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Patient Information Form

WELCOME TO YOUR NEW DENTAL OFFICE — WE ARE PLEASED TO HELP YOU WITH YOUR CARE

Date

Patient Name: First Ml
Last Nickname

Address: Street City
State Zip

Phone: Home Work
Mobile

Social Security Number------------------- Date of Birth

Driver’s License # State

Patient Employed By
Occupation Phone

Address: Street
City State Zip

Sex (circle): Male Female
Marital Status (circle): Married Single Divorced Separated Widowed

In case of emergency, whom shall be notified?

Relationship to Patient Home Phone
Mobile

Is the patient a Minor(circle)? Yes No

Name of Responsible Party: First Last

Date of Birth

Relationship to Patient (circle): Self Spouse Parent Other

Address: (if different from patient) Street
City State Zip

Phone: Home Work
Mobile




Employer (if different from above)

Occupation Phone
Address: Street
City State Zip

Dental Benefit Plan Information

1. Primary Dental Plan Name

Phone

Address: Street

City

State Zip

Name of Insured

ID Number

Policy Number

Patient Relationship to Insured

2. Secondary Dental Plan Name

Date of Birth

Date of Birth

Phone
Address: Street City
State Zip
Name of Insured
ID Number

Policy Number

Patient Relationship to Insured
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Cancellation Policy

Your appointment is reserved for your treatment and our doctor, hygienist, and staff are made available
for you at the specific time reserved by you. We understand that unplanned issues arise, and you may
need to cancel an appointment. If this occurs, we respectfully ask for scheduled appointments to be
cancelled with a minimum of 24 hours in advance. This will allow for other individuals waiting to receive
needed treatment to fill the space originally reserved for you.

If you cancel your scheduled appointment with less than 24 hours notice, a fee
of $100.00 will be assessed.

l, , understand the above information and will
comply with its contents regarding the cancellation policy.

Signature

Date
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Consent for Services and Financial Policy

Our financial policy

As a condition of treatment by this office, financial arrangements must be made in advance. The
practice depends upon reimbursement from patients for the costs incurred in their care. Financial
responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial
arrangements, must be paid for at the time services are performed unless other arrangements are
made.

Patients with dental insurance understand that all dental services are charged directly to the patient and
that he or she is personally responsible for payment of all dental services. This office will help prepare
the patient's insurance forms or assist in making collections from insurance companies and will credit
any collections to the patient's account. Our office cannot render services on the assumption that our
charges will be paid by an insurance company.

A service charge of 10% per month on the unpaid balance will be charged on all accounts exceeding 30
days, unless previously written financial arrangements are satisfied.

| understand that any fee estimate for dental care can only be extended for a period of one month from
the date of the patient treatment plan.

Consent

In consideration for the professional services rendered to me by this practice, | agree to pay the charges
for the services at the time of treatment, or within five (5) days of billing if credit is extended. | further
agree that the charges for services shall be as billed unless objected to, by me, in writing, within the
time payment is due.

| further agree that a waiver of any breach of any time or condition hereunder shall not constitute a
waiver of any further term or condition and | further agree to pay all costs and reasonable attorney fees
if suit be instituted hereunder. | also grant my permission to you or your assignee, to telephone me to
discuss this statement or my treatment. | have read and understand the office policy and consent for
services:

Name (Printed):

Date:

Signature:
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HIPAA Consent Form

| understand that | 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). This
provides a safeguard to my privacy.

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. The Notice contains a Patient Rights section describing your rights under the law. You have
the right to review our Notice before signing this Consent. The terms of our Notice may change. If we change our
Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for
treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we shall
honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment,
payment, and health care operations. You have the right to revoke this Consent, in writing, sighed by you. However,
such a revocation shall not affect any disclosures we have already made in reliance on your prior Consent.

The patient understands that:

e Protected health information may be disclosed or used for treatment, payment, or health care operations.

e SYVD has a Notice of Privacy Practices, and that the patient has the opportunity to review this Notice.

e SYVD reserves the right to change the Notice of Privacy Practices.

e You/Patient have the right to restrict the uses of their information, but the Practice does not have to agree
to the restrictions.

e You/ Patient may revoke this Consent in writing at any time and all future disclosures will then cease.

e SYVD may condition receipt of treatment upon the execution of this Consent.

Name (Printed):

Signature:

Date:

Representative Relationship to Patient (circle): Self Parent/Guardian  Other
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To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / i/ Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OYes ONo If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X” in the box ONLY if this applies to you.

Isit hard to open your Mouth? . ... ..o O | Have you ever had a serious injury to your head or mouth? ........................ O

Does it hurt to chew, bite or SWallow? . ...........covriiieiiiiiiiiiieeeainnns O | Ifyes. please describe what happened and when it happened:

Do your gums bleed when you brush or floss yourteeth? ......................... O - ]

H Had paricalantal (aur) irastrenti ik i P— o Have you ever had problems with dental treatment in the past?.................... O
ave you ever had periodontal (gum) treatments like scaling and root planing? ... .... If yes, please describe what happened:

Do you have, or have you ever had, any sores or growths in your mouth? ........... O

Do you clench or grind your teeth? ... U | Have you ever had a reaction to, or problem with, dental anesthesia?............... |

Do you have earaches or neck pains? . ..........ovieiiuiiniiiiiiiiiiiiiieaenns O

Does dental treatment Make YOU NErVOUS? .. ... v e eer e ee e eee e 0] | Areyou unhappy with your Smile?. .............oooiiiiiiiiiiiiiiiiiii =

) o , If yes, why? Please mark all that apply:

Have you ever expgrlenced any gf these sleep-related t?reatherg disorders? ......... O O The color of your teeth [ The shape of your teeth 1 The position of your teeth
O Mouth breathing [0 Snoring [ Trouble breathing during sleep O Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?

Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? . ............ O = E

If yes, what medication are you taking?
Are you taking any medication to treat 0steoporosis or Paget’s diSEase? . ... ... ...ttt Oo0oo

Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,

multiple:myelomaorMEtastatiCiCANGEER? « & s w s awani o amm s WMot & S @ FEhe B G © G BATANE WIS SAE WS ¥ SRS © SO § SRS § STE W LRSS ¥ BGUG WA & S SO § ik I |
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you taking hormonal replacemMents?. . . . .. ... .. e 0oo0oo
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? ... .. ... .. .. .. . Ooo0oo
DO you USE VaPINgG PrOAUCES? . . . . . ...ttt e e e e e e e e e e e e e e e 000
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? . .. .. ... ..ottt G, 6
If yes, what substances? If yes, how often is your use? [ Daily [ Several times per week [J Weekly [ Occasionally
Wias the substance prescribed by a doctor? O Yes [ No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . .. ... ... ... .. ... ... ............... 000
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
Taking birth Control Pills? .. .. o e e 0Oo0o0o
Pregnant? If yes, NUMDEr Of WeEKS: e e e e O0o
NUPSING? I yes, MUMIDEr Of WRBKS: e e e Ooono

© 2021 American Dental Association
Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



ALLERGIES Please use an “X” to mark your answers to the following questions.

If you answered yes to any of the above, please explain:

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
IS PTIMzarans seotorssinss sesistorei v iimstEste Fw SATRRETARTS Aot R RNEHES St IRAD [0 O O Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),

Barbiturates, sedatives or sleeping pills. ...........cooiiiiiiiiiiiii 0O O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-

Eodeine or other HATEOtIES s s & e ormm SOTPIEw S TERese O O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),

Hay fever/seasonal allergies. . ...........ooeiiiiiii i O O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide

JOGINE . e O O (Microzide) and furosemide (Lasix). . .......oovviiniiiiiiiiiiiiainnns O0oao
Latex (PUbDER) c i weass v sesmmmons wss smvasuss somsmmmessons sowranns L T Oooo
Local anesthetics 00 . ) . . :

NABEBIE oo o oo oo Please describe any “Yes” answers and include information about your experience.
Penicillin or other antibiotics. . . .......oouviiii 0O0oao

MEDICAL & SURGICAL HISTORY

Date of last physical exam: / 7 What is your normal blood pressure (systolic, diastolic)?

Doctor’s Name: Phone:

Please use an “X” to mark your answers to the following questions. Yes No ?
Are you inigood physical health?'sarms somoms sverass wms 5 Soemas S5 DV I8 ek J0erals 16 SUeTarRevaTl B Svemeivenvin o SURuois SUsRE SSRGS suee s B 5 o
Aré you currently'being seen or tréated by/a phYSICIaNT s i 1ieimni 55 055,06 SERRGEHR Ve iV H AR Sewsi SV 36 Mo DUeNEE DR TR O IR Sy 1 L
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? ............ ..o [ I
Have you had a serious illness, operation or been hospitalized in the Past 5 Yars? . ... . .. . ittt e Gl &l E
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, etc.)? ............................... Ooaao
Have you had a heart valve replacement or heart SUNGeIrY? .. ... ... . .. o et e i
Have you had an organ or bone marrow/stemcell transplant? .. ..................... 00
Have you traveled internationally within the [ast 30 days. . ... ...ttt e e e e e e 0o
Have you had a fever (100.4°F or above) in the [aSt 72 hoUIS? ... ... .ottt ettt e e e Oooo

MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.

Do you have, or have you been diagnosed with, any of the following conditions?

Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health CRUEME ..o o B 9iova 58 SEaEais Ooo0oo Digestive Health
Pacemaker/implanted defibrillator . .......... Ooag Type: Gastrointestinal disease .................... Ooo0o
Artificial (prosthetic) heart valve ............ OoOa Date of diagnosis: G.E. reflux/persistent heartburn (GERD). ... .. [ T 1
Previous infective endocarditis . ............. Oo0oo Chemotherapy: Stomachulcers. ... Oooao
Congenital heart disease (CHD) ............. ooo Radiation treatment: Eye (Vision) Health
Unrepalred, cyanotic CHD ................ 000 Bglood (Circulatory) Health GIAUEOMA] & sissamsspns 5 SR ARG i ooao
Repa!red (complgtely) n flast 6 months ... 00 O O Anemia. ... O 00  other
Repaired CHD with residual defects ....... O O O gigod transfusion 000 i
h o e m [ PlooditranstuSIon . e ArEhEIES s o spmmamnamise sy SR Bkl B
Arteriosclerosis........... 00 ifyes; date: o
; yes;cate. ChIrONIGIPAIN: s st os o5 Ooo0o
Coronary artery disease . . . (| Hemophilia ooo .

. ; S0P e smsminseins sommnismes smminimives ssvimsssaioss Diabetes (type lorll) ............oooviunnn. Oooo
Congestive heart failure ... O High or low blood pressure. ................. OO0 O Eating disord Oooo
Damaged heartvalves ..................... 0oa X BUNG IO ccscamesrsme s
Heart attack .. ..o oo Bra!n (Neurological)/Mental Health Frequent mfectuops ........................ Ooo0oao
Heart murmur/rhythm disorder ............. ooo An><|ety.. .............. O 0o Typ.e. of mfecpon: . .

Rheumatic heart disease. .. ... ... covvseoos O O O Depression........... O O  Hepatitis, Jatljr?dcce or liver disease ........... & Bl
S o O 0O o CEeilepsy...... SRETRIRES oo Immune deficiency. . s o s wmas w Oo0oag
Mental health disorders oo Kidney problems. ............coooiiiii [
Bre:thing (gespiratory) Health Neurological disorders. ..................... O O Malnutrtion ...ocoeveeeees ovnninomsnsns o Ooao
Asthma (COPD) O O post-traumatic stress disorder .............. B Ll I (OsteBporosisi . mes vammss us ssams s o 1 o R
E“’”;h't's ----------------- g g Traumatic brain injury or concussion. ......... 0O O O  Rheumatoid arthritis . ...................... ooaQ
IMPIYSeMBsasyia s 4 o Autoimmune Disease Sexually transmitted infection (STI).......... ooaQ
Sinus trouble. ... oo ; Thyroid problems ... ........coeeinni... ooaQ
TUDRrCUlOSIS. v v v oo 0O O AlDSorHIVinfection...................... Oo0oo
LUPUSY: 21 i Boctimins 35 fbsemsit sensdiiiiiie o6, ibivie 0O0o
Do you have any disease, condition, or problem that’s not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... 0O O O | foundit hard to catch your breath? .......... 0O 0O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooao
lasted longer than 3 weeks? ................ OO O | noreason?......o.oveviniinnienninaennnns 0O O O | had migraines or severe headaches? ... ...... 0O0o0a
been exposed to anyone with tuberculosis?... 0 O [ | noticed a change in your vision?............. O0o
had a rapid or irregular heart beat? .......... O O O | faintedfornoreason?...................... O0Do

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
I have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert O Premedication O Allergies O Anesthesia
Reviewed by: Date:
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