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PATIENT NUMBER

Patient’s Name

. " Last First Initial Date of Birth
CIRCLE THE APPHOPH!ATE ANSWEH IF YOU DON'T KNOW THE CORRECT ANSWER PLEASE
WRITE “DON'T KNOW” ON THE LINE AFTER THE QUESTION COMMENTS
1. Physician’s Name

gé Tald I

2. Are you under a physician's Care? . ... ... . i YES NO

Since when Why
3. When was your last complete physical exam?
4. Are you taking any medication or substances? ...... . ... .l YES NO

{If yes, please fist medications in comments section sremihe-baskolihis-torm :
5. Do you routinely iake health refated substances? (vitamins, herbal snpp!ements natural products) . .YES NO
6. Are you allergic to any medications or substances? (pleaselist) .. .......... . ...... YES NO
7. Do you have any other allergies orhives? . ... .. ... .. ... ... YES NO
8. Do you have any problems with peniciliin, anfibiofics, anesthelics

or other medications? ... ... e YES NO
9. Are you sensifive toany metals orlatex? .. ... ... YES NO
10. Are you pregnant or suspectyoumay be? ... ... . e YES NO
11. Do you use any hirth control medications? . ........... ... i YES NO
12. Have you ever been treated for or been told you might have heart disease? ........ .. YES NO
13. Do'you have a pacemaker, an arfificial heart valve implant, or

heen diagnosed with mitral valve prolapse? ... ... ..l YES NO
14. Have you ever had rheumatic fever? ... .. ... ... .. ... ... ..YES NO
15. Are you aware of any heart murmurs? ... ... . e, YES NO
16. Do you have high or low blood pressure? (please circle) ... ....ocevieni oL YES NO
17. Have you ever had a serious illness or major surgery? ........................... YES NO

If s0, explain
18. Have you ever had radiation treatment, chemo treatment for tumor,

growth or other condition? . ... ... . . . YES NO

19. Have you ever taken Fosamax, Zometa, Aredia or any other oral or infravenous treatment
{bisphosphonates) for bone tumors, excessive calcium in your bloed, or osteoporosis? .YES NO

20. Do you have inflammatory diseases, such as arthritis or rheumatism? .............., YES NO
21. Do you have any artificial joints/prosthesis? ......... ... ... ...l YES NO
22. Do you have any blood disorders, such as anemia, leukemia, ete? .................. YES NO
23. Have you ever bled excessively after being cut orinjured? . ... ... ... ... YES NO
24. Do you have any stomach problems? ... ... ... YES NO
25. Do you have any kidney problems? ... .. . YES NO
26. Do you have any liverproblems? ... . ... .. ... ... ... .. ... .cieie. i YES NO
27 Areyoudiabelic? .. ... YES NO
28. Do you have fainting or dizzy spells? .. ... . o i YES NO
20 Doyouhaveasthma? .. ... .. ... e YES NO
30. Do you have epilepsy or seizure disorders? .. ... . o i YES NO
31. Do you or have you had venereal or any sexually fransmitted disease? ............. YES NO
32.Have you tested HIV positive? ......... ... .. ... . . . YES NO
33 Doyouhave AIDS? e YES NO
34. Have you had or do you test positive for hepatitis? ............. ..o il YES NO
35.Doyouorhaveyouhad T.B.? ... ... YES NO
36. Do you smoke, chew, use snuff or any other forms of tobacco? ... . ... ... YES NO
37. Do you regularly consume more than one or two alcoholic beverages a day? ......... YES NO
38. Do you habitually use controlled substances? .......... ... i YES NO
39. Have you had psychiatric treatment? ... .. ... ... YES NO
40. Have you taken any prescription drugs fenfluramine, fenffuramine combined with

phentermine {fen-phen), dexfenfluramine (redux), or other weight loss products? ...... YES NO

41. Do you have any disease condition, or problem not kisted? If so, explain
42. 15 there anything else we should know about your health that we have not covered in this form?

43. Would you like to speak to the Doctor privately about any problem? ... .............. YES NO

| GERTIFY THAT THE ABCVE INFORMATION IS COMPLETE AND ACCURATE

PATIENTS / GUARDIAN'S SIGNATURE DATE
DENTIST'S SIGNATURE DATE

| ANEST, % !MED. ALERT‘
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Patient Evaluation Form

. Howdid you hear about-our practice?

(J Referred by a friend

[ Directory of dentists provided by my
insurance company.

() 1sawone of your advertisements

(). walk by or drove by the practice

. Date of your [ast hygiene visit:

. Onascaleof1to5 (1 being bad, 5 being
good) please rate how you feel your overall
dental health is.

1 -2 3 4 5

. Onascaleof 110 5 (7 being bad, 5 being
faithful) Over the last ten years rate how
faithfully you have had-your teeth cleaned?

1 2 3 4 5

. Onascale of 1 to 5 (1 being not sensitive,
5 being very sensitive) what is you're level of
sensitivity to dental procedures?

12 3 4 5

. Onascale of 1 to 5 (7 being not sensitive,
5 being very sensitive) what is your sensitivity
to cleaning visits?

1.2 3 4 5

. Rate how you feel about your smile and the
- look of your teeth. (1 being unhappy, 5 being,
very happy)

1 2 3 4 5

10,

L0000

Are you interested in regular hygiene
cleanings?

I ves L No

What is the main reason for your visit today?
Tooth pain

I need to check up

Cleéning

‘Orthodontics (braces)

Whitening

Cosmetic dentistry

Sedation dentistry
Other |

f would like to learn more about?
Orthodontics
Whitening
Cosmetic dentistry
Sedation dentistry
Implants |
Bridges

‘Veneers

Dentures

- Other

niafafulaluiulals

11. Referred to our office by:




Thomas H Gietman, DDS

100 Hwy W | MOUNT CALVARY W1, 53057 | (920) 753-2771

Written Financial Policy

Thank you for choosing Thomas H Gietman, DDS. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the cost of optimal care as
easy and manageable for our patients as possible by offering several payment options.

Payment Options:

You can choose from:

- Cash, Check, Visa, Mastercard, American Express or Discover Card

Wa offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash,
check or credit card prior to completion of care.

- NO INTEREST' Payment Plans? from CareCredit
| o Allow you to pay over time with NO INTEREST'
o Convenient, low monthly payment plans? also available
o No annual fees or pre-payment penalties

Piease note:

Thomas H Gietman, DDS requires payment prior to the completion of your treatment. If you choose to
discontinue care before treatment is complete, your refund will be determined upon review of your case.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly
bill them for reimbursement for your treatment 2

There is a $25 fee for returned checks.
We appreciate a 24 hour notice if unable to keep an appointment.

Iif you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

'if paid within the promotional period. Otherwise, interest assassed from purchase date. Minimum monthly payment required.

2Subject to credit approval
*However, if we do not receive payment from your insurance carsier within 80 days, you will be responsible for payment of your
treatment fees and collection of your benefits directly from your insurance carrier.



: ag ni‘_s the _Nottce 'of anacy ra:'”
eme s'-fo‘._:___.' ; '




Thomas H. Gietman, D.D.S.

Mt. Calvary Medical Center
Mt. Calvary, Wl 53057
PHONE: 753-2771

WISCONSIN CONSENT

Purpose: This form is to obtain an individual's written permission under Wisconsin faw for (a) our use of
the individual's dental care records to carry out treatment, payment activities, and health care operations,
and (b) our disclosure of the individual's dental care records to carry out treatment, payment activities, and
heaith care operations.

SECTION A: Individual giving consent,

NAME:

PATIENT NAME: (If different than above)

ADDRESS:

TELEPHONE:

TO THE INDIVIDUAL: Please read the following and complete the information requested.

Effect of Declining Consent; This consent is a condition of your treatment by us. If you decide not to sign
this consent, we may decline to treat you.

Erivacy Practices Notice: You have the right to read our Privacy Practices Notice before you decide
whether to sign this consent. Our Notice provides a description of our treatment, payment activities, and
health care operation, of the uses and disclosures we may make of your protected health infarmation, and
of other important matters about your protected health information. A copy of our dentat office's Notice of
Privacy Practices accompanies this consent. We encourage you to read it carefully and completely before
signing this consent.

SECTION B:_ The uses and disclosures being authorized.

Our Use of Dental Health Information: By signing this form, you will consent to our use of your dental care
records, to carry out treatment, payment activities, and health care operations as set forth in our Privacy
Practices Notice.

Persons [nvolved in Care. By signing this form, you will consent to our use of your dental care records to
the following persons, including those involved in your care or payment for that care. Please list the
person(s) you would like involved in your care or payment for that care.

We may use professionat judgement and our experience with common practice 1o make reasonable
inferences of your best interest in allowing a person acting on your behalf to pick up filled prescriptions,
medical supplies, x-rays, or other similar forms of protected health information.



Our Disclosure of Medical Information. By signing this form, you will consent o our disclosure of your
dental care records to carry out treatment, payment activities, and health care operations as set forth in
our Privacy Practices Notice, and to our disclosure of your dental care records for disaster relief purposes
as permitted by law.

SECTION C: Revocation.

Right to Revoke: This consent is effective until revoked by you. You may revoke this consent at any time
by giving written notice of revocation to the Contact Office listed below. Revocation of this consent will not
affect any action we took in reliance on this authorization before we received your written notice of
revocation. We may decline to freat you or to continue treating you if you revoke this consent,

Contact Office: Thomas H. Gietman, D.D.S.
Telephone: 920-753-2771
Address: 100 S. Hwy. W, Mt. Calvary, Wi 53057

INDIVIDUAL'S SIGNATURE,

i, . have had full opportunity fo read and consider the
contents of this consent. | understand that, by s;gmng this form, | am confirming my written permission for
the disclosure of my protected health information, as described in this form.

Signature: Date:

if this consent is signed by a personal representative/parent on behalf of the individual, complete the
following:

Personal Representative's/Parent Name:

Relationship to Individuai:
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THIS ROTICE DESCRIBES HOW HEALTH INFORMATION AROUT YOU WIAY BE USED AID DISCLOSED AND HOW YOU CAN GET ACCESE TO
THIS INFORBATION,

FLEASE REVIEW IT CAREFULLY. THF PRIVACY OF YOUR HEALTH INFORMATION 1S INPORTANT TO US.
QLR LEGAL DUTY

Federal and stais law requires us fo maintain the privacy of your health informalion. Thal law also retines us 1o give you this notice abow aur privaiy
practices, our legal duties, and your rights congering vour health information. We myst foliow the privacy practices we desciibe In fhis notice while s in
effect. This notice takes effect Aprl 14, 2003, and wil remain in sifect unti wa eolace §,

We reserve the right io changs our nrivacy pra » terms of this notice af any Hme, smvidad sy
the right to make the ehanges in our privacy mia and e rew farms of our noll ertive {or g
information we created or received before wo matde the changes. Belore we make a significant chane
and make the new nolice avallable upon recuest

h applicable law perils the changes. We resorve
iith information that we mainiain, including health
i

ol privacy practices, we will change s nofice

B

fou may request a copy of our nolise al any tm r more information about our privacy praciices, of for additional copies of this notice, please contart

Us using ihe information lisied al the end of this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for lrealment, payment, and health care operations. For gxamnie
Treatment: We may use your health information for treatment or disclose it to a dentist, physician or other health care provider providing freatment to you.

Payment We may use and disclose your healih information to obkain payment for services we provide to you. We may also disclose your health
information to another health care provider or entify that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose youtr health information for our heaith care operations. Health care operations include quality
assessment and improvemen! activities, reviewing the competence or qualifications of health care professionals, evaluaiing praciifioner and provider
peromance, conducting training programs, acereditation, cerfification, licensing or credentialing activities, We may disclose your health information o
another health care provider or organization that is subject to the federal privacy rules and that has a refationship with you to support some of their health
care operations. We may disclose your information to help these organizations conduct quality assessment and improvement aclivities, review the
tompetence or qualifications of health care professionals, or detect or prevent health care fraud and abuse.

On Your Authosizalion: You may give us wiitten authorization 1o use your heaith information or to disclose it io anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect any uses o disclosures permitted by your authorization while it was
in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this notice.

To Your Family and Friends: We may disclose your health information to a family member, friend or other person to the extent necessary {o help with your
health care or with payment for your health care. Before we disclose your health information fo these people, we will provide you with an opporiunity fo
object to our use or disclosure. If vou are not present, of In the evert of your incapacity or an emergency, we will disclose vour medical information based
on our professional judgment of whether the disclosure would be in your best interest, We may use our professional judgment and our experience with
cominon praclice to make reasonabie inferences of your best interest in allowing a person to pick up flted prascriptions, medical supplies, K-rays, or other
similar forms of health information. We may use of disclose information about you to notify or assist in notifying a persen involved in your care, of your
locafion and gensrai condition.

Appointment Reminders: We may use or disclose your health information fo provide you with appoiniment reminders {such as voicemail messages,
posicards, of loiters.)
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