Our Goal'is for you to Have Healthy Teeth and Gums for Life
Please fill out this form as completely as possible
The better we communicate - the better we can care for you

PATIENT INFORMATION
Gender:_IM LIF  Birth Date

Patient's Name

Marital Status:  [1Single  []Married  [_IChild

Street Address City. St Zip

Phone #'s: Please check the best number(s) to be reached at, for both general contacts and confirming appointments. Thank You.

] Home: ( ) [ Work: ( ) ext: L1 Cel: ( )

Best Time to Call If we can’t speak to you directly, is it ok to leave a detailed message? L1 Yes L1No [_]On Voice Mail? ] With other person?

E-Mail Address (for our use only, won't be given out)  Social Security #

Patient’s Occupation If Full-Time College Student - School

Employer Name Work Address

Emergency Contact Relationship to Patient

REFERRAL INFORMATION
Name of Person, or type of advertisement that referred you to our Office

RESPONSIBLE PARTY INFORMATION

[_|Check if patient is responsible for account - If not, Responsible Party’s relationship to Patient

Responsible Party’s Name Gender: (M [JF Birth Date

Street Address City.

Phone #'s: Home: ( Work: ( ) ext: Cell: (

E-Mail Address (for our use only, won't be given out)  Social Security #

INSURANCE INFORMATION (PLEASE PROVIDE US WITH YOUR INSURANCE CARD AND A PHOTO I.D.)

Primary Coverage: Name of Insured Insured’s Birth Date

Insured’s Street Address, City. St

Insured’s Social Security # Group #

Patient's Relationship to Insured: []1Self [1Spouse [IChild  Insured's Employer

Insurance Company Name Ins. Co. Phone

Secondary Coverage: Name of Insured Insured’s Birth Date

Insured’s Street Address St

Insured’s Social Security # Group #

Patient's Relationship to Insured: []Self []Spouse [1Child  Insured’s Employer

Insurance Company Name Ins. Co. Phone

AUTHORIZATION, CONSENT AND FINANCIAL AGREEMENT

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient's dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy that
may be indicated. | also understand the use of anesthetic agents embodies a certain risk. | understand that | am responsible for payment for Dental
Services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered unless financial
arrangements have been made, regardless of any insurance coverage | may have. | also assign all insurance benefits to the Doctor. | authorize
release of any information to my insurance company. | further understand that a finance charge may be added to any overdue balance.

PATIENT SIGNATURE (Parent of Child): Date:




PATIENT’S NAME:

Please fill out this form as completely as possible

PERSON FILLING OUT FORM (IF NOT PATIENT)

PRIMARY CARE PHYSICIAN:

TODAY’'S DATE:

RELATIONSHIP TO PT.

PHONE #: (

OTHER PHYSICIAN(S):

OR SPECIALIST(S)

PLEASE CHECK EITHER “YES” OR

ARTHRITIS
ARTIFICIAL HEART VALVES
ARTIFICIAL JOINTS
ASTHMA
AUTO-IMMUNE DISEASE
BACK / NECK PROBLEMS
BLEEDING PROBLEMS
CANCER

(TyPE)
CHEMOTHERAPY
CIRCULATION PROBLEMS
CONGENITAL HEART DEFECTS
COPD / EMPHYSEMA
DEMENTIA

[1YEs LI No
L1Yes.L1No
[1YeEs [1No
Yes L1 No

Yes LI No
Yes LI No

IF YES, FOR WHAT REASON?

DATE OF LAST PHYSICAL:

“NO” TO INDICATE IF YOU HAVE, OR HAD, ANY OF THE FOLLOWING:

DRUG ADDICTION
EATING DISORDERS
EPILEPSY
FAINTING
HEADACHES
HEART DISEASE
HEPATITIS-TYPE:
HERPES

HIGH BLOOD PRESSURE
HIV PosITive / AIDS
Low BLOOD PRESSURE [JYes L No
MITRAL VALVE PROLAPSE LYes LI No
NERVOUS SYSTEM DISORDERS... [1YES [ No
ORGAN TRANSPLANTS

OSTEOPOROSIS / OSTEOPENIA....JYES LI NoO
PACEMAKER Yes LI No

Yes LI No

LYes L No
YeEs L1No
LYes LI No
[IYes L1 No
A B C....0Yes ONo

Yes LI No
[1Yes [1No

PLEASE LIST ANY OTHER CONDITION OR DISEASE NOT LISTED ABOVE?

PsYCHIATRIC CARE LYes O No
RADIATION TREATMENTS [1Yes [1No
RHEUMATIC FEVER LYes LI No
SEXUALLY TRANSMITTED DiseAse. [1YES [1No
SINUS PROBLEMS

SLEEP APNEA

STROKE, TIA

THYROID PROBLEMS
TONSILITIS / TONSILECTOMY

TUBERCULOSIS

LIYes L1 No
[1YeEs LI1No
[1Yes [ No
LYeEs LI No

OYes [1No

DO YOU SMOKE,
OR USE TOBACCO PRODUCTS

MEDICATIONS

LIST ANY MEDICATIONS (INCLUDING VITAMINS AND SUPPLEMENTS) YOU ARE TAKING, AND THE REASON FOR TAKING IT:

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING:
CobDIENE (VICODIN). .. YEs [ No
IBUPROFEN (MOTRIN) [1YES [1NO
NAPROXEN (ALEVE)...L1YES 1 No
LATEX PRODUCTS
LocAL ANESTHETICS.[1YES [ NoO

PENICILLIN LYes I No
AMOXICILLIN. ...1YEs LINo
CLINDAMYCIN...[dYEs (1 No
ERYTHROMYCIN.CJYES [1 No
TETRACYCLINE..[JYEs [ No

ALLERGIES

PLEASE LIST ANY ADDITIONAL ALLERGIES

[Yes O No




_QM ‘%’W Please fill out this form as completely as possible

PATIENT’S NAME:

TODAY’S DATE:

PERSON FILLING OUT FORM (IF NOT PATIENT)

REASON FOR TODAY'S VISIT:

RELATIONSHIP TO PT.

HOW LONG AGO WAS YOUR LAST DENTAL VISIT:

YOUR LAST VISIT WAS FOR: [IROUTINE CHECK-UP [JCLEANING

WERE X-RAYS TAKEN? [ JYES[|No

How OFTEN DO YOU SEE A DENTIST FOR ROUTINE CARE?

DO YOU CURRENTLY HAVE ANY TOOTH OR MOUTH PAIN? []YES ] No

ARE YOU TAKING ANY MEDICATION FOR THE PAIN?

ARE YOU TAKING ANTIBIOTICS FOR A MOUTH INFECTION [_]YES[]No

How OFTEN DO YOU BRUSH?

[ IOTHER REASON (EXPLAIN)

IF NO, WHEN DID YOU LAST HAVE DENTAL X-RAYS TAKEN?

[1YEs[1No

HoME CARE HABITS

IF YES, WHERE IS THE PAIN?

IF YES, WHAT PAIN MEDICATION?

IF YES, WHAT ANTIBIOTIC?

How OFTEN DO YOU FLOSS?:

TYPE OF TOOTHBRUSH:

OTHER HOME CARE PRODUCTS: [ IWATERPIK

[IFLOSSs THREADERS

[1SorT [IMEDIUM

[IHARD [JUNSURE [ISONIC

[JELECTRIC / ROTARY

[IINTERDENTAL BRUSHES / PICKS [_IMOUTH RINSE

[ JHoME FLUORIDE

[ISENSITIVITY PRODUCTS

[ IDRY MOUTH PRODUCTS

PLEASE CHECK EITHER “YES” OR “NO” TO INDICATE IF YOU'VE HAD ANY OF THE FOLLOWING:

BAD BREATH OR TASTE LYEs LI No
BLEEDING GUMS LIYEs LI1No
CHIPPED OR BROKEN TEETH.L1YES L1 No
CoLD SORES [JYes [1No
COsMETIC BONDING IYes LI No
CLENCHING OR GRINDING L1YeEs L1 No
CLICKING OR POPPING Jaw..[1YEs (1 No
CROWDED TEETH

DeeP CLEANING

DENTURES (FULL)

DENTURES (PARTIAL) [1YEs [ No
DISCOLORED, STAINED TEETHIYES (I No
DRY MOUTH

FACIAL FRACTURES Yes LI No
FINGERNAIL BITING HABIT LYes INo
Foop TrRAPs BETWEEN TEETHLIYES LI NO
GAPS BETWEEN TEETH [Yes [1No
GUMS SWOLLEN OR TENDER. [JYES [1No
HEADACHES

JAW PAIN OR TIREDNESS

LiP orR CHEEK BITING

LoosE TEETH

MOUTH BREATHING

ORAL CANCER

ORTHODONTIC TREATMENT

PAIN AROUND, NEAR EARS...[1YeEs [ No

ARE YOU HAPPY WITH YOUR SMILE? []YES [INO

IF NO, WHAT WOULD YOU LIKE TO CHANGE ABOUT YOUR TEETH AND SMILE?

[Yes [J No
[1Yes O No
[JYes O No

PERIODONTAL TREATMENT
RoOT CANAL TREATMENT
SCALING / ROOT PLANING
SENSITIVITY TO BITING
SENSITIVITY TO COLD
SENSITIVITY TO HOT

TMJ PROBLEMS

ToBACCO PRODUCT USAGE
TOOTHACHE PAIN LIYeEs [1No
TOOTH EXTRACTION DUE TO DECAY UYes LI No
TOOTH EXTRACTION DUE TO FRACTURE[YES (] No
TUMORS OR GROWTHS

WISDOM TOOTH EXTRACTION

LYes LI No
[IYEs [1No
[IYEs LI No
LYeEs LINo




LEADING EDGE DENTAL CENTER, LTD.

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), | have certain
rights to privacy regarding my protected health information. | understand that this information can and will be
used to:

Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who
may be involved in that treatment directly and indirectly.

Obtain payment from third-party payers

Conduct normal healthcare operations such as quality assessments and physician certifications.

The Notice of Privacy Practices, containing a more complete description of the uses and disclosures of my
health information, is being made available upon request if should | choose to read it. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that | may contact this
organization at any time at the office address to obtain a current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to

carry out treatment, payment or health care operations. | also understand you are not required to agree to my
requested restrictions, but if you agree then you are bound to abide by such restrictions.

Patient Name:

Signature:

Relationship to Patient:

Date:

OFFICE USE ONLY

| attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices
Acknowledgment, but was unable to do so as documented below:

Date: Initials: Reason:




PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and
disclosures of this Protected Health Information (PHI). The individual is also provided the right to
request confidential communications or that communication of PHI be made by alternative means,
such as sending correspondence to the individual's office instead of the individual's home.

I wish to be contacted in the following manner (check all that apply):
Home telephone number

0O.K. to leave a message with detailed information
Leave a message with call-back number only

Work or alternate (cell) number
O.K. to leave a message with detailed information
Leave a message with call-back number only

I authorize the following persons access to my PHI(Private Health
Information)

PLEASE NOTE: A scheduled appointment is a commitment of time between the Doctor and the
patient. Therefore we make every effort to help you to keep these commitments.

As a courtesy to our patients we confirm all scheduled appointments one to two days prior to the
appointment. This is why we ask that the above form be as complete as possible to allow us to
contact you appropriately.

If you find that you are ever unable to keep a scheduled appointment, a 24-48 hour notice will allow
us to schedule another patient in need of treatment and to find a more suitable time for you. A

minimal charge of $50.00 may be placed on your account for any broken appointment.

Patient signature: Date:

Print Name




DENTAL BENEFIT EXPLANATION

It is our goal to provide the best dental care for you. To do this, it is important
that we do not allow dental benefits to be a determining factor in the diagnosis.
Your treatment will be based upon your needs, and we assume that you are as
concerned as we are about maintaining your good health.

The term “dental insurance” is misleading. What is commonly known as “dental
insurance” is more correctly termed dental benefits. Dental benefits are not
intended to pay everything, but to assist with costs of dental treatment.
Generally, dental benefits pay a percentage up to a set yearly maximum. The
benefits available to you are established by which plan package your employer
has purchased.

As a courtesy to you, we will submit your dental treatment claims to your dental
plan carrier. We also accept benefit assignment*, meaning that we will make a
“best guess” estimate of the expected benefit payment and allow you to pay
your estimated portion at the time your services are provided. Please be aware
that dental insurance has become increasingly unpredictable and because of
that, we do NOT guarantee any estimate, and should your dental plan pay less
than expected, you are fully responsible for the balance. We take no
responsibility for any denials by dental plans. Any question regarding denials
or lack of benefits should be directed to your employer or human resources
person to further explain the benefits they have chosen for you.

I understand and agree to these policies regarding my dental benefits.

PATIENT SIGNATURE DATE

*except in such cases that the insurance company will NOT send payment directly to us, ie: Delta Dental
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