SMILE DESIGN

DENTAL GROUP

PATIENT REGISTRATIO! DATE:

Reason for today’s visit:

Whom may we thank for referring you?

PATIENT INFORMATION

Patient Name: Last: First: MI:
SS#: Sex: M/F
Phone #: Home:

Address:.

Email
Status: Single / Married / Widowed / Divorced / Partnered / Separazcd / Minor
Patient Employer/School: p

Employer/School Address:

DENTAL INSURANCE

Who is responsible for this account? R hip to patient.

Name: D.OB.: SS#:

Insurance Co. Name: Phone #:

Group#: ID#: Effective date:

Employer Name: Address:

Is paugnr gnvgreg by additional/secondary insurance? Yes / No

p to patient?
bscribers Name: D.OB.: SS#:

Insurance Co. Name: Phone #:

Group#: ID#: Effective date:

Employer Name: Address:

ASSIGNMENT AND RELEASE

1 certify that 1, and /o my dependent(s), have insurance coverage with and assign
dircetly to Smile Design Dental Group all insurance benefits if any, otherwise payable to me for services rendered. |
understand that I am financially responsible for all charges whether o not paid by insurance. T authorize the use of my
signature on all insurance submissions.
The above named dentist may use my health care information and may disclose such information to the above named
) and their agents for the purpose of obtaining payment for scrvices and determining insurance
benefits or the benefits payable for related services.

Signature of Patient, Pasent, Guardian or Personal
Please print name of Patient, Parcnt, Guardian or Personal
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DENTAL EXAM, XRAYS AND CLEANING: [ 0 the d d his Jated by California laws and
Design Dental G loy any and
all prcautions / conditons tha would prevent me from having these procedures don: INITIALS:

HIPPA: I have recived / ben given copy of NOTICE OF PRIVACY PRACTICES to read. I consent to the use and disclosure of my
al

person: " lined in the Notice of
privacy Prscices. INITIALS:
CANCEL PoLICY: for you We
pu from you by e T understand that s lation fee willbe charged for
any denal prop 2 48 hours prior
i h
pay P
vaid) INITIALS:
PAYMENT POLICY: Patients with
any and all co-pays, deducibk s S Doy el G w2 prms
Y <l J

of A e f 15% per id balan days, unless
p In e ool e g Ot sl o et
retumed check, a $25 returmed check fee will be charged INITIAL:
1 permie Smile Design Dental Group to  family mermber when 1
phone call. INITIALS:

it antbiotis and aneg e

selingof o cing, Yo, l
alergics. ack of awareness i b ncessd b he e of kohol o ochee dmw x
12 hours or untl
th s e nxdxcmrm gy ity have e 5o t e i he office foe my care, | understandthat e to ke ion
prescribed for ks of continued resisance 0
e ratment of my condiion. | anderstand tha ansbioic can educe cfectivenes o ol contaeepivs.
INITIALS:

T that poppic e i b
ing dental the mouth s hld o

usually tolerated 1 the need for ¢, then 1 will be referred

1o pecls o e, th e of hich i my esponalley: INITIAL:

o change g on the

g INITIALS:

1
tecth that

Dental Services. follows: Tt
e et XL T dental services rendered under this mnmn were unncecssary o umulhm/sd,
P by C:

by submission
notbya. Tt 2 for judicial review ks pamu g
P sght law, before jusy, and instead
1o acepcngthe e of sbieuion In the evnt of oy iy derare, y
tor, by patens, i . heirsat law or 1
Poctoroe any of Docaoe's offce, G hold: ves, cmpl E or associates
tis T i disputc shall be:
by the bitrat 1 Acbitration Rulcs.
INITIALS:
Patient Name: PRINT: SIGNATURE: Date:

Doctors Signature: Date:




SMILE DESIGN
b

ENTAL GROUP

HEALTH HISTORY

DENTAL HISTORY
Former Dentist City/State,
Date of st dental visi Date of last dental X-rays

Have you cver had any complications following dental Treatment?  Yes / No

1f yes, please explain:

Wb . . i denti 3,
Bad breath(Y N) Bleeding gums(Y N) Blisters on lips or mouth(Y N) - Soreness on tongue(Y N)

ew o one side of mouth(Y N) Mouth breathing(¥ N) Tooth ache(Y N) Cosmetic Dentistry(Y N)
c ™) N G N C WN)
Sensitiity o cold(Y N) Sensiivity to heat(Y N) Sensitivity to sweets(Y N) Pain when biting(Y N)
Clicking or popping (Y N)  Dry mouth (Y N) Forcign objecs(Y N) Removal of Wisdom tecth(Y N)
Dentures(partial/complete)(¥ N) Routine Check-up(¥ N) Sccond Opinion(¥ N) Rephcement of missing teeth(Y N)
Gums swollen o tender(Y N)  Jaw pain or iedness(Y N) Lo teech or broken llings(¥ N) Growths n your mouth(Y N)
Do you smoke Cigarettes/Cigans? (Y N) Do bite on your fingernail/chew ice? (¥ N)
How often do you floss? How often do you brush?
Have you P atment(¥ N)  Level of ansicty 234 5(mosy

y P treament (VN) - Ave youp yous smile? (Y N)
MEDICAL HISTORY Physicians Name:
Date of st visic Phone Number
Havey  of the group of 025 “fenphen? Yes No

had any g

AIDS/HIVEY N) Cancer(Y N) Hepasits(Y N) Type Tmmunosuppressed(Y N)
Heart Murmur(Y N) Chemotherapy(Y N) Herpes( “Tubereulosis(Y N)
Heart Atack(Y N) Radition Treatment(Y N) Cold Sores(Y N) Glaucoma(¥ N)
Heart Surgeries(Y N) Tumor on head /neck(YN)  Ancmia(Y N) Headaches (Y N)
Heart Bypass(Y N) Cortsone Treaments(YN)  Bruise Easiy(¥ N) Sins Trouble(Y N)
Arsficial Heart Valves(Y ) Blood Discase(¥ N) Skin Rash(Y N) Fainting or dizriness(Y N)
Mital Valve Prolapse (YN)  Blood Tansfusion(Y N) Scarlet/Rheurmatic Fever(Y N)  Epilepsy(¥ N)
Congenital eart Lesions(¥ N)  Kidney Disease(Y N) Jaundice(¥ N) Swollen Fect or Ankles(Y N)
Cardiac Pacemaker(Y N) Liver Discase(Y N) Lupus(Y N) Stomach Problems(Y N)
Angna(Y N) Venereal Disease(Y N) Shingle/Chicken Pox (YN)  Back Problems(Y N)
Diabetes (¥ N) Respiratory Discase(¥ N) Hay Fever(Y N) Paychiatrc Care(Y N)
Stroke(Y N) Eimphysema(Y N) Anhrits/Rheumatism(Y ) Nervous Problems(Y N)
Circulatory Problems(Y N)  Shortness of Breath(Y N) Arifical Joints(¥ N) Aleohol/Drug Abuse(Y N)
High Blood Pressure(Y N) Asthma(¥ N) Swollen Neck Glands(Y N)

Low Blood Pressure(Y N) “Thyroid Problems(Y N) Tonsilicis(Y N)
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Women anly Areyou pregman(Y N)  Due dat: Ace you munsing? (Y N) Taking bisth control?(Y N)
Do you bleed excassivly N Doy 2(YN)

Do you pre-medicate prior to dental cleanings/procedures?(Y N)

g
ALLERGIES Please cirle any that you e/ have been allegic to
Aspirin Local Ancsthetic  Basbiturates (Sleping pill) Penicillin Codeine i
Todine  Latex Ancsthetics Ge. Novacaing)  Epinephine Jewelry/Metals  Sedatives
IN CASE OF CONTACT: Relationship Phone
oS Date

I St Date
'UPDATES (T be flled in r futuce sppointments)
1) Has there been any change in your health since your last dental appointment? /N For what condition?.
Arey g any YN ¥ Medicatons,
Have there been any changes to your address or phone number? Y/N
New Address: New Phone Number:
mail address
Doyou YN
Doctor's Signature Date.
E) change in yous halth since y YN For
Are you taking any new medications? Y/N  Please lst your new Medications

 changes to your address YN
New Address: New Phone Number:
Tmail address:
Doyou 2Y/N
Doctor's Signature Date.
3) Has there been any chang in your health snce you last dental appointment? Y/N  For what condition?
Arey 2 YN s Medications.

changes to p 2 Y/N

New Address: New Phone Number:
Timail address:

Doyou surance? Y/N

Doctor's Signature: Date



TICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The privacy of your dental information is important to us. We understand that your medical information is
personal and we are committed to protecting it. We create a record of the care and services you receive at
our dental office. We need this record to provide you with quality care and to comply with certain legal
requirements. This notice will tell you about the ways we may use and share dental information about you.
We also describe your rights and certain duties we have regarding the use and disclosure of dental
information. Throughout this notice we refer to your medical information as dental information.

Law Requires Us

1. Keep your dental information private.
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your dental
information.

3. Follow the terms of the current notice.

We Have the Right to:

1. Change our privacy practices and the terms of this notice at any time, provided that the changes are
permitted by law.

2. Make the changes in our privacy practices and the new terms of our notice effective for all dental
information that we keep, including information previously created or received before the changes.

Notice of Change to Privacy Practices:

1. Before we make an important change in our privacy practices, we will change this notice and make the
new notice available upon request.

‘The following section describes different ways that we use and disclose dental information. For each kind
of use or disclosure, we will explain what we mean and give an example. Not every use or disclosure will
be listed. However, we have listed all of the different ways we are permitted to use and disclose dental
information. We will not use or disclose your dental information for any purpose not listed below, without
your specific written authorization. Any specific written authorization you provide may be revoked at any
time by writing to us at the address provided at the end of this notice

FOR TREATMENT: We may use dental information about you to provide you with dental treatment or
services. We may disclose dental information about you to doctors, nurses, technicians, or other people
who are taking care of you. We may also share dental information about you to your other health care
providers to assist them in treating you.

FOR PAYMENT: We may Use and disclose your dental information for payment purposes. A bll may be
sent to you or a third-party payer. The information on or accompanying the bill may include your dental
information.

1 you would like a copy of this form we will gladly make it for you, just ask the receptionist.
] Patient refused to sign

I other

(Possible reasons: Language difficulty, communication barriers, dental emergency)

(Printed Name) (Signature of patient) (Date)
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