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Thank you for selecting owr deatal healthonre tedm!

We will sivipe o provide you with the best possibil dewtal cure,

wW

Pattent Informatzon (CONFIDENTIAL)

To help us wreet ail your aental fealthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -

e will be happy fo help.

Prtient #

SSHISIN_

Date
hnma Home Phoxe Cell Phane
g slale! Zind
Address City Prow, P
E-Yelaf _ me Dirtlrdate
Cheek Avprupricte Box: L ainer L Single D Married ] Divorced L] Widowed L_..I Separated
Sgate/ Fuil Part
It Stoedenf, Nosne of Sclool [ Colleye Cifir Prog. Crime [ Time
Datient o DarentyGuardisn's Employer Witk Plone S
_ State/ 3
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Spuotse cr Pavent Guardipns Mame Employer Wk Pl
Whorn May We Thauk for Referring You!_ffou) Dr'd Vbic Find U527
Perani lo Covlact 1e Case of Barrpency FPhone
Responsible Party " </ 73 7 72
P y Relationahip

Weme of Person RespovsiBle for this Accownt te Paient
Address Ak Hame Phone
F=tdail i Cell Phowe
Dhiewrs License # Birfhdate Finarzial Inatttution
Empioger Work Phome S5 481N

|:| Yes D Mo

{z this Person Currently 2 Patient in our Office?

Far yonr eonmendance, we affer tha fallnaing metinds of veyresd, Plense cheok the option yor prefer, Seyenent in full of eack appointeent,

[ cast [ Personal Chack Credit Card (] VISA [ MasterCard [0 1 wwish fo discuess the office s payment policy.
f Refalinnship
M of Insgered {0 Patient
Birthdate a3 #5IN L e Digke Ernploved
Name of Emploger Lingomt ar Lowal # ol Pline
) Stk 2y
Address of Empleyer Uity Py, L
Insuranes Cn;:mr.ﬁuny i i il G}'Oil:j.r # PI:I?!'G.I,'.-"m #
Sfotef Ly
Ins Co. Address City Mrow, PG

Flere Much & yowr Decctible? Hoo Mueh Have You Liaed?

Meox, Auneal Benefit

DO YOLI HAVE ANY ADINTIONAL INSLIRANCE? [ ves [ Me [F¥ES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured By L S T

Rirthdate 555N Diate Erployied

Mo of Errloyer Lsiox o Lacal & ok Phowee
Stlef Za

Addreez of Employer City P, PL

Inaurance Company Group # Poltcy/ T #
Stater /:p.

fra, o, Address City Py, P

How Much s your Dhednctible? Homs Muich Huow Yone Uspd?

C¥oer Please

M. Aol Beefit




Patient Medical History

If wes, date af placement

15, Have you ever received oral hiygiene Instevctions
reyuarding the care of your beetk and gums!? ... ..
16, Dho o Bike your smile? o0 oo oo

Authorization and Release line fonrbteated vom ity 1 1

! oereify that [ have vead anad understand the above information fo the best of my knoswledge. The abowe queskions have been aconrately answered, ]
understand that providing mcorvect information can be dangerous to my Reallh. [ authorize the dentist to release any informtion Including the
d:’ag‘mmis and the records of any treatment or examination randered Lo me or w1y child during fhe period of such Denfal care to third party payors
andivr health proctitioners, 1 anthorize amd n:r{wr-:sf my insurARce company o pay divecily o the dentist or dewtal growp nsurance benefits
ntherwise wiyabls to me, 1 wnderstand that my dental insurance carvier miay pay less than the actual bill for sevvices, [ agree to be responsibls for
payment of all sevvices rendersd on wuy behaif or pry dependenis,
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Stgmatiere of patient (o parent if minor)

Pain (joind, ear, side ol face}? .. o o oL
Dhfficulty dn openingrorclosing? .o oo
Dhffieadty fn cheroing? o000 e [ ]

HEN

Physician Office Phang Diale of fast Exsm
Yes  No o 8 Are you allergic fo or have you had any reactions fo the fulloseing?
1. Are you wnder miedical breatmtend moe? L. L. 0 O Yes Mo
2. Hove you ever been hospitatized for any Local Anesthetics (e.g. Novacque) .............. ] [
surgical operation or serious flness wilkin the last 5 werrs? [ [ Penicillin or other Anfibiotics .. .......... ... = H
If yes, please explain Su.[,l‘a. P, -0 RPN S Y SN T
i Barbifirates ... oo v o vn oo e o Caoa, e e B |:|
3. Are you taking any medication(s) LR - coe e e T - 4
3 r 3 .
inch.?:;ng n::m%pre:;cripﬁun medicine? ... O Od Ef;:é” """"""""""""""""""" WENm
If yes, what medication(s) are you taking? Any Metals fe.g. wickel, mercury, ete) .. .... ... : ﬁ
et Kby | 4 35203840 51 0050 ;
4. Haoe you cver taken Fen-Phen/Bedux? . o o ... ]:| D Other (please [ist) i) I:l
5. Do you use tobacca? ... ... [0 O 1 Doyouhaoe g persistent cough or throat clearing not
& Chopone wee comtrolled substances? 00000000 O O 11 f:; :L;ieg;:f& @ knion iliness. flasting more i 3 werks)t O]
7 dre Wi Weariig crrtlac IE"“'SE!&? """"""""""" D D I‘?_.I :11'{- o PTE’S?‘?W-E oF Hﬂ'ﬁﬂ[ ot ”H{H j'm Prgs-’m”f'? D D
Bl Ave yow swrsineg? ... ..o H
8, Do yor hiree or feve you had any af the foltoioing? ol Are you baking aral conbracenfives? ... ... ..,
Yes No Yes No Yes No
High Blood Pressure ......... L O Hewrt Dissnse .. .......... @ L] ChesEBRie ... n
Heart Attack . ... .......... E L Cardine Pacemaker ........ L Easily Winded ... ....... o
Rhewrmatic Fever ... ... ... L | Heart Murmor ... | | Sfeoke ... oLl =
SwollenAnkles ... ... ..., [] | | ARG - nri it & oo e e - Hay Fever / Allerqies ... E o
Fainding / Seizures ... ...... E - Frewuwently Thred .. ... ... = TRBERtMEEE - TERTER e
Aathme ..o e L Anepria .. 050 e ; L] Radighian Therapy ... ... E .|
Lozo Blood Pressire ... ... .. [ Emphysema ... .. ..., L_| R A T Ll L
Epilepsy / Comvdsions ... .. [ || Camear .o e @ L Hecemt Weight Loss .00 L] :
LatRermiti v o vvmrve v wn i - Arthritis ..o e Liver Disease ... I: | |
Dhabetes ...l E | Joini Replacement or Implant . . || Heart Trouble . ............ 4 L]
Kidney Diseases 00000000 || Hepatitis [ Jaundice ... ... L] || Respiratory Problems .. ... .. =
AMDS or AV mfaction ..., [] L | Sexually Transmitted Dispase | H - Mitral Valve Prolapse ... ... ]
Thyroid Problese .. ... ..., |: L Stomgek Troubles / Wleers L. L. ) Cither L |
Patient Dental History
M of Previoms Dentist ona Location Dhate of Last Exam
Yes MNo Yes Mo
1. Do yonar gums bleed while brushing ov fTossing? ... ... ] B 8. Do you have frequent haadaches? . ............. [] E
2 Are your teeth sensitive to kot or cold Tiguidaffoods? ... ... [ ] 9, Do you elevch or grand your teeth? oL, [ ]
3. Are your feeth sensitioe to sweet ov sour Sovidstfoods? L 1), Do yous bite your Lips or cheeks frequently? ... ] [
4. Do you fesl pain bo amy of your fecth? oo ool 11, Hawe oie ever had any diffioult extractions
5 D you heoe ey soves o lumps oy near your mowdh? irthepast? oo e I
i, Haoe won hiad any head, meck or jewo tnjuries? o 0L 12, Howve you ever had any prolonged Weeding
7. Huwe you ever experienced any of the following follonsing extrackions? ... .. L. e
probiems in your jaw? T3, Howe you kol aay ovthodontic breabment? oL L. E =
Clicking? ... ... H 14, Doy woear devthures or partials? oL L
[
L]

Diactor's Contnrents

Sisrature _ Dale

FORM 12871 Hofets  TEWII Grs | 59Tl s 1 e 11an



& LZ LA otne

enta Lo r"J

Acknowledgement of Receipt of Notice of Privacy Practices

*You May Refuse to Sign This Acknowledgement*
THE PATIENT ABOVE AUTHORIZES HURSTBOURNE DENTAL CARE TO USE

AND DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE
WITH THE FOLLOWING:

SPECIFIC AUTHORIZATIONS

O [ give permission to Hurstbourne Dental Care to use rhy address, phone
number, e-mail address and clinical records to contact me to confirm
appointments, remind me about check-ups, and to send birthday/holiday
related cards.

O I give Hurstbourne Dental Care permission to leave a message about my
appointment on my answering machine.

O By signing this form you are giving Hurstbourne Dental Care
permission to use and disclose your protected health information in
accordance with the directives listed above.

I , have received a copy of this office’s
Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement
[0 An emergency situation prevented us from obtaining acknowledgement
O Other (Please Specify)




