
Chart # ssN

Nalne Nickname Date of  Bir th

Address Telephone

Business Address- Business Phone

PATIENT MEDICAL HISTORY

Physicia Office Phone- Home Phone

Approximate date of last physical examination

I  .  Are you receiv ing any medical  t reatment now?. .

2. Have you had any major operations?.

I f  so,  what2

3. Have you ever had a serious accident involving head injuries?.

4. Have you had any adverse response to any drugs including penicillin, codeine or dental anesthetic?. . .

5. Has a physician ever informed you that you had: A Heart Ailment?.

6.  High Blood Pressure?.

7.  Respiratory Disease or  Tuberculosis ITB)?.
8.  Diabetes?

9. Rheumat ic Fever?.

10.  Rheumat ism or Arthr i t is?.

11.  Art i f ic ia l  Joint  Replacement?.  .  .  .

12. Tumors or Growths?.

13.  Any Blood Disease?.

14.  Any Liver Disease?.

15. Any Kidney Disease?.

16. A Kidney Transplant?.

77 .  Any Stomach or Intest inal  Disease?.

18. .  Any Venereal  Disease?.

f  9.  Hepat i t is ,  Yel low Jaundice?.  .  .  .

20.  AIDS or AIDS Related Complex?.

21.  Do you have night  sweats accompanied by weight  loss or  cough?.

22. Are you on a diet at this time? . . . . . .

23. Are you now taking drugs or medications?. . . . . .

I f  so, what?
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45.

Are you allergic to any known materials resulting in hives, asthma, eczema, etc.?

Are you in general good health at this time?.

Have any wounds healed slowly or presented other complications?

Are you pregnant?

Do you have a history of fainting?

Have you ever had any X-ray treatments {other than diagnosticl?

PATIENT DENTAL HISTORY
Do you, at present, have any dental complaints or toothaches?. . . . .

Do you have earaches, sinusitis or pain in or near your ears?. . . . .

Do you have any unhealed injuries or inflamed areas in or around your mouth?.

Does any part of your mouth hurt when clenched? . . . . . .

Does your jaw make clicking or popping noises when chewin g? . . . . .

Have you had any bad dental experiences or difficult extractions?.

Have you had prolonged bleeding following cuts, injuries or dental extractions?

Do your gums bleed?
Have yourver had instructions on the care of your teeth and gums?

Do you chew on only one side of your mouth? If so, why?
Do you want to keep your natural teeth?.

Do you habitually clench your teeth during the night or day?.
Is any part of your mouth sore due to pressures or irritants {cold, sweets, etc.}?
If so, locate.

When was your.last full mouth X-ray taken? Where?
Any other medical or dental condition that we should be aware oP If yes, explain

I have read, understood and, to the best of my knowledge, answered the above questions correctly. . . .

Signature

l .  Signature

2. Signatu
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HEALTH HISTORY UPDATE

3. Signature



AVENUE B DENTAL GROUP
STEVE RUBISCH. D.D.S.
1460 sourH AVENUE B . YUMA, ARIZONA 85364 . (928) 344.3067

PATIENT REGISTRATION
{Pleeso Prlnt)

Marital Status S M W D

Patient Sex M F

Patient 's Name:

Local Address: zipCity

zipMai l ing Address ( l fdif ferent than above):

Home Phone #:

Patients Employer:

Cel l  Phone # : Patient 's Birth Date:- Age:

Work Phone #:

RefenalSource: S.S, #

RESPONSIBLE PARTY:
MR
MRS

Name: nt
Local Address:

Date of Bir th:

City z ip

Phone No. (home)

Soc ia lSecur i ty  Number

Phone No. (work) Cell  Phone

Employer:

Address: z ipCity

COMPLETE THIS PORTION ONLY IF YOU HAVE DENTAL INSURANCE

PRIMARY INSURANCE:

Name of Insured:

Insurance Company:

Name of Employer:

Pol icy Number:

SECONDARY INSURANCE:

Group Number:

Insurance Company:

Name of Employer: Pol icy  # : Group #:

Name of lnsured: Social  Securi ty #:

The undersigned agrees, whether he/she signs as a patient or whether or not he/she is insured or is a member of a
health maintenance organization, that in consideration of the services rendered to and/or i tems sold to the patient,
he/she hereby individually obligates himself to pay this account upon receipt of the init ial bi l l  for the above mentioned
services and/or acknowledges that he/she is primari ly responsible for payment of the account not withstanding the
existence of other sources of payment, unless previous f inancial arrangements have been made.

We bil l  your insurance company as a courlesy only. Patient is responsible for charges.

A 1.SYo monthly service charge is assessed on ALL balances over 60 days.

Date:
(Signalure of Patient or Responsible Party)



FAMILY DENTISTRY

AVENUE B DENTAL GROUP

STEVE RUBISCH, D.D.S.
1460 S. AVENUE B .  YUMA, ARIZONA 85364
(s20) 344-3067

FINANCIAL POLICY

Charses for dental services are due and payable at the time services are rendered. In the event
other arrangemell ts are Inade rvi th the ol f ice manager,  a statement u, i l l  be mai led to you.
Payureut isdueupourece ip to f th iss ta temeut .  I funusua l  c i rcumstancesurakc i t in rposs ib le fo r

1'ou to nreet ol l r  credit  terurs, we invi te you to cal l  or personal ly discuss the niatter rv i th our
of l lcc tnana{ler.  This rvi l l  avoir- l  any n.t isunderstandings aud enablc you to kcep your nccount
rvi th us in good standiug. Accounts over 90 days past due wi l l  bc leferred to our col lect ion
agency. Such assigurnent gives the pat ient or head of household responsibi l i ty for the balance
and any addit ional costs incurred in the col lect ion process includins. but not l i rni ted to.  f i l ing
f 'ees ,a t to ruey lbes ,ar rdcour tcos ts rv i l l  be the  respons ib i l i t yo fheadofhouscho ldorpat ien t .  A
scrvice I'ec of $25.00 rvill bc added to your account for each chcckthat is returned to us by
your bank and in the event your account is turned over for col lcct ions. I t  is our hope that
;otr  rv i l l  t rndclstancl that our credit  and col lect ion pol ic ies a[e a necessar_\/  paft  o1'errsur ing the
f inancial  r-csoLlrces required to rnaintaiu the vi taI  health care ser\ / icc 1br our nat icnts and the
c() r 'n l l l  Lr n I t) ' .

l l 'you have heal th insurancc,  i t  shoukl  bc undcrstood that  your  pol icy is  a contr lc t  betr rccn

1'ou ant l  your  insur i rnce company.  I t  is  important  that  you undcrstand i ts  prov is ions.  Wc
cunnot  gul rantcc ; r i r1 'nrcnt  of  your  c la inrs.  You : r re rcsponsib lc  for  thc paymcnt  of  your  b i l l
r eg : r r t l l c sso f the  s t2 r tuso fyou r i nsu ra r r cec la im .  [ f you r i nsu r i r nccco rnp : rnypayson l ya
port ion of  the b i l l ,  or  re jccts your  c la im ent i rc ly ,  an explanat ion should be made to you by
your insurance conrpi lny.  Rcduct ion or  rc ject ion of  your  c la im by your  insurance compirny
r loes not  rc l ieve you of  your  f inancia l  obl igat ion to us.  Wc wi l l  g ladly  b i l l  the insurancc
conrpl rny l i l r  yor t ,  but  i l  a l ter  60 days your  insurancc has not  paid lbr  thc i r  cst inratcd
port ion of  your  c la inr ,  p : ryment  ry i l l  become due by you.

I r . t s t r rancecompan icshaveaschedu leo1 ' I - ecs t r , h i ch thcyw i l l  pay .  You rc len ta l  f ' eesn ra l , bcn to r t :
or  less t l tan the schedLr le  of  t ,oul  insulance courpany.  Yorr  are d i rcct ly  resporrs ib lc  to th is  ot i lcc
tbr  your  accouut  rcsard less of  your  insurance conrpany's  schetJule.  I t  is  the p: r t ient  und
guarantors rcsponsib i l i ty  to  know what  thei r  insurancc carr icr  rv i l l  pay and i f  thcy have a
nraximunr bcnel i t  l imi t  bcforc serv ices : r re rendcred.

A $35.00 fec wi l l  zrutonrat ic : r l ly  be added to your  account  a l ter  the pzt t icnts secorrd (2nd)
no-show or  rc-set  rv i thout  24 hour not ice.

I  HAVI]  READ AND AGREE TO TI IE ABOVE TERMS AND HEREIN AUTI{ORIZE AVENUE B
DENTAL GI{OUP TO RELEASE TO MY INSURANCE CARRIER ANY INFORMATION
REQUIITED TO PROCESS AN INSURANCE CLAIN4.  ITURTHER, I  AUTIIOR]ZEMY INSUI{ANCI]
COMPANY TO MAKE DIRECT PAYMENT TO AVENUE B DEN' ] -AL GROUP ITOR ALL UNPAID
CI IARGES.

SICNATL]RE DA'IE



FAMILY DENTISTHY

STEVE RUBISCH, D.D.S.
1460 S. AVENUE B .  YUMA. ARIZONA 85364
(s20) 344-3067

Name: Date:

Conscious Sedation f nstructions and Consent Form

Pre-Sedative Instructions :

l. We must know if you have taken any medications for two (2) days prior to the
sedation visit.

2. I acknowledge that I am currently taking the following drugs and medications.
Including: alcohol, aspirin, birth control, coffee, tea, cigarettes, recreational drugs, and
over-the-counter drugs. I understand there are potentially severe consequences ofnot
providing this information to the doctor.

AVENUE B DENTAL GROUP
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3. If you are sick with flu-like symptoms, such as; coughing, sncezing, congestion, fever,
sore throat, nausea, rash, etc., the day before the appointment, please call our office as we
may have to rcschedule thr: appointrncnt.

4. Do not eat or drink for 8 hours before your appointment-

5. Dental treatment will begin 45 to 60 minutes after the medication has been given.

6. You will need to have someone drive you home after your appointment and to
possibly assist you in getting into and out of your vehicle.

7. Your breathing rate may be slowed down during and after treatment. Someone should
be available to closely monitor your recovery for 24 hours following treatment.

8. You may experience dizziness, agitation, excitement, drowsiness, nausea or other
reactions in response to the medications. These effects may linger for several hours
following your treatment.



FAMILY DENTISTHY

AVENUE B DENTAL GROUP

STEVE RUBISCH, D.D.S.
1460 S. AVENUE B .  YUMA. ARIZONA 85364
(s20) 344-3067

Conscious Sedation Instructions and Consent Form Cont'd Page2

Patients with a complex, medical history, also may be taking multiple medications.
Approximately 20o/o of individuals aged 65 or older, are taking 5 or more prescribed
medications. Patients taking 5 medications have a 50o/o chance of significant drug
interaction; for a patient taking 8 medications that likelihood increases to 100%.

For patients with an ASA physical status scope of 3 (that is, a severe systemic disease
that is not incapacitating) it is necessary to have a medical consultation with your primary
care physician, before anxiolysis by pharmacologic means begins. Administration of
anxiolytic medications to a patient with serious or possibly multiple medical conditions
can increase operative risk

Because of my medical history, it has been thoroughly explained to me and I completely
realize that any surgicalprocedure, with the use of Sedation, may, therefore, be classified
as a risk procedure. The risk involved is defined as a greater possibility of experiencing
morbidity (the relative incidence of medical implications), and mortality (the proportion
of death to population), during the surgical procedure than that of a person in good
health. Those complications which can occur during surgery may involve more than the
avcrage amount of post-operative discomfort, increased pain and swelling, and delayed
healing. I fully acknowledge that the possible complications have been explained.

I acknowledge and agree to the following:
1. I will not eat or drink anything 8 hours before my appointment (including coffee)
except for water to take any medications.
2. I will have a rcsponsible adult drive me to and from rny appointment, stay here at the
office during my appointment, and stay with me for the rest of the day and night (24
hours) to closely monitor me for my protection and safety.
3. For 24 hotrs after the procedure, I will not:

Drive a vehicle, operate machinery, or power tools.
Ingest alcohol, tranquilizers or sleeping pills.
Return to work.
Make any important decisions.

After reviewing this consent form and initialing every paragraph, I hereby acknowledge
that I understand the use of Sedation for my dental procedures. I have had the
opportunity to discuss my questions with the Doctor and they have been answered to my
satisfaction.

I may request further explanations for the risks involved and possible outcome of the
procedure. When the patient is a minor or incompetent to give consent, signature should
be ofa person authorized to consent for the patient.



FAMILY DENTISTRY

AVE|. ,JE B DENTAL GROUP

STEVE RUBISCH, D.D.S., F.A.G.D. ,  P.C.

1460 S.  AVENUE B .  YUMA.  ARIZONA 85364
(928) s44-3067

FACTS YOU SHOULD KNOW
ABOUT DENTAL INSURAI{CE

As an optimum care deirtal practice, we sirongly believe our patients desen,e the best possible
dental servtces we can provide. ln an eftbrt to maintain a irigh quality of care, rve rvould like to
share some facts about dental insurance with you.
FACT #1: Your dental insurance is based upon a contract nrade between your employer and

an insurance company. Should questions arise regarding your dental insuranbe
benefits, it is best for you to contact your employer or insurance company directly.

FACT #2. Dental insurance benefits differ greatly from general health insurance benefits.
Most dental insurance plans offer a maximum benefit of $1,000 per calendar year.
(This incidentally is the same average amount of dental benefit provided 20 years
ago.) Therefore, dental insurance is never a pay-all. it is onlv an aid

FACTU3 Yott  t t r : t1 '  recctvc r totr f icat ion f io ln your lnsurtncc company stat ing that dcntal  l 'ccs
arc " lughcr then usual and custonrary."  An jnsurancc cornpany surv'cys a
geograpluc area, calculates an average fee, and then takes B0% ofthat fee and
col ls ic lers i t  ct ts lonrary Included jn this sr l ryev ar c:  discount dental  c l in ics and
managed care facilities which bring dorvn the averaqe Any doctor in private
practicc will have fees that insurance con-ipanies clcfinc as higher than "usual mcl
customary. "

Many plans tell their participants that they will be covered "up to 80% or up to
100y, " but do not clearly specify plan 1be scheduie allowance, annua.l maximum
or l i rni tat ions I t  is rnore real ist ic to expect cJental  insurance to cover 35"h or 65Yo
of major services Rcmcmber, thc amount a plan pays is determined by how much
l l ie enrployer paid for the plan Yor-r  get back only rvhat yorrr  emplover put in,  less
the profits of the insurance company.

N4any rorrtine dental servlces are NOT covL-red b1, insurancc comp:rnics,

I iegarci less of i rny tJental  i r . rsuiance benef i ts,  t i ie pat ient (responsible pany) is uir imatelv
i-esponsible fbr all charges, We r.vill be happy to subi-nit your clairrrs and clo our utnos'i so that
you receive full beneilts payable.

Oui ollicc scncis trrosi itisurairce clainrs clectr.oiricaliy, iiowcver rvc r,eed a clairn folui rviil i yoLrr
i r t l t t r r t ta l ion  f i l l ed  t l r r l  a r rd  s igned f r r r  us  to  keep on  f i le  in  case - r , t lu r  insurance company does  no t
accept Electronic Claim Submissions. In order to keep our fees as low as possible, your
"ESTII\4ATED" portion is expected on the date of service.

We lvill do our best to answer vour questions regarding insurance. however , our information is
i lmticd ancl l t  is aluavs best to rcier to vour cirplover hanii l tr)ok ( l t  cal l  vour insrui ince conl)anv
directly

FACT #4

j . A C  l ' # 5

P lease do  no t  hes t ia te  to  ask  anv  or res t ions  abor r t  o r r r  o f  i ce  no l i c ies
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