Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
Jfill out this form completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help.

Patient #

. . SS#/SIN
Patient Information coxrpential
Name Birthdate Home Phone 3
Address City Isjgaoae/ ZPlpé ]
Email Cell Phone
Check Appropriate Box: [IMinor (JSingle [Married [ Divorced [ Widowed [ Separagetccil S
If Student, Name of School/College City Prov.
Patient or Parent/Guardian’s Employer Work Phone s
Business Address City grtg‘t’e/ ZPI%

Spouse or Parent/Guardian’s Name Employer Work Phone

Full Part
UTime O Time

Whom may we thank for referring you?

Person to contact in case of emergency Phone

RESpOHSible P art.y Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate________ Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office?  [JYes ~ [INo

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ Cash U Personal Check Credit Card LJVISA [ MasterCard [ I wish to discuss the office’s payment policy.

. U Discover [J
Insurance Information —" =" i

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#___________ Work Phone :

_ gate/ %l%/
Address of Employer City oV, 2C:
Insurance Company Group# Policy/ID# ‘

tate/ /

Ins. Co. Address City grgv.e %}pC
How much is your deductible? How much have youused?_____ Max. annudl benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? U Yes U No IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient

Birthdate SS#/SIN Date Employed

Name of Employer UnionorLocal#___________ Work Phone

Address of Employer City Igﬁg‘t{e/

Insurance Company Group# P%itg/ID#

Ins. Co. Address City ov.

How much is your deductible? How much have youused?______ Max. annual benefit
Over Please

"




Patient Medical History

otherwise payable to me. I understand that m

for payment of all services rendered on my be alf or my dependents.

X

diagnosis and the records of any treatment or examination rendered to me or my child during the
and/or health practitioners. I authorize and request my insurance company to pay directly to the
dental insurance carrier may pay less than the actual bill for services. I agree to be responsib

entist or dental group insurance benefits

eriod of such Dental care to third party payors

le

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

' Physician Office Phone Date of Last Exam
Yes No Yes No '
1. Are you under medical treatment NOW? ...........ccoccevervensnsereesnnnnnes 3 X 190-1;:: youaﬂtre;icngg C}Z‘l}teaft 1}61'2565? ------ PR fﬂown o Bt b
2. Have you ever been hospitalized for an LA  or have you had any reactions to the jollowing
' surgic}c;l operation or selr?ious illn]erss wit);u'n the last 5 years? .......... 6 e Locz}zl‘A'n esthetics (e.g. Novocain P Soeraipern A % E‘ '
If yes, please explain Penicillin or any other Antibiotics .................oooveeen.
SUIBDIRUES ... o ame bk e R SR w3 S o s i g
) 5. e you g any mediaton® e e AR i
including non-prescription MEdiCiNe?.........vovvvsvivsvs Plers it Moo g e
If yes, what medication(s) are you taking? O IR < i ey D g o
' Any Metals (e.g. nickel, mercury, etc.)..............cc...... 5 s '
4. Have you ever taken Fen-Phen/Redux? ............cocvvcemnevvesncinnenes e Eatex. RUDDEC - o v m e e e, i
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer - %ther (l;ll;ilse “5‘)' o T
i T 4 ) . Do you have a persistent cough or throat clearing not
7] | o caingbeghophondes——— 5 ) et oo e Gstngroran s 0 0 L
. Women Only:
7. Do you use CONtrolled SUDSLANCES?.........cc.ccevvvvvsmvvvrssssssssissssssssnee R ) Are you pregnant or think you may be pregnant?...... -
' 2 e D) ATe YOU NUISING? ......oommrrrrrrmrrsssssnssissssssssiesssssssssssssssssssess Bl 6 '
Do you have or have you had any of the following: ¢) Are you taking oral CoNtraceptives? ... fegmett |
Yes No Yes No Yes No
High Blood Pressure.................ccoe.. Bt Lo Disstise: o it Ed~ ] ChestPailisi, isbiass camm 23 e 7
' Heart ARaeR .5 sopomismudaii [l [ cardiac Pacemaker ... 55 [FE 1| Easily Winded ... e '
RRGUHMALICTEVEr .St cimisinmssosssoiss [J [ Heart Murmaur....... B (R A e (s =)
Swollen AnRIEs...........covvivvicsinnes o) ool ot e L el Hay Fever / Allergies.... ==l
Fainting / SeiZures............cocoveeee. (1 [ Frequently Tired.... el Tuberculosis e
' ASENINGE . i oo Svar s ssthed O O Anemid..oenes g = Boditioe Theraives R '
Low Blood Pressure.............ccoww.ee. [ 0 T Y e e N Tl R Gl P B4
Epilepsy / Convulsions................... L - slfl Canper. el i ni o be B 7 = R aucto%a_...}.l.t..i """"""""""""""""" .
' FRUREIA s s st i oeessegans ] G R T SO O o B fOV D s e B '
Diabetes................. () [ Joint Replacement or Implant....... IS ERE L0 NG
Kidney Disedases............... S Hepatitis / Jaundice.............ccoovvveeves {] Hear; Trouble
AIDS or HIV Infection..... [ [J Sexually Transmitted Disease ....... [] [ Respiratory Problems ........cocee. Biel
' Thyroid Problem............. .. [ stomach Troubles / Ulcers........ (] [ Mitral Valve Prolapse.................. e '
Arid Refliezimamuss s csivsies Elecdll) . Ostooporasigesiv.sr it [J [ Other i) i
- Patient Dental History "
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?................. (0 [0 8 Do you have frequent headaches?..............ccccvvevvvsssvvieee O
' 2. Are your teeth sensitive to hot or cold liquids/foods? ................. () [J  9.Doyou clench or grind your teeth?................ O '
3. Are your teeth sensitive to sweet or sour liquids/foods?............ ] [ 10. Do you bite your lips or cheeks frequently? e
4. Do you feel pain to any of your teeth? ............ccoovwvvvvvvvveee O] [ 11.Have you ever had any difficult extractions
' 5. Do you have any sores or lumps in or near your mouth?... s Bl I LHE PASE? cccevecvcscccssmmmmimsisssssssssssssssssssessssssssssssssisssss [ <5 '
6. Have you had any head, neck or jaw injuries?..........eeoceveee (0 [ 12.Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following SolloWing extraCtioNnS? .......cooovvvvvvvvvvvvvvvvmivmsmsimmnssssess B g
' problems in your jaw? 13. Have you had any orthodontic treatment? ................... B~ '
CHCRING s [0 [ 14 Do you wear dentures or partials?.............ewuweeeess = el 1
Pain (joint, ear, side of face)........ouuwwivvinrvviiisniriiiissssinnienss O 0O If yes, date of placement
Difficulty in opening or closing .. [0 [ 15 Have you ever received oral hygiene instructions
' Difficulty in ChEWING .....ccovvvvrvrrnsrccesesssssssssssisissssssssssss 5 regarding the care of your teeth and gums? .............. % % '
. . 16. Do you like your SMile? ..........coereuinsmseisssesenssccnssnnsiens
Authorization and Release e
' I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. '
I understand that providing incorrect information can be dangerous to my health. T authorize the dentist to release any information including the

Patterson #028-1568



L)

Office Policies

Cancellation & Missed Appointment Policy

We strive to render excellent dental care to you, and your family. In order to be consistent with
this philosophy, Cross Street Family Dentistry uses an appointment system that sets aside ample
time for each patient needs. s ’

Our policy is as follows:

1. We request that you please give our office a 48-hour notice in the event that you need to
reschedule your appointment. In the event that you miss an appointment and do not contact us
with a 48 hours’ notice, we will consider this to be a failed appointment and a fee may be
assessed to you.

2. As a courtesy, our automated system calls, emails, and sends text message reminders for
appointments. When prompted, please confirm that you will be at your appointment, or if
needed you can ask for a call back to reschedule at that time.

Financial & Payment Policy

Cross Street Family Dentistry will bill your insurance for any services provided. Please contact
our office or your insurance carrier for further information.

It is understood, and agreed, that in the event an outstanding balance is not paid by your
insurance company, you are personally responsible for the payment of any charges due. In
addition, if your insurance has not paid the submitted charges within 90 days, you will be
responsible for the amount charged and must pursue payment directly by contacting your
insurance company.

Patients are required to pay at the time their services are rendered. For your convenience, Cross
Street Family Dentistry accepts cash, check, credit card payments as well as Care Credit. A
$30.00 fee will apply for all returned checks, in addition to the amount originally owed. In the
event of a returned check, your check privileges may be terminated

- You are responsible to pay any billed amount upon receipt of a statement from Cross Street
Family Dentistry.

Signature Date




@Cress Street
S Family Dentistry

HIPAA ACKNOWLEDGEMENT/CONSENT FORM

Patient Name: Patient DOB:

I understand that I have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I
understand that by signing this consent I authorize you to use and disclose my protected health information
to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)
e Obtaining payment from third party payers (e.g. my insurance company)
e The day-to-day healthcare operations of your practice.

I have also been informed of and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected health
information and my rights under HIPAA. I understand that you reserve the right to change the terms of this
notice from time to time and that [ may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information is
used and disclosed to carry out treatment, payment and health care operations, but that you are not required
to agree to these requested restrictions. However, if you do agree, you are then bound to comply with this
restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

I have been given the opportunity to read and ask questions regarding the HIPAA Privacy Notice.
understand that every effort will be made to protect my private information.

e Home Phone #
o OK to leave a message with detailed information
o Leave a message with call back number only
e Cell Phone #
o OK to leave me a message with detailed information
o Leave a message with call back number only
o OK to text me a message with detailed information
e  Work Phone#
o OK to leave ma message with detailed information
o Leave a message with call back number only

e Written Communication
o OK to mail to my home address
o OK to mail to my work/office
o OK to fax to this number

e Other




o I authorize my dentist’s staff to leave any messages relating to appointment confirmation or
rescheduling on my home answering machine or with a member of my household.

o I authorize my dentist or dentist’s staff to communicate and discuss my dental health and conditions
with the following individuals:

Name: Phone #: Relationship:
Name: Phone #: Relationship:
Name: Phone #: Relationship:

o Ido not want my dental information shared with anyone.

I agree this acknowledgment is not bound by any expiration date. I understand that this acknowledgment
may only be revoked or changed by myself in writing to this office.

Patient Signature : Date:

Relationship to Patient (if patient unable to sign)




