% WELCOME >

To the Office of Dr. Karl L Hoffman D.D.S

Thank you for selecting our dental healthcare Team! We will strive to provide you with the best possible

dental care. To help us meet all your dental healthcare needs, please fill out this form. If you have any

guestions or need assistance, please ask -We will be happy to help.

Referred by:

PATIENT INFORMATION

Name Employers Name
Address D.O.B
SSN
Email Cell Phone
Home Phone Work Phone
Preferred to be called at: Home Cell Work Other
PRIMARY INSURANCE SECONDARY INSURANCE
Employer of Insured Employer of Insured
Name of Insured Name of Insured
D.O.B SSN D.O.B SSN
Name of Insurance Name of Insurance
Address of Insurance Address of Insurance
Copy of Insurance ID card Yes No Copy of Insurance ID card Yes NO




FINANCIAL ARRANGEMENTS “FOR THIS PATIENT “
Cash Personal Check Credit Card Visa Master Card

LATE CHARGES

If | don’t not pay the entire new balance within 25 days of the monthly billing date, a late charge of 1.5% on
the balance then unpaid and owed will be assessed each month. | realize that failure to keep this account
current may result in you being unable to provide additional dental services except for dental emergencies or
where there is prepayment for additional services. In the case of default on payment of the account, | agree
to pay collection costs and reasonable attorney fees incurred in attempting to collect on this amount or any
future outstanding account balances.

EMERGENCY CONTACT PERSON

Name Relationship to Patient
Address
Phone Number Email

Responsible Person’s for This Account

Name DOB SSN
Address Email
Home # Cell # Work #

AUTHORIZATION AND RELEASE

| authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my
child during the period of such Dental care to third party payer’s and/or other health care practitioners. | authorize and request my insurance
company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | understand that my dental insurance carrier
may pay less than the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or my dependents.

X Date

SIGN DATE SIGN DATE
SIGN DATE SIGN DATE
SIGN DATE SIGN DATE

SIGN DATE SIGN DATE




MEDICAL HEALTH HISTORY:

Do you have, or have you had, any of the following?
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IHeart Problems Diabetes

Chest pain Urinate more than 6 times a day

Shortness of breath S

Thirsty or mouth is dry much of the time

N

Blood pressure problem Family history of diabetes

Heart murmur
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Tuberculosis or other respiratory disease
Heart valve problem ’
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L

Taking heart medication Do you drink alcohol?

Rheumatic fever If so, how much?

Jacemaker

0
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- Do you smoke?
Artificial heart valve .
If so, how much?

Blood Problems

" Hepatitis, jaundice, or liver trouble _____
Fasy bruising

Frequent nosebleeds Herpes or other STD

Abnormal bleeding HIV-positive/AIDS

Blood disease (anemia)
Glaucoma _

Ever require a blood transfusion?

ar cc ?
Allergy Problems Do you wear contact lenses?

Hay fever History of head injury?
Sinus problems . . .
. Epilepsy or other neurological disease?
Skin rashes '
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Taking allergy medication History of alcohol or drug abuse?

Asthma Do you have any disease, condition, or problem not listed

Intestinal Problems previously that you feel we should know about?

Ulcers

If so, please describe:
Weight gain or loss
Special diet

Constipation/Diarrhea During the past 12 months, have you taken
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Kidney or bladder problems
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any of the following? e
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Bone or Joint Problems
Arthritis
Back or neck pain

Antibiotics or sulfa drugs

Anticoagulants (e.g., Coumadin)
High blood pressure medicine

It

Joint replacement Tranquilizers

te.g., total hip, pins, or implants) Insulin, Orinase, or similar drug

Fainting Spells, Seizures, or Epilepsy Aspirin
Digitalis or drugs for heart trouble

Stroke(s)

Nitroglycerin
Cortisone (steroids)
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Frequent or severe headaches

Natural remedies
Thyroid problems
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Nonprescription drug/supplements
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Persistent cough or swollen glands _ Other
Premedications required by physician
Cancer/Tumor D
Women Yes No

Are you allergic, or have you reacted adversely, Are you taking contraceptives or

to any of the following? Yes other hormones?

R

Are you pregnant?
If so, expected delivery date:

Local anesthetics (“Novocaine”)

Penicillin or other antibiotics

Sulfa drugs Are you nursing?

L1
ool Oon

Barbiturates, sedatives, or sleeping pills Have you reached menopause?

Aspirin, Acetaminophen, or lbuprofen If s0, do you have any symptoms?

Codeine, Demerol, or other narcotics

Reaction to metals
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Latex or rubber dam
Other __ Notes:

Notes:

Patient/Parent Signature:

Date: Dentist Initial:
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Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please
complete the following form. The information provided on this form is important to your dental health. If there have been any changes
in your health, please tell us. If you have any questions, don’t hesitate to ask.

Patient name: Date of birth: Sex: Age:
Home address: City: State: Zip:

Billing address (if different): City: State: Zip:

Home phone: Cell: E-mail: Driver’s license #: State:
SS #: Employer/Occupation: Bus. Phone:

Spouse’s name & phone #: Emergency phone # {other than spouse):

Primary dental insurance: Group #:

Secondary dental insurance: Group #:

Subscriber’s name: Date of birth: SS &

Name of your medical doctor: Date of last visit to medical doctor:

Name of previous dentist: Date of last visit to dentist:

Referred to us by:

DENTAL HEALTH HISTORY

Yes No Yes No
Are you apprehensive about dental treatment? J How often do vou brush?
Have you had problems with previous dental treatment? ] 7] How often do you floss?
. ; Does your jaw make noise so that it bothers vou
Do you gag easily? N your)a ’
or others? L]
Do you wear dentures? N . . . ;
’ Do you clench or grind your jaws frequently? O o
Does food catch between your teeth? O . o —
By ] Do your jaws ever feel tired? Nl
Do you have difficulty in chewing your food? 1 . .
” Does your jaw get stuck so that vou can’t open freely? O
Do you chew on only one side of your mouth? 010 . ) .
_ ) Does it hurt when you chew or open wide to take a bite? | [}
Do you avoid brushing any part of your mouth o ) ‘
. 7 [ Do you have earaches or pain in front of the ears? i
because of pain? !
. Do you have any jaw symptoms or headaches
Do your gums bleed easily? O Y N J . ymi )
; upon awaking in the morning? O
Do your gums bleed when you floss? L1 0 ) ) ) i . )
' ’ 1 Does jaw pain or discomfort affect your appetite,
e or? . -
Do your gums feel swollen or tender? steep, daily routine, or other activities? [
Have you ever noticed slow-healing sores in or L . . .
Do you find jaw pain or discomfort extremely
about your mouth? L1 . ) ) 7]
frustrating or depressing? L.
Are your teeth sensitive? 0 L s . . ]
Do you take medications or pills for pain or discomfort
Do you feel twinges of pain when your teeth come in (pain relievers, muscle relaxants, antidepressants)? ]
contact with: . . .
. o Do you have a temporomandibular (jaw) disorder
Hot foods or liquids? L ) -
o s (TMD)? 0
Cold foads or liquids? ]
Sours? 1 7 Do you have pain in the face, cheeks, jaws, joints,
- ‘ 3 - ?
Sweets? N throat, or temples? ] 1
L Are you unable to open your mouth as far as you want? O o
Do you take fluoride supplements? R ! pen y ’ e 0
o . : - Are you aware of an uncomfortable bite? L
Are you dissatistied with the appearance of your teeth? 1O ’ 9 0
) ‘ Have you had a blow to the jaw (trauma)? o
Do you prefer to save your teeth? 1O ’ Jaw { T I 0
i ) Are you a habitual gum chewer or pipe smoker?
Do you want complete dental care? L0 ’ ‘ 5 o




ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

Karl L. Hoffman D.D.S.
130 Marvin Rd. SE Suite 201
Lacey, WA 98503
360-456-7070
¥
My signature confirms that [ have been informed of my rights to privacy regarding my protected health
information. under the Health Insurance Portability & Accountability Act of 1996 (HIPAA) |
understand that this information can and will be used to:

d Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly

2 Obtain payment from third-party payers for my health care services

2 Conduct normal health care operations such as quality assessment and improvement activitics

I 'have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. [ have been given the right to
review and receive a copy of such Notice of Privacy Practices. 1 understand that my dental provider has
the right to change the Notice of Privacy Practices and that | may contact this office at the address above
to obtain a current copy of the Norice of Privacy Practices.

I 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 and 1 understand that you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

For Office Use Only:
Wewere unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the follow ing reason

O The patient refused to sign
O Communication barriers
O  Emergency situation

O Other



BILLING AND CANCELATION POLICY
OF
KARL L. HOFFMAN D.D.S.
OUR OFFICE POLICY
A BROKEN APPOINTMENT IS A LOSS TO EVERYONE. PLEASE INFORM US TWO DAYS IN ADVANCE IF YOU ARE
UNABLE TO KEEP YOUR APPOINTMENT. A MINIMUM FEE OF $100.00 WILL BE CHARGED, UNLESS 48 HOURS
NOTICE IS PROVIDED.
CONSENT

e The undersigned hereby, authorizes doctor to take X-rays, study models, photographs, and/or any other
diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the patient’s dental needs.
The office no longer does silver amalgam fillings. Insurance companies now pay on tooth-colored fillings, and,
we can usually estimate accurately what portion of the procedure they will cover.

e | also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the
appropriate medication and therapy indicated for such treatment. | understand that using anesthetic agents
embodies a certain risk. Furthermore, | authorize and consent that doctor choose and employ such assistance
as deemed fit to provide recommended treatment.

e | understand that all responsibility for payment for dental services provided in this office for myself and/or
dependents is mine, due and payable at the time services are rendered unless other arrangements have been
made. In the event that payments are not received by the agreed upon dates, | understand that a 1.5% finance
charge (18%/Year) may be added to my account. PATIENT/PARENT/GUARDIAN SIGNATURE

BILLING POLICY

e Payment for services is expected at the time of treatment, unless financial arrangements are made prior to your
appointment. Our fees for services are the same, whether the patient has dental insurance or not. For your
convenience, we do accept Master Card and Visa

INSURANCE

e Although this office files insurance claims as a service to the patient, the insurance contract is between you the
patient and the insurance company. We have no control over the insurance company’s method of payment,
neither the amount nor timing; therefore, any agreement for payment of fees is between you the patient and
this office regardless of insurance coverage.

e  We will call your insurance company to determine an estimated percentage of the total fee to be paid. We ask
you to pay the estimated amount not assured by your insurance company on the day of treatment.

e Insurance companies now allow for “functionally acceptable work,” whereas, in the past their coverage was for
“quality work.” It is our desire to provide our patients with the highest quality of work within their finical
capabilities and desires. What is most important to you?

= The highest quality dentistry available.

= The most economical treatment plan.

= Dentistry limited to insurance coverage.

= A combination of the above. Please
Explain:

SIGNED:
Patient/Parent/Guardian Date
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