
PATIENT NAME TODAY'SDATE ________ 
HOME ADDRESS DATE OF BIRTH ________ 

HOMEPHONE ________________ 
E-MAIL ________________________ CELL PHONE ________________ 

EMPLOYER ___________________ BUSINESS PHONE ________ 
SS!#/SIN ________INSURANCE CO. 

PATIENT MEDICAL HISTORY 
PHYSIC,AJ-J ___________ OFFICE PHONE ___ ......_____ __ DATE OF LAST EXAM 

NO 

1. Are you under medical now?  8. Are you allergic to or have you had any reactions to the T""!'."I"'''-'C o 
2. Have you ever been hospitalized for any  YES NO YES NO YES NO 

surgical operation or serious illness? C C C Ci Locai anesthetics C C Barbiturates o Ci Aspirin 
(eg. novocaine) 

3.  Are you taking any medication(s) 
C 0 Penicillin or other o C Sedatives o 0 Otherircluding medicine? C o  antibiotics  

If yes, what medication(s) are you taking? __ ___ 
C C Sulfa Drugs Clodine 

9 WOMEN ONLY.  YES NO4. Have you ever taken C 0 a) Are you pregnart or thim you may be pregnart? C C 
5. Do you use tobacco?  o Are you C C 

c) Are you tak'rg birth control pills? o o 
6. Do you use alcohol, cocaine or other drugs? C 0 

10. Do you have a or throat clearing not associated 
7. .Are you wearing contact lenses? C C with a known i,lness (lasti:,g more tran 3 weeks)? 0 C 
11. Do you have or have you hod any of the COMMENTS 
YES NO YES NO YES NO 
C C B'ood Pressure C C Heort Disease C C Pai:,s 
C C Heart Ntack C C Poc9Tcker C C Easily Wnded 
C C Rheurr:otic Fever C C Heart Murrr:Lr C C Stroke b 

0 0 Swollen Ankles C C Angina C C Hoy Fever / Allergies 
0 0 Fainting I Seizures C C Frequen'ly Tired C Ci Tuberculosis 
C C Asthma C C Anemia C C Radiation Therapy 
0 0 Low/High Blood Pressure C C Emphyserr:a C C Glaucoma 
C 0 Epilepsy I Convulsions C C Cancer C C Recent Weight Loss 
C C Leukemia 0 0 Arthrtis C C Liver Disease 

Diabetes  Joint Replocemert or Implo,-,t 0 Mitral Valve Prolapse 0 C 0 0  C 
0 0 Kidney Diseases 0 C Hepatitis / Jaundice C 0 Resoiratory Problems  
0 C AIDS or HIV Infection C C Sex,-,oly Transmtted Disease C C Other --_.._-
0 0 Tryroid Problem Stomach '"roubles! Ulcers  • S'ira'V2 of Dentist DCIeC C  C C ..-

PATIENT DENTAL HISTORY 
YES NO YES NO 

1. Do your gums bleed wrlie brushirg or flossng? C C 8. Do you rave frequent headacres? 0 0 
2, Are your teeth sensitive to rot or cOid liouids/foods? C C 9. Do you clench or grind your teetr? 0 C 
3. Are your teetr sensitive to swee'" or sour liauids/foods? C C 10. Do you bite 'lOlA lips or cheeks frequently? 0 0 
4. Do you feel pain to any of your teeh? C C 11 Have you ever had any difficut extractions 
5. Do you have any sores or lu:nps in or near your r:',outh? C C In 'he pasT? 0 0 
6. Have you had any head, neck or jaw injves? 0 C 12. Have you had a:,y orthodon''ic treotrrent? 0 0 
7. Have you ever experienced any of the followin·g 

problems ii' your jaw? 
13 Hove you ever rod prolonged 

foiowing 0 0 
a) 0 C 14 Hove you ever had instruction on the 
b) Pain (joint ear, side of "ace)? C C correct method of mushing your teeth? 0 
c) Difficulty In opening or 
d) Difficulty i" chewi:'.g? 

C 
(J 

C 
C 

15 Have you ever had instructions on the 
care of your gurr:s? (J 0 



----- ----

------------ ------- ---------

PATIENT INFORMATION  
Thank you for choosing our office! In order to serve you properly, we need the following 
information. Please print. All information will be confidential. 

Date _________Patient Name ---;:---c-------------- Patient # ---...---
55 #/SIN __.... ____... ___ Female Birthdate ________ Home  
Address __________________ City ___________ State/Provo ____ Zip/P.C. _____  
E-Mail _______--==-__________ Cell Phone  
Check appropriate box: Minor Single Married o Divorced Widowed Separated  
Patient's or parent/guardian's emplover __...___________________ Work phone _______  
Business address City State/Provo Zip/P.C. _ ...____  
Spouse or parent/guardian's name ___________ Employer .. _____. VVork phone ______  
If patient is a student, name of school/college ______________ City S tate/Prov.  
Whom may we thank for referring you?  
Person to contact in case of emergency ____________________  
In case of a medical emergency, if the patient is of school 15 +, it is al right to treat in my absence.  

Parent or signature 

Responsible Party 
Name of person responsible for this account _________....._____ Relationship to patient ________  
Address Home phone ___...._________  
E-Mail ___________ _____....___ phone .. _____..._____.___... _  
Dri\'er's license # Birthdate Financiai institution  
Employer ____________________________ phone __________ . ___  
Is this person currently a patient at our office? L Yes No  

Insurance Information 
Name of insured _______________________ Relationship to patient 
Birthdate ______________ SS #/SIN ____________ Date employed 
Name of employer _____ _ __________ Work phone 
Address of employer _ . __________ City _________ State/Provo ____ ZipiP.C. _. ____ 
Insurance company Group # ________ Union or # __...___________ 
Ins. Co. address City ________ State/Provo _____ Zip/P.C. 
How much is your deductible? __.__ How vou used? Max. annual benefit? -------..-- -_..._------

Do you have any additional insurance? Yes No If yes, complete the following: 

Name of insured ___ ...______________________ Relationship to patient ________.___  
Birthdate ______________ SS #/SIN ______________ Date employed  
Name of employer ___...._____________ Work  
Address of employer ____________ City .. ________ State/Provo _____ Zip/P.C. _____  
Insurance company Group # ________ Union or local # ___________  
Ins. Co. address City __________ State/Provo __.___ Zip/P.C.  
How much is your deductible? How much have you used? Max. annual benefit?  -_._---

I authorize release of any information concerning my lor my child's) health care, advice and treatment provided for the 
purpose of evaluating and administering claims for insurance benefits. 'also hereby authorize payment of insurance benefits 
otherwise payable to me directly to the doctor. 

DateSignature of patient or parent/guardian ii minor 
:16785 



-------------------- -------------------------

--

, \ 

Drs. Deines, Huffman and Clark 

Name: Date: 

Our goal is to make your experience in our office exactly how I.Q.!!...want it to be. Please 
take a few 'moments to complete this profile so we can make you as comfortable as possible. 

'Vhat is the primary reason for your visit to our office today. 

Please rate in order of \'alue, 'what is most important to you in your dental carc. 
Preventive care. 
Only whJt is neceSS::lry at this time, cost is important. 
Comprehensive, qU::llity care. A lifetime pbn for dent::ll heJlth. 
Other. 

\Vhat is the most important to you in your rcLltionship with the dentist. 
__ Sho,\' me what hdshc is doing or pb:lnin6 to do 50 I C;:li! cl<.!Jriy see wh::lt 
is h::lppcning. 
_____ Listen to r.ly concer:1S and cxpbin wlnt needs to be done so I can clearly 
hear and understand my needed treatment. 
__ l\Ial,e sure I feel comfurtable and infurllled about my treatment. 

Please circle the level of fear you h:lvc regarding dental treatment. ( 10 most fe;lrful, 1 being the 
least fear) 

2 3 5 7 8 9 10 
I would like to know morc :lbout these optiOI1S to maximize Illy comfurt during my dental ,isit. 

Sedative mcdic:.ltiol1s, 
Nitrous oxide 5cd::ltion. 

Arc you concerned about: ( please circle) 
Replacing missing tccth. B:ld breath, 
Eliminating cavities. Prcser.:ing my n:ltural teeth 
Gum disc::lse. Replacing old fillings with tooth colored restorations 
Appearance of my smile \\11itcning my teeth. 

I would like to keep my teeth until ________________ 

'Vhen we revic,,, your treatment recommendations with you would you like to know: (please 
check one) 

__ The big picture of what needs to be done. 
All of the treatment details along the way to completing my care. 

Picase tell us anything else that you feel will allow us to better serve your dental care needs. 



DRS. DEINES, HUFFMAN, AND.CLARK  
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE  

OF PRIVACY PRACTICES  

"You may refuse to sign this acknowledgement"" 

I, , have reviewed a copy of this office's 
Notice Privacy Practices, and will be given a paper copy if requested. 

_____________________ (Please print full name) 

____________________ (Signature) (Date) 

For OHice Use Only 

"We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be 
obtained because: 

o Individual refused to sign  

Communications barriers prohibited obtaining the ackno'Nledgment  

o An emergency situation prevented us from obtaining acknowledgement 

o Other reason (please specify below) 



=<S Deines. Huffman. and Clark 2160 Hendersonville Arden, NC (828) 684-9260 

FACTS YOU SHOULD KNOW ABOUT DENTAL INSURANCE 

Dental insurance is rapidly plafing a larger and larger role in helping people obtain Since we strongly 
feel our patients descf\le the best possible dental care we can provide. ond in an effort to ma,;.tain tho r.igh quality of 
care, we would like to share some facts about dental wilt'. you ... 
1. Most dental insurances are not meant to be a PA Y-ALL, they aro only meant to be an aid 
2. Many plans leillheir insured that they will be covered "up to 60% or up to 100%". In s;:>i:e cr you are told. we 
ha'/e found many plans only cever about 40-50% ef an average Some plans par mere. s:r:-.e piJns pay less. The 
a;nounl your plall pays is determined by ho' ..... much 'leu <lnd yoL.:r employer paf for tho pian. Tr,e less paid for the 
insurance, the less yeu will receive. 
3. It has been the experience of ma:lY centlsts th::lt some insurance compan:es tel the:r thal "f68S are above  
the usunl and customary fees" rather than "our b':::lefits are 10'0'/', Remember. yeu get b2cr: cr.:; \',hat yC'J and your  
employer put in, less profits of the insurance company.  
4. All dental plans have a maximum allowance per yeJr. Treatment v.hich exceeds this a:r,cur.t is not covered. 
5. M§ny routine dental services NOT covered by insl;ranc8 icics, especia:iy unc",,: i:ie::C<l! pok.:ie3 This includes 
dent:J! X-rays. 

FACTS YOU SHOULD KNO'li ABOUT OUR PA YM2NT POLICY 

\'/0:; promise t':J b:JSO ycur tre:J\:-r.cnt C:l your pc,sena! dt:!nlal heallh needs. not on YCL.:r insura.lce pclicy. Your le,.el of 
insurance coverage is dclernl:ned by the policy yC'.Jf employer 113S pU:Ch3S'.Jd YC'Jr Y83:;; r.C!.<:r::um riay be insufficient 
to CO'/N all needed tre.J:ment. Although ycu mTI insurance co/cra:;-=. some proccc::.;res 2:e not covered or <l co-

is required You <:lre the r.c:;t person rcgarcing yeur heal:h Aft'.:!r v,:th U3. YO'.J ultimJla:y 
a i.:; ror ycu at lrl;S J:,)u a:c rcs,Jc;ls;:!'3 ft:( of your 

i:lsura:1CO cover.3CJ'? 
/,LL ACCOUNTS ARE CONSIDERED PA YABLE UPON COMPLETION OF SERViCES. REG':"FWLESS OF 
INSURANCE COVERAGE, ALL ACCOUNTS MUST BE -- PAID IN FULL .- NO LATER TNAN::;O OA YS FROM 
SERI/iCE. ACCOUNTS MUST £3E KEPT CURF?ENT AT ALL TIMES 

PLEASE DO NOT HESITATE TO ASI< US ANY QUESTIONS ABOUT OUR OFFICE POLICIES. Vic w::mt YOU to be 
comfortable in dealing with 111CSO Il1Jtters Jnd '.'Ie URGE you to consult us if you hale n:lJ questions regarding 
our services. We will fill out and send your in$ur<lncc clJirns f::Jr you as a courtesy. 

!,PPOINTMENT POLICIES 

'I/c worK by appointment only, and tr'dt s;J'.:!ciflc period or t,m'3 is reserved ror you, ce;:e:;s.;)n: on the procec!ure 
to bo done. \yr.en it is necessary f'Jr YeJU t'J change an appointfT'anl. 24 hours ad'/a:lce r.oti:e is rec;uesled. This 
onables us to offer your reserved time tJ waiting patients Failure to no:ify U3 of your inaJ; til: i',eep your appointmen: 
resef\la:ion will force us to m.:::!kc a charge for the lost time. 

Except in emergency si:uJtioI1S, you may expect us to be on time for your s::''ledIJled appcin:.'T,e,-;! a,-;d the same courtesy 
wO'Jld be appreciated of you. We are morally obligated to treat emergencies and aSK your in8J:;e;,ce under such 

Patient or Guardian Signature Date 

http:pU:Ch3S'.Jd



