Patient Number ABC HEALTH HISTORY & REGISTRAT'ON

PATIENT INFORMATION
PATIENT'S NAME Last : First__ - Middle Initial  SEX: M F BIRTHDATE AGE ‘
Soc. Sec. #_ | Patient is a Minor, give Parent's or Guardian’s Name TODAY'S DATE .
Who May We Thank for Referring You to our Office? Reason for this Visit

RESPONSIBLE PARTY INFORMATION

NAME Last First ) Middle Initial — MARITALSTATUS
RESIDENCE Street 5 _Apt. # City State Zip

MAILING ADDRESS Street - - Apt. # City State B

HOW LONG AT THIS ADDRESS HOME PHONE . CELL PHONE —

WORK PHONE E-MAIL

PREVIOUS ADDRESS (if less than 3 yrs.) Street _ City —State. . Fip How Long R
SOCIAL SECURITY # __BIRTHDATE _ DRIVERSLICENSE#___ RELATIONTO PATIENT —
EMPLOYER — OCCUPATION ~ NO. YEARS EMPLOYED

RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAM E LAST FIRST MIDDLE

EMPLOYER OCCUPATION e G RELATIONSHIP
. 5 EMPLOYED

SOC. SEC. # BIRTHDATE S8k ADDRESS CITY, STATE

HOME PH. CELL PH. HOME PH. CELL PH.

WORK PH. E-MAIL WORK PH.

DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.
Insured’s Name e
Insurance Co. — E-MAIL

Insurance Co. Address

Insured's Name E |
Insurance Co. E-MAIL
Insurance Co. Address

Insured’'s Employer —
Insured’s Soc. Sec. # Group # Local#

Insured’s Employer
Insured's Soc. Sec. # Group # Local #

it is important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time fo completely fill out this questionnaire.

*DENTAL HISTORY* YES _NO *MEDICAL HISTORY* YES NO |
HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? Ol M
Last COMPLETE Dental Exam, Date: Are you under a PHYSICIAN'S CARE now? B 0 S
Last FULL MOUTH X-RAYS, DATE:(16 Small Films or Panoramic) For what? - e
Are you having PROBLEMS now? O [ | what MEDICATIONS are you currently taking? o i
WHAT? )
Is your present dental health POOR? B O [l | Have you ever taken Fen-Phen/Redux? O OJ
Do you wear DENTURES? {Partials or Full) O ) [ Are you PREGNANT? ) =] O
Are you UNHAPPY with your dentures? t [ | Do you use cigars/cigarettes, pipe or chewing tobacco? (circle) O O
Would you like to know more about PLEASE v YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
PERMANENT REPLACEMENTS? O [
YES NO YES NO YES NO
Are you APPREHENSIVE about dental treatment? [ O AIDSHIV Pos o Fainting [ [0 Pychiatric care mil
| Have you had any PERIODONTAL (GUM) treatments? L ] Anaphylaxs ’ Bl Food allergies [J [ Rapid weight gainfloss [SiE ]
Do your gums BLEED, or fesl TENDER or IRRITATED? O O | i . E E Glaucora E g Egg'al‘r'af{g Uy % %
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (cide) [ ] Artiﬂrcl:tilasi ﬁg:aﬁtm\gfcgs atla Hzgrta;]uersmur @i Hheﬂmaligsnaﬁst fever E |
Are you UNHAPPY with the APPEARANGE of your teeth? O O | Adifical oints O O Hoart prodlems pamssaescy [ L1 Shincles i
Are you aware of GRINDING or CLENCHING your teeth? O ] ﬁ?thf"& ! E % L e gtﬁﬁs B Bl E E
Do you have HEADACHES, EARACHES, or NECKPAINS? 11 L1 | gatkorcbiame. 00 fae Y OO nme i
Have you worn BRACES on your teeth (ORTHODONTICS) O [J | Blood disease B [ Hepatitis 0O [ Sioke e
Do you have DISCOLORED teeth that bother you? ] 0O | Gancer O O Highblood pressure Ry gun_)i:_ml '”i‘?lariﬁ' " E E
: - Chemical dependency [ [OJ Jaw pain O OO Sweling of feet orankles
Would you like your smile to LOOK BETTER or DIFFERENT?  [] LI | Chematheropy S E] Kidney disease o matiuncion [0 ] Thyroid disease or maffunction [~ L
Do you REGULARLY use DENTAL FLOSS? [ 1 | Circulatory problems [ [0 Liver disease [0 [ Tobaccohabit [ 5]
- Eorti.;one treatments % E Material allergies [ [ 5] }Ugsmmls , E E
Name of Previous Dentist: 0ugh (persistent) {latex, ook, metal, chemicals) usrculosis
= Cough up blood O [ Mitral vaive profapse O O UlkerColtis [
City: State: Diabetes O [  Nervousproblems 0O [O Venereal disease Bl
Epilepsy =< Pacemaker/heart surgery IZleel=]
i
Hgwtcp e fol shout Jnlredl ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS?
Please RANK the following in the order in which they would Aspirin Local Anesthetic Erythromycin Latex (balloons,
= KEEP YOU FROM having dental treatment. | Nitrous Oxide ) Cedemg ‘ Pe.mcllhn gloves, etc.)
i Are you aware of being allergic to any other medications or substances?
sie o ; ik P If yes, please list: .44
o.pan 9 boncarn Is there any other Medical or Dental information that you feel | should know about?
COST of treatment  # MISSING work time # FAMILY PHYSICIAN PHONE E-MAIL
PATIENT Signature (Parent of Child) Date: — —— DENTIST Signature
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Dr. Rodney L. Allen DDS
FAMILY & COSMETIC DENTISTRY

Dear Patient:

Thank you for giving us the opportunity to serve you and/or your family. This letter is to
acquaint/reacquaint you with some of our office policies regarding dental insurance.

We would like to verify that your insurance coverage is with

In order for you to better understand your dental insurance, the following outlines some of the financial
and procedural steps required by our office and your insurance plan.

1. Your payment is expected at the time services are rendered. The payment is just an
ESTIMATE of what we believe your portion to be. If your insurance pays less than what
was estimated, you are responsible for paying the remaining amount.

2. Sometimes your insurance company will refuse payment of a claim, or pay less for any of
the following reasons:

Your deductible has not been met for the year.

Your annual maximum has been reached.

There is a waiting period for your specific insurance plan.

Your insurance plan has a missing tooth exclusion.

Your insurance allows an alternative procedure and pays towards that instead.

The type of dental service required is not covered. :

Your insurance was not in effect at the time of service.

Your insurance plan has changed.

TQPHDOW>

3. You are responsible for knowing what your insurance plan covers and any changes to
your benefits.

4. If you have secondary insurance, we will assist you in filing the claim, but you will be
required to pay the portion your primary insurance does not cover.

If your insurance company denies a claim for treatment that was rendered, it is the responsibility of the
patient or guardian to pay the amount in full.

This office has a 24 hours cancellation policy. With this prior notice, we can reschedule your
appointment and allow another patient to have the appointment time originally reserved for you. There is
a $50 charge for any missed appointment unless a minimum of 24-hours advance notice is given.

We pride ourselves in providing high quality dentistry with emphasis on thorough, detailed, and
personalized treatment plans that focus on specific individual needs. We value you and/or your family as
a patient and our first priority is to provide you with the best possible dental care.

I have read and understand my financial obligations. I take full responsibility for payment of my/our
dental services.

Signature: Print Name: ; Date:

it 3 , have had full opportunity to read and consider the contents of
your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent
to your use and disclosure of my protected health information to carry out treatment, payment activities

- and heath care operations.

Signature: Date:
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