elcom®

Insurance Information

Mame of Insured

Relat iohship to Pat ient

Birthdate S5&

Irsurance ID &

Mame of Employer

Address of Employer

Inzurance Compay

Ins. Co. Address

DO ¥OU HANE ARY ADDITIONAL INSURAMCE?

Mame of Insured

Wirark Phone
Cityd State/ Zip
Sroup & Phone &
Cit ! Stat e/Zip
MES Y Mo IF ¥YES, COMPLETE THE FOLLOWING:

Relat ionship to Pat ient

Eirthdate 558

Ireurance ID &

Mame of Employer

Vidark Phone

Addrezs of Employer

Cityd State/ Zip

Insurance Company

Sroup & Phone &

Ins. Co. Address

Cityd Stat e/ Zip

Wee will accept aszignment of benetits and file vour dental claim for you. We do require insurance
co-paynents and deductibles to be paid at the time of service. The balance is your responsibilit v

whether your insurance pays or not. Your insurance policy is a cont ract between you and wour
insurance company. e are not part of the contract . Any patient receiving t reatment is

responsible for full payment .

I authorize and request my insurance company to pay directly to the dentist or dental group

insurance benetfits otherwise payable to me. T wnderstand that my dental insurance carrier may pay

lzss than the actual bill for services. T agree to be responzible for payment of all services

rendered on my behalf or my dependents.

x

Signature of patient (or parent fguardian i minor)




PATIENT INFORMATION

Fatient's Mame Today's Date
Home Address

CityfState Zip Tel #
Social Security # DateofBith _ Age  Martial Status Sm/DAY
Cell Phone # Email Address

Your Occupation Employer Widork #
Spouse's Name Social Security # - Date of Birth
Your Spouse's Occupation Employer

Ferson to Contactin an emergency Felation

Telephone # Address

Farty responsible for Account Horme #

Whom may we thank for referring you?

HEALTHHISTORY

Foryour safely and to assiktus v aocuriol diagrosing and troating you, ploase c arefufly oview this forn
completels and Fffout aff areas which porain to you. ALL INFORVATION IS KEPT CONFIDENTIAL.

Dental History:

Previous Dentist City'state Hawy Long
Date of last visit Date of last dental cleaning Date of last full mouth x-ray

Wy ol you leave your last dentist?
what did wou like most about any dentist, or a dertal office, you have beento?

what did wou like least about any dentist, or a dental office, you have heen to?

Feason for this wisit

Check ary of the following you have had or cumrently hawe;

Mouth Dizcom fort Looze of Shiting Teeth

Have Lightened Your Teeth Before Trouble ChewingfSpeaking

Grind or clench your teeth (Daime or Mighttime) Fearof Dental Treatm ent

Pain, Clicking, P opping in Jaw Joirts Immediste Relativezthat have loa all their
Swnake with Sore Jaws Matural Teeth

Periodontal Trestmert Orthodortic Treatment

Gum Absocesmes Sensitive Teeth (Hot, Cold, Sweets)
Zums Bleed when Brushing Complications with or following

Mouth Odor or Bad Taste previous Dental or Oral Surgical Trestm ent
Bruize Easzily Cold Sores or Fever Bligter

Painful Teeth Cavities

Ifou could change ane thing about your smile, what would that be?
If there was a simple way to whiten wour teeth, would wou be interested?




FATIENT HEALTH HISTORY

Medical Health History:

. Describe your present health Excellent Good Fair Poaor
. List your cumrent physician(sy a. Type

] TyE

Date of last physical exam £ i Fumose

Are you aware of any changes in your general health in the last year' o
Hawe wou been hospitalized for illness or surgery in the past two years? IO
Hawve wou been under a medical doctor's care during the past two years? Mo
Hawe you ever had excessive bleeding that required special treatment? Wl
|5 there any history Of diabetes inyour family’? Wl
Are you on a special or restricted diet of any kind? Mo

—= 0 m ~ ;o kL

=

. Doyou smoke? MO YES Howy rmuch? How Long?

_—
—

. Doyou consume drinks with caffeine? Mo YES Howy rmznsy?

—_
-

CAreyou taking blood thinners including aspirin® MO ¥ES

—_
o

. List all medications you are now taking (including over the counter)

14. Please circle amy substance/medications you are allergic to: penicilling sulfa, codeine, latex,
iodine, local anesthetics, aspirin, other (Flease list)
Indicate which of the following wou hawve had or presently hawve, circlewes ar no:

A MHerrous Person Moires Emphysema M ores Hormone Medications Moires
AlIDS Maofies Epilepsy or Seizures Mo es Kidney or Bladder Trouble Nofres
Allergies or Hives Maofies Fainting or D=y Spelk M oes Liver Disease Mofi'es
Anemia Mafies FrequentHeadaches M oes Lowvy Blood Prezsure Mofi'es
Angina Maofies Frequent Thirst'Urination M o™es hditral Wahlre Prolapse Mofi'es
Arthritis/R heum atizm Malies zlaucoma M o es Fersistent Cough Mofies
Artificial Joint (Knee, Hipl HNoffes Hay Fewer M o es FPsychiatric Care Mofi'es
Artificial Heart W alve Motes Hear DiEease or Attack M ores Radiation Treatment Moles
Azthma Mafies Heart hMurmur M o es Rheum atic: Fewer Mofies
Blooad Transfusion Mafies Heart Pacamakears M o es Scarlat F ever Maofies
Birth Contral Pills Mafies Heart Surgeny M o es Shortnes= of Braath Mofies
Canecers or Tumaors Mafies Heart Troubla M o es Sinus Trouble Mofi'es
Chemotherapy Motres Hemophilia M ores Thymaid DEease Moies
Congenital Heart Lesions Nofies Hep atitis M ores Tuberculosis Moires
Ciabetes Motres High Blood Pressure M ores W eight LossifZain Moies
CrugiAdcohol Addiction Motres HIW Fositive Mores lffemale, are you pregnant™

Mofies
Do wou have any medical conditionz or dizeazes we should know about? MoMes
To the best of nw knowledoge, all the preceding answers are true and comect. Fl have any changes in nwy
health or medicines, | will inform the D octor on or before my next appointment, withouwt fail.

Patient's Signature: Date:
Doctor's Signature: Date

hdedical Hstory Update:




Finarncial Policy

Acknowledgement of Privacy FPractices

Dental Comer
25 Norh Ofiver

\Bichits, KS 67203 (316} 6312423

‘Thank yox for choosny s @5 yoser Hedlth cave prozder. We are commattod 1o yoser treatmeent beny swcewsid. The followeng s a
srarewent of oeer fnancal poley. We rogedre Mar you read ang e s dror 10 a9y wearwent

Eall p.gmmnﬁs G G o W .:3,1" Frore Trasrwent Eopwmata: ove :ul:’;f g atar [Fe are comatted o | Yoy AT ok E!eulﬂg.ez.s
QOHAGW 45 pasadie; Aoweser, sovrelaas £ &5 gecarary Jor the el I cHanee daenne Be osrse of tromtnnent. 5 bardd your aowsnt
balane avceed O days, an anmreal peraontaee rate of T8% well be giplred

I smderstand that the treqtrment plan 2nd foes proposed are seedfect 1o modkfoatron, fobendiny sbon regoraseen or s Qpiosed
O R Hhar Iy B rpmgﬁ'{m‘ m{y .:immg Ao msrey q}" mmraont [ sodoraond thar any Fridar gra oty _}'E'ﬂs are my mgmm'.iﬂy.

We aeapht cash, dhocks, dabet qord, Urtsg, MasterZCard Dscorer and ~Amoncan Eaghrass

Rezarding Insumnce

e wnll aaeht assgnment of tasseraice benefits and file yorer dertal datee for yose, We do reqgetre tasseance @-payments and
sedecnbios 1 be pad ar we wawe of sersvca The Palance £2 yosey reshonatbeXyy Aoy Yoy (ASRAGN0e bays or #or. N osdd yosy
aosnt badane avceed 50 days, an anneal percentae rate of T8% well be ghded. Yoser irreranee poltcy ©5 @ comtract between yose
and yory passerace company. We are norpart of thar conract ~Any Sa¥ent reyiene WoIENeY S agy Dors TG LRSI c3n'Y be

perefied o raghosbie for i daynren.

Faile d Appointments
There well be 2 F55.00 charee for faied afbomtwents 1) yor need & raschedde an afpantment, we regrare 24 hoses noww. If yose
Jiaad pivee ghboinpments, we raserie Mo sodt B Smess YK 25 8 Haren.

Notfce of Privcy Practice Pattent Acknowdedzement

T hape recosed and sederstand whs prageees Mot & of Prvagy weittes i plan igneeeace. "The nofee promdas 1 devadl 1he soes and
rsclngreras of mey frotected bedlth sformeaton Watmay be made by ths pracvce, oy indeaded netts bow I gy exergse mase nedts
and the fracce's ioeal gxptas werh rashoct 1 sy Lo aron,

I sndersrand thar this pradye raseses 1o wedt & chanee the rormes of txs INowtee of Privagy Fracreas, and 1o make changes regardiny
all protected Dealth duformaton rexdent ay o antrolled by, thes praceee. I chanoes to e ok o oaser, 1S pracioe well prostae me g
restaed Dok of Pripacy Framay shon reqeas.

Thank v for imderstandrs owr fingncial policy. Please let wr know if vou fiave amy guesifions or

CONCELS.
I frave read the fnanciad policvabore. I understamd and agxee to this financizd policy
I rave read and imderstznd the Notice of Privacy Practice.

I rave read and iumderstand the Notice of Privacy Practice patient acknowie dement.

Signa rere

Kezponzible Fany Sionaure Jif ziome d Py a personal reprezenafice of patiens)




