Physiclan: Physiclan Phone:
In case of Emergency Conlact: Rolationship; Phons;
How did you hsar ahout our office?
Patient Health History

Do you have a history of:

Yes No Yes No Yes No . Yes No
ALDSHIWWPositive Q Q Excessive Bloeding Q QO Jaundice Q Q Rosplratory Problems/isordars Q Q
Alcoholism Qo Epllapsy 0 0 Kidney Disease Q O Rheumalic Fever (= B u]
Allergles Q Q Glaucoma Qa Q Kidney Dialysls Q 0 Rheumatism a o
Ansmia 0 Q Hay fever Q0 Latex Sensitivily Q Q0 Scarlet Faver Q aQ
Arthritis Q aQ Head injuries Q 0 Lupus Q 0 Selzures/Fainting spslis Q o
Asthma 0O Q Haaring Impalred Q 0 Low Blood Pressure QQ 8inus Problams Q o
Blood Disease Qo Q Hearl Disease Q Q Malignancles a Q Stomach Ulcers u ]
Bone Disease Q0 Heart Valve, Murmur Q 0 Mitral Valve Prolapse 0 0 Stroke Q o
Cancer Q Q Hepatllis/LiverDiseass Q O Neck & Batk Problams a o Thyrold Disease Q0
Chemical Dependency Q Q Type(s) Nervous Problems/Disorders O Q Tuborculosis g o
Chast Paln 0 Q Hepalills Carrler Q aQ Pacemaker 0O Q Tumars or growths 0O Q
Clrculatory Problems O Q High Blood Pressure Q o Prosthetie Joints 0O Q Ulcers Q Q
Convulsions/Selazures Q Q Hip or Joint replacement Q@ Q Psychiatric Care a Q Venereal Disease g o
Dlabstes C Q HPV o a Radiation Treatment Q Q

Medical Questions

List any medicatlans you are taking lhcluding nonprescriplion drugs:

Do you have any digease/problem you think we should know sbout? Q YES Q No

Are you allergic lo any medicalions? QO YES QMNo I yes, please lisl below:

Are you [n gosd heafth? QYES DONo

Date of last medical exam;

Have you ever been hosplialized? QYES QNo If yss, whal was the problem

Have you had a transplant operation that has depressed your immuns system?

Have you had an allerglc reaction to Bananas?
Do you smoke or chow tobacco?

Have you had Heart Surgery?

Are you now under the care of an MD?

Are you taking or have you ever taken bisphosphonales?
{Fasamax or Actone! for osleagorosis, chemotharapy, elc)

QYES QNo
QYES QNo
QYES QNo
QYES QNo

QYES QNo

QYES QNo



Date:

Dr. Signature:

Date:

Reviewed by:

FOR WOMEN ONLY:
Are you taking birth contrel pllis? QO YES Q No

Are you pregnant? QYES QNo

Expesled delivery date;

NOYE: Antiblotics (such as peniciiiin) may alter the efisct of birth control pllis, Consul your physiclan/gynacologlst for assistance regarding additional methads of birth control,

Ase you nursing/broastieeding? QYES QNo

18 there a possibllity of pregnancy? QYES QMo

Dental History Information

0ale of last dental visit?

Name of your previous dentist

Reason for today's vish?

Have you ever had an oral cancer scresning? QYES QNo
How often do you floss your taeth?
Do your gums blsed when you brush? QYES QNo

Have you or a family member ever been treated for periodontal disease?
QYES
Have you ever had complicalions from an extraction? O YES

Have you ever had a popplnp or clicking near your ear when you chew?

QYES
Are you prone to frequant headaches? QYES
Do you grind or clench your testh? QYES

Do you have sares, blisters or swelling on your gums lips or chasks?
QYES

Have you ever had orthodontic lreatment? QYES

| cerlify thet | have read and understand the questions, above. | acknowledga that my quastions have been answered to my salisfaction.

QNo

QNo

ORNo

QNo

QNo

QNo

QNo

Do you srore? QYES QNo

Do you have problems with bad breath? QYES aQNo

Hava you ever had an allsrgie reatlions o a crown, metal filling or

dental appllanca? QYES QNo
Have you ever used en elestric toothbrugh? OYES QNo
Are your teath sensitive to hot, cold or pressure? QYES QNo

0n a scale from 1 to 10, with 10 balng the highest, how important Is your dental
health to you?

| 2 3 4 b 6 7 8 8 10

{f you could changs something about your smile what would It be:
Q Whiter
Q Straighter
Q Closs space
Qyraplace black mercury filling with 1ooth colored restoralions
Q rapair chippsd teeth
Q replace missing testh
Q less gums showlng
Q replace old crowns or caps that don't match

1 will not hold my dentist or

any other members of his/her staft responsible for any errars that § have made In the completion of this farm,

AdulYGuardian: | hereby cansent o the treatment indicated on my examination form, Including the use of any anasthatics, sedatives, or x-rays, as may bz deemsd

necessary by the doclor,
Patlent: Date:
Parent/Guardian (If patient Is a minor): Data;




PAYMENT ARRANGEMENT FORM

NAME OF PATIENT: (“patient”)

Payment Agreement:

| agree that | am responsible for all services rendered to the Patient and that payment Is due and payable to the Practice at the tims
services are rendered and that health, dental and accident insurance policies are an arrangement between my insurance carrier and me,
| agree to pay all deductibles and co-pays at the time of service (it | have dual Insurance coverags, my co-pay or daductible will be
based on the primary coverage). | understand that while the Practice will file claims with my insurance company on my behalf, | remain
responsible to the Practice for what is not paid by my insurance company. | also understand that if the Practice cannot verify insurance
benefits eligibility for me prior to treatment that | will pay in full for the services at the time they are rendered. | understand that the
Practice may charge: 1) a late fee if payment on my account is not received by the due date; 2) an amount equal to $35.00, but not to
exceed the maximum amount permitted by law for each returned check, and 3) a fee for each appointment that is missed/canceled
without at least 24 hours advance notice. | agree to the extent permitted by law, that if my account balance is referred to any agency or
attorney(s) for collection purposes, to pay reasonable attorney’s fees and any expenses or costs relating to the collection proceeding,
including court costs. | understand that if treatment or care Is Suspended at any tima by the patient, all fess for professional services
rendered will be immediately due and payable. |authorize payment directly to the Practice.

RESPONSIBLE PARTY:

Full Name: DOB: SSN#:

Street Address: City: State: Zip:
Home Phone: Work phons:

Employer Name:

INSURANCE INFORMATION:

Primary Insurange;

Primary Insurance Name: Address: Phong Number:

Name of Insured: Relationship: _____ 1D Number; Group Number:
Secondary Insurance:

Secondary Insurance Name: Address: Phone Number:

Name of Insured: Relationship: _______ID Number: Group Number:

I acknowledge having received a copy of the Practice’s Notice of Privacy Practices. | agree that a photocopy of this authorization is
as valid as the original.

ture of Responsible Party: Date:
Slgna ure % y: (to be signad evan if Patient Is also the Respansidls Party)




HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law, You ascertain that by your signature that you
have reviewed our notice before signing this consent,

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health

Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.

By signing this form, you consent (o our use and disclosure of your protecled healthcare information and potentially anonymous

usage in a publication, You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive,

By signing this form, I understand that:

Protected heslth information may be disclosed or used for treatment, payment, or healthcare operations,
The practice reserves the right to change the privacy policy as allowed by law.

The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.

The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by: -

(PRINT NAME PLEASE)
Signature: Date:
Witness: Date:




Appointment Policy

Our staff at Methuen Smiles is committed to providing the highest quality of dental care and
services for our patients. Dental procedures require preparation and planning. This includes
appropriate staffing, treatment room availability and material preparation at specific times
during our work day. We reserve specific time blocks in an attempt to meet patient schedules
and the urgency of the dental need. If you have made an appointment with us, that time has
been reserved exclusively for you and we have prepared in advance for your visit. Please be

advised of the following requirements:
* We require 48 hours’ notice for cancellation of a scheduled appointment

* A cancellation fee of $25.00 will be added for all missed or cancelled appointments

with less than 24 hours’ notice. Appointments longer than 60 minutes will result in a

higher fee

* If there are three missed or cancelled appointments without 24 hours’ notice
appointments in a year time frame, we reserve the right to not schedule any further

appointments or to require a deposit in order to schedule a future appointment.

* Family emergencies will be taken into consideration

Signature of patient (or responsible party) Date



