SVII

Welcomes You To Our Practice

Patient Information Form

Mr./Mrs./Ms/Dr./Rev.

First Name M. Last Name
Address City State Zip
Home Phone( ) Waork Phone( ) Cell Phone( )
Date of Birth Sex:M /F SS# Email
Employer Occupation/Position
Whom may we thank for you finding us? [] Dentist [J Physician
[ Friend [ Yellow Pages [] Website [] Newspaper [] Radio []Tv
General Dentist
Responsible party
If Patient is a minor /

Name Relationship

Have you previously been a patient of Shenandoah Valley Implant Institute? YES / NO
If yes which Dr? Dr. Steve / Dr. Vic

Insurance Information

Do you have DENTAL insurance? YES / NO

Insurance Company

Employer

Group #

Subscriber’s Name Relationship to Patient: Self/ Spcuse / Parent / Other
Subscriber’s SS# Subscriber’s DOB

Do you have secondary dental insurance? YES / NO
*Please give your Dental Insurance card to the receptionist



Shenandoah Valley implant Institute LLC

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
, have, or medication that you may be taking, could have an important interrelationship with the dentisiry you will receive. Thank you for answering the
| following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospialized or had a major operation? () Yes () No  If yes, please explain:

Have you ever had a serious head or neck injury? () Yes () No  If yes, please expiain:

Avre you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlied substances? () Yes () No

Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are you allergic to any of the following?

[_I Aspirin [ Penicillin [ ] Codeine L1 Acylic [ | Metal { ] Latex [ ] Local Anesthetics

{1 Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes(O) No | Cortisone Medicine (O Yes() No | Hemophilia (O Yes () No | Renal Dialysis O Yes (O No
Alzheimer's Disease (O Yes(() No | Diabetes (O Yes(O No | Hepalitis A () Yes () No | Rheumatic Fever O Yes () No
Anaphylads {0 Yes(O) No | Drug Addiction () Yes(O) No | HepafilisBorC () Yes () No | Rheumatism O Yes () No
Anemia () Yes() No | Easily Winded (O Yes () No | Herpes () Yes() No | Scarlet Fever ) Yes () No
Angina () Yes() No | Emphysema (O Yes() No | High Blood Pressure () Yes () No | Shingles O Yes O No
Arthritis/Gout (O Yes{) No | EpilepsyorSeizwmes () Yes{) No | HivesorRash (O Yes () No | Sickle Cell Disease (O Yes () No
Artificial Heart Valve (O Yes(O) No | Excessive Bleeding () Yes(O) No | Hypoglycemia (O Yes () No | Sinus Trouble () Yes ) No
Artificial Joint {0 Yes(O) No | Excessive Thirst (O Yes(O) No | kvegular Heartbeat () Yes () No | Spina Bifida () Yes () No
Asthma (O Yes(O No | Fainfing Spelis/Dizziness( ) Yes () No | Kideey Problems () Yes() No | Stomach/ntestinal Disease { ) Yes () No
Blood Disease {0 Yes(O) No | Frequent Cough (O Yes(O No | Leukemia () Yes() No | Stroke () Yes () No
Blood Transfusion (O Yes(O No | Frequent Diarrhea (O Yes(O) No | Liver Disease O Yes() No | Swelling of Limbs (O Yes O No
Breathing Problem {0 Yes() No | Frequent Headaches () Yes() No | Low Blood Pressure () Yes() No | Thyroid Disease O Yes O No
Bruise Easily (O Yes(O) No | Genital Herpes (O Yes() No | Lung Disease () Yes () No | Tonsiliitis () Yes () No
Cancer {0 Yes(() No | Glaucoma () Yes (O No | Miitral Valve Protapse () Yes () No | Tuberculosis O Yes ) No
Chemotherapy () Yes () No | HayFever (O Yes(ONo | PainindawdJoints () Yes( No | Tumors or Growths (O Yes ) No
Chest Pains (O Yes() No | Hearl AttackFailore () Yes () No | Parathyroid Disease () Yes () No | Ulcers O Yes (O No
Cold Sores/Fever Blisters () Yes( )} No | Heart Murmur (O Yes(O) No | PsychialicCare () Yes() No | Venereal Disease O Yes () No
Congenital Heart Disorder() Yes () No | Heart Pace Maker (O Yes(O) No | Radiation Treatments( ) Yes () No | Yellow Jaundice () Yes ) No
Convulsions (O Yes(O) No | Heart TroubleDisease { ) Yes () No | Recent Weight Loss () Yes () No

Have you ever had any serious iliness not fisted above? () Yes ()} No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




HIPAA Privacy Rule of Patient Authorization Agreement

Shenandoah Valley Implant Institute

Authorization for the Disclosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations

l, , (patient name) understand that as part of my healthcare, Shenandoah
Valley Implant Institute originates and maintains health records describing my health history, symptoms,
examination and test results, diagnosis, treatment and any plans for future care or treatment. | understand that
this information serves as:
* abasis for planning my care and treatment;
® ameans of communication among the health professionals who may contribute to my health
care;
¢ asource of information for applying my diagnosis and surgical information to my bill;
a means by which a third-party payer can verify that services billed were actually provided;
® atool for routine health care operations such as assessing quality and reviewing the competence
of health care professionals

I have been provided with a copy of the Notice of Privacy Practices that provides a more complete description of
information uses and disclosures.

| understand that as part of my care and treatment it may be necessary to provide my Protected Health
Information to another covered entity. | have the right to review this facility’s notice prior to signing this
authorization. | authorize the disclosure of my Protected Health Information as specified below for the purposes
and to the parties designated by me.

Privacy Rule of Patient Consent Agreement

Consent to the Use and Disclosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations

| understand that:

® | have the right to review Shenandoah Valley Implant Institute Notice of Information
practices prior to signing this consent;

¢ Shenandoah Valley Implant Institute reserves the right to change the notice and
practices and that prior to implementation will mail a copy of any revised notice to the
address I've provided if request;

* | have the right to request restrictions as to how my protected health information may
be shown or disclosed to carry out treatment, payment, or healthcare operations and

that Shenandoah Valley Implant Institute is not required by law to agree to the
restrictions requested.

* | may revoke this consent in writing at any time, except to the extent that Shenandoah
Valley Implant Institute has already taken action in reliance thereon.

Signature of Patient or Legal Representative Witness X...
Printed Name SerernERasBNaramar i eeraneseaann aanane s s pan e nnnnenns ves

Date:



