New Image General Dentistry

Name: Date:
Birthdate:

How did you hear about us? Please check which applies.
o Billboard
C Brandon’s best

0 O 0 0 0o ©o o

Clipper
English TV commercial
Friend: Name

Internet search
Spanish TV commercial
Valpak

Website

ZocDoc




DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION M DENTAL INSURANCE

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name tnsurance Co.
Last Name
Group #
First Name ~ Middle Initial

Is patient covered by additional insurance? [JYes (I No

Address Subscriber's Name
E-mail Birthdate S64
City Relationship to Patient
State Zip Insurance Co.
Sex (M [JF Age Group #
Birthdate - ASSIGNMENT AND RELEASE
, . . I certify that I, andfor my dependent 5), have insurance coverage with
] Married L] wWidowed [ Single [ Minor y v dep ( :
and assign directly to
[ Separated {1 Divorced 7] Partnered for years Name of insurance Company{ies)
Fatient Employer/School Dr. all insurance benefits, if
i any, otherwise payable o me for services rendered. | understand that | am
Occupaticn financially responsible for alf charges whether or not paid by insurance. | authorize

the use of my signature on ali insurance submissions.
Empioyer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Cornpany(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Empioyer/Schoo! Phone { } benefits or the benefits payable for related services. This consent will end when
my current freatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate ) Signature of Patient, Parent, Guardian or Personal Representative

S5#

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 CiYes {1No Mouth breathing (OYes [[INo

Chew on one side of mouth [1Yes [JNo Mouth pain, brushing PYes [INo
Cigarette, pipe, or cigar smoking []Yes [JNo  Orthodontic treatment [OYes ONo

Former Dentist Clicking or popping jaw [J¥es []No Pain around ear OYes []No

City/State Dry mouth [JYes [JNo Periodontal treatment [OYes ONo

Date of last dental visit Fingernail b.mng OYes [ONo SenSftfv!ty to cold [(IYes [INo
Food collection between the teeth [ Yes [J No Sensitivity to heat dYes [[INec

Date of last dental X-rays Foreign objects OYes [JNo Sensitvity to sweats OYes []No

Place & mark on “yes” or “no” to indicate if you Grinding teeth [dYes [NiNo Sensiivity when biting [I¥es INo

have had any of the following: Gums swollen ar tender OYes [ONo Sores or growths in your mouth [dYes [MNo

Bad breath [IYes [ No Jaw pain or tiredness [IYes M No How often do you floss?

Bleeding gums flYes [INo Lip orcheek biting [dYes [ No

Blisters on lips or mouth [dYes []No Loose testh or broken fillings [JYes [INo How often do you brush?
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HEALTH HISTORY

Fhysicians Name

Date of last visit

Have you ever used & bisphosphonate medication? Cormmon brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. [JYes [JNo

Have you aver taken any of the group of drugs collectively referred to as “fen-phen?”

These include combinations of lenimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [JYes [ No
Place a mark an “yes" or “no” to indicate if you have had any of the following:
AIDS/HIV OYes [JNo Epi!epsy CYes [INo Respiratory Disease OYes [INo
Anemia CiYes [ No Fainting or dizziness ClYes [JNo Rheumatic Fever OYes [INo
Arthritis, Rheumatism ClYes [JNo Glaucoma OYes [ No Scarlet Fever 1Yes [INo
Artificial Heart Valves CYes [ No Headaches MYes [INo Shortness of Breath [Oves [INo
Artificial Joints [(OYes [ ]No Heart Murmur [lYes [JNo Sinus Trouble [iYes [No
Asthma [IYes [ No Heart Probiems [Yes [JNo Skin Rash OYes [INo
Back Problems [(iYes [ No Hepatitis Type [JYes [JNo Special Diet [Yes [INo
Bleeding abnormaily, with [IYes [INao Herpes [(Yes [No Stroke {1Yes []No

exiractions or surgery High Blood Pressure [IYes MNo Swollen Feet or Ankles [OYes [T No
Blood Disease [JYes [INo Jaundice Yes O No Swollen Neck Giands OYes [INo
Cancer ‘ LlYes [TNo Jaw Pain CIYes [ No Thyroid Problems CIYes [ Mo
Chemical Dependency OYes [INo Kidney Disease CYes []No Tonsillitis OYes [ No
Chemetherapy OYes [JNo Liver Disease OYes [ No Tuberculosis CYes [ 1No
Circulatory Problems LYes [INo Low Blood Pressure CIYes [JNo Tumor or growth on head or  [JYes []No
Congenital Heart Lesions [dYes CINo Mitral Valve Prolapse ClYes [JNo neck
Cortisone Treatments (dYes [ Na Nervous Problems OYes [No Ulcer COYes [No
Cough, persistent or bloody [ Yes I No Pacemaker ClYes [INo Venefreal Disease [COYes [ No
Diabstes 1Yes [JNo Psychiatric Care [IYes [JNo Weight Loss, unexplained flYes (No
Empnysema (dYes TINo Radiation Treatment TYes [JNo
Do you wear contact lenses? [JVYes O nNe
Women:

Are you pregnant? CJYes [[] No Due date Are you nursing? [JYes [ No

Taking birth control pills? [JYes [J No ’

L MEDICATIONS ALLERGIES

List any medications you are currently taking and the correlating {1 Aspirin 1 Local Anesthstic
diagnosis:
(] Barbiturates (Slesping pills) [ Peniciilin
[ Gedeine ] Sulfa
Pharmacy Name L1 lodine 1 Other
Phone ( ) [ Latex
‘ UPDATES (Yo be filled in at future appointments)
. Has there been any change in your health since your last dental appoiniment? [JYes [JNo
For what conditions?
Are you taking any new medications? If so, what?
Patient’s Signature, Date
Doctor's Signature Date
Has there been any change in your health since your last dental appointment? [ ] Yes [J No
For what conditions?
Are you taking any new medications? if so, what? —
Patient’s Signature Date
Doctar's Signature Date




NEW IMAGE GENERAL DENTISTRY

Patient Financial Agreement

New Image General Dentistry requires all patients to make financial arrangements with us before we

1)

2)

3

4)

5)

6}

7)

8)

9)

provide treatment.

I understand that full payment is due at the time of service for myself and party for whom |
am financially responsible.

I understand that it is solely my responsibility to confirm which treatments or procedure are
covered and/or paid by my insurance (including, but not limited to, any applicable exclusions,
deductibles, annual or lifetime maximums).

I understand that as a courtesy, New Image General Dentistry will attempt to verify my
insurance coverage from information that | provide and will file two claims per appointment.
1 am required to pay in full, before treatment is performed, the estimated portion of any
procedure or treatment that will not be covered by my insurance.

| understand that insurance claims will only be filed if 1 provide New Image General Dentistry
with my social security and insurance identification numbers (if applicable). If I choose not to
provide New Image General Dentistry with my social security nhumber, | understand that |
must pay in full for all éervices rendered. It is New Image General Dentistry’s policy to require
social security numberéj and a copy of a government-issue picture identification (driver’s
license) for record keeping purposes even though that may not be the policy of my insurance
carrier. '

I understand that although | pay my estimated patient balance on the date of service, the
insurance estimate may differ from what my insurance carrier ultimately pays. | will be
responsible for any amounts not paid by my insurance for any reason, and | may receive a
bill/statement for a balance due which will be immediately payable upan receipt.

I understand that all account balances over 30 days will incur an interest charge at the
maximum legal rate allowed.

I'understand that | will be charged the maximum service charge allowed by law for any
returned check, electronic authorization or any debit provided to New Image General
Dentistry.

I understand that [ must inform New Image General Dentistry, in writing, of any concerns,
questions or disputes | may have concerning my treatment or charges in a timely manner but
no more than 30 days from either the completion of the procedure or awareness of dispute.

I understand that if | fail to pay my account upon it becoming due, New Image General
Dentistry may report my account to credit rating bureaus or to a collection agency and/or take
legal action against me for full payment, including but not limited to all related reasonable
attorney’s fees, collection and/or court costs.




10) 1 understand that New Image General Dentistry charges $50.00 or the amount allowed by
insurance, for a broken or cancelled appointment unless 24 hours advance notice is given.
This fee is subject ta change without notice.

11} 1 understand that it is my responsibility to immediately notify New Image General Dentistry of
any changes to my address, phone number, work contact information, work status, insurance
changes, etc..

12) 1 authorize payment of the dental benefits otherwise payable to me directly to the below
named dental entity. | further authorize New Image General Dentistry to deposit checks
recelved on my account when made payable in my name.

13) I understand that if | discontinue treatment for a requested procedure, including but not
limited to, partials, dentures, crowns, bridgework and surgical preparatory work, | remain
responsible for paying all Iab related costs for materials and services that were incurred
before I discontinued treatment and | may receive a bill/statement for 3 balance due.

14) REFUND of PRODUCTS: | understand that New Image General Dentistry’s return policy for
unopened or unused non-prescription products is thirty (30) days from the date of purchase.
Non-prescription products include, but are not limited to, toothbrushes, or other non-
prescription merchandise. By law, prescription products cannot be returned which include
but not limited to, whitening products, toothpastes or mouthwash.

! have thoroughly read, understand and agree to the above terms and conditions.

Print Name Date

Signature of Patient (or authorized guardian)

I, authorized guardian, relationship to patient

We no longer accept secondary insurance. Please inform
office staff of any changes to insurance!



Your Rights
The following is a statement of your rights with respect to your protected health information.

You have the right to inspect and €opy your protected health information. Under federal law, however, you
may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable

anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health
information that is subject to law and prohibits access to protected heaith information. :

Your physician is not required to agree to a restriction that you may request. If the physician believes it is in your
best interest to permit use and disclosure of your protected health information, your protected health information
will not be restricted. You then have the right to use another Healtheare Professional.

Xou have the risht to r uest to receive confidential communications from ps b alternative means or at an

alternative location. You have a right to obtain a paper copy_of this notice from us, upon request, even if
you have agreed to accept this notice alternatively, i.e. electronically.

You may have the right to have vour physician amend vour protected health information. If we deny your
request for amendment, you have a right to file a statement of disagreement with us and we may prepare a rebuttal

to your statement and will provide you with a copy of any such rebutta),

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information. ‘

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then
have the right to object or withdraw as provided in this notice.

Complaints

You may complain to the Secretary of Health and Human Services or us if you believe your privacy rights have
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint, We

will not retaliate against vou for filing a complaint,

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information, If you have any objections to this form, please ask
to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Your signature below is an acknowledgement that you have received this Notice of our Privacy Practices.

Print Name: Signature: Date:




