PATIENT REGISTRATION AND HEALTH HISTORY

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

2

DATE 1 DENTAL INSURANCE
NAME = :

SPOUSE INSURANCE COMPANY

ADDRESS GROUP NO.

cITY STATE 7P EMPLOYEE

HOME PHONE CELL PHONE DATE OF BIRTH

BIRTHDATE AGE MALE FEMALE EMPLOYEE SOCIAL SECURITY NO.
MARRIED SINGLE DIVORCED | WIDOWED

SOCIAL SECURITY NO. INSURANCE COMPANY

DATE GROUP NO.

NAME EMPLOYEE

ADDRESS DATE OF BIRTH

cITY STATE zP EMPLOYEE SOCIAL SECURITY NO.
HOME PHONE CELL PHONE

BIRTHDATE AGE MALE FEMALE

SCHOOL GRADE

SOGIAL SECURITY NO.

|F YOUR CHILD’S LAST NAME AND/OR ADDRESS ARE NOT
THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION

RELATIONSHIP TO PATIENT

ADDRESS

crry STATE zP GETTING TO KNOW YOU 3
PHONE NO. IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT

TO OUR OFFICE?

: NAME: RELATIONSHIP:
; NAME REFERRED TO US BY
OCCUPATION YOUR FORMER ADDRESS
EMPLOYER ciTY STATE ZIP
BUSINESS ADDRESS CITY PERSON TO CONTACT FOR EMERGENCY
BUSINESS PHONE NO. EXT. PHONE NUMBER

ADDRESS

NAME — cITY STATE ZIP
OCCUPATION CLOSEST RELATIVE NOT LIVING WITH YOU

EMPLOYER PHONE NUMBER

BUSINESS ADDRESS CITY ADDRESS

BUSINESS PHONE NO. EXT. CITY STATE ZIP




10.
11.
12.
13.
14.
15.

1 understand the ab

........... YES NO

Are you having pain or discomfort at BRHS TIMIE? oovoeeeeveeeeeese e eeemeasmeesesesseeaeasbetasra s s aa s e E AT SRS 1SS S
Have you been a patient in the NOSPItal QUIING tNE PAST IWO YEAIS? wrvvevuvasssrererrerios et ressesammasssss 121 YES NO
Have you been under the care of a medical doctor GUIINg the PAST WO YEAIST .c.cuun.crvurrrrreesssssssimsss s YES NO
Physician's Name Phone No.
Address
Have you taken any medication or drugs during the past two TCC LY ———————ERLCEE YES NO
Are you now taking any MIEGICAUON, GUGS OF PIIS? wovvvevevusssmsssmmssisrsssssssessessssssssssssssssssssssssssss st s YES NO
If yes, pi list:
.YES NO

Are you aware of being allergic to or have you ever reacted adversely to any medication or substance? ..

If yes, please list:

Indicate which of the following you have had or have at present. Gircle “yes” or “no” to each item.

Heart Failure ....coocvveerereereecscenens YES
Heart Disease or Attack ............... YES
ANGINa PECLOMS ...cvvurerrranrariseracunces YES
Congenital Heart Disease ............. YES
Heart MUIMIU ....c.cocenreniinemnesnenansie YES
High Blood Pressure .............e.... YES
ArterioSCleroSiS ....oververrrrissresesenans YES
Mitral Valve Prolapse ................. ...YES
Artificial Heart Valve ........cccceeneneae YES
Heart Pacemaker

Heart SUIGerY ....co.oereeuvessecarmniness
Rheumatic Fever
ARBTIS ....oveoisresesnionsaacs

RheumatiSm .....cccceereeeemruarivesserennes
Cortisone Medicine .........ococecvveeene YES
Drug ADdiction .........cceueeueens .
SOKE oveeverereeersensrsssenensesrasssnasacecs

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

Artificial Joints (hip. knee, etc.) ... YES
Kidney Trouble .....cceeueeccennennnnns YES
UIGBIS.......osenssesssisssssvesssnissssssnssasass YES
DiabeleSi-rrmmumasuinsssasoannannes YES
Thyroid Problems .........ccccccvenee YES
GlaUComMa .:sssasssmsmsssssisssnsssussasasense YES
Cosmetic SUrgery .......ooueemeenseenes YES
EMPhYSemMa ...cvevvveeeernrsrsnseseacans YES
Chronic Cough .
TUDErCUIOSIS «..eveeeemcevenrreranraneaenas
ASHIMNA ... sissssississsssmsusnisaasassns
Hay Fever
Allergies or HIVeS .....ccceveeecvenes YES
Sinus Troubl ...eeceeeevencncincnenanns
Radiation Therapy
Chemotherapy ......ccccoveevvenereeneenne

Hepatitis A (infectious) ......cc.cc..... YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO

When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,

H.LV. POSHIVE .cccveerrennnneaecninenes
Cold Sores/Fever Blisters ..
Blood Transfusion ......ceeeeevcnee
Hemophilia ......oeereencemsisscrnnanaes
ANEMIA .eccevenrarnnnanns
Sickle Cell DiSase ......c.cevrevuvanns
Bruise Easily .....coconemreeneorcsieninanes
Liver Disease ....
Yeliow JaundiCe .......cooeeeeaccerisanee
Epilepsy Or SEiZures ........oweeees
Fainting or Dizzy Spells.........c......
NEIVOUSNESS .verecrsirrensasnssessassesanes

Psychiatric Treatment ..................
Developmentally Disabled.............

shortness of breath. or because you are very BIFEA? .veeeeeeeeeessssrsssnisnsasnsessssssnassasssvansassnssnassaensss YES NO
Do your ankles swell during the GAY? cvvoerevvvesreesesesessseemsessasass e R s YES NO
Do you use more than two pillows to SIBBP? cussssscusussssssssnassanvasanassass YES NO
Have you lost or gained more than 10 pounds in the PASE YEAr? .....cvurunrienesreessensrmscisnsansinessases YES NO
Do you ever wake up from sleep and feel short of breath? ........ ' YES NO
Are you 0N @ SPECIal QIEt? .oeveevrrreirisernis s ...YES NO
Has your medical doctor ever said you have a cancer or tUMOr? .......ceeeeeerceciennes ..YES NO

....... YES NO

Do you have or have you had any disease, condition, or problem not listed? ........

If yes, please list:
FOR WOMEN ONLY:

Are you pregnant? O Yes, what month?

and to the best of my knowledge.

Patient Signature

Patient

Parent or Responsible Party

O No Are you nursing? O Yes O No

Date

Are you taking birth control pills? O Yes OO No

ove information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully

CONSENT:

1. The undersigned hereby authorizes doctor to take x-rays, study models, photograp!

make a thorough diagnosis of the patient's dental needs.

2. | also authorize doctor to perform all recommended treat
indicated for such treatment in connection with (name of patient)
agents embodies a certain risk. Furthermore, | authorize and consent thal

recommended treatment.

3. Lastly, | understand that all responsibility for payment
at the time services are rendered unless other arrangements

hs, or any other diagnostic aids deemed appropriate by doctor to

ment mutually agreed upon by me and to use the appropriate medication and therapy

. 1 understand that using anesthetic

| understand that a 1-1/2% finance charge (18% APR) may be added to my account.

AGREEMENT TO PAY: The undersigned accepts the fee charged as a lawful debt and p
the cost of collection, attoey fees, and court costs if such be necessary, waiving now an

constitution and laws of the State of Alabama, or any other state.

Date

t doctor choose and employ such assistance as deemed fit to provide,

for dental services provided in this office for myself or my dependents is mine, due and payable
have been made. In the event payments are not received by the agreed upon dates,

romises to pay said fee as outlined above including
d forever the right to claim exemption under the

Witness

Relationship to Patient




DrRobHamadine ~ Dr.KimHaradine

. NG‘N».-'COVE‘R_ED‘ S‘ERVIC'ES..FOL‘I'C_.Y
As your denhs’r Iwcm’r ’ro provrde you wﬁh your chorce of dental servrces There |
'moy be certain servrces fhdr you select thait are not covered by your msurdnce : Py
company. For fhose servrces you wilt be expected to pay the fee schedule
diifference for ’rho’r service or pay: for ’rhe service in full. For one exomple |
' procedures that are cosmehc in nd’rure dnd requesfed and dgreed upon by |

| ‘patient dre nof covered by your com‘rdc’r and you will be responsrble for - Ay

poymen’r in fu!l

- Lei me redssure you fhon‘ only servrces necessory crnd oppropno’re, for your

e , frecn‘men’r dnd core wrll be perfom'\ed lf you hdve dny ques’nons, our fi noncrdl

, coordmdfor will be hdppy ’ro dSSlsf you Thonk you for your unders’rondmg

’
S

g hove reod your pohcy ond agree, as rndlca’red by my srgnd’rure below to pay -
_-forservices that are not covered or for which pdymen’r is no’r allowed by my -

r con’rrocr

Y

' ..._deﬁenf/_R‘esioohsible Pi_:ﬁy _S:igr'r‘o’rure ST . A Date.



COMPLETE DENTAL CARE, P.C.
Family, cosmetic & Imp lant Dentistry

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

| 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:

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

e Obtain payment from third-party payers.
o Conduct normal healthcare operations such as quality assessments and dentist

cerifications.

Effective April 14, 2003 (due to federal guidelines under HIPAA) we are now required to
have a release form signed by the patient before we can give out any medical or
financial information to any person other than the patient.

Please list below names, relationship, and phone numbers of any authorized individuals
(spouse, family members, friends, caregivers, etc.) that we may discuss your medical or
financial information with.

NAME RELATIONSHIP PHONE NUMBER
1.
2.
.
May we leave inforﬁrhiafion on your “home” answering machine?
Yes No
Signature of Patient/Parent . Date

OR
If you do not want any medical or financial information discussed with anyone other than

yourself please sign here.

Signature of Patient/Parent Date

The above information is private and confidential and will be placed in your chart. The
information on this form will remain valid until we are notified otherwise.

OFFICE USE ONLY = %
| attempted to obtain the patient’s signature in acknowledgment on this Notice of
Privacy Practices Acknowledgment, but was unable to do so as documented below.
Date: Initials: Reason: .




