Patient Infonnation (CONFIDENTIAL)

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
completely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.

Patient #
SS#/SIN
Date

Name Birthdate Home Phone

. State/ Zipé
Address City Prov. BC.
Email Cell Phone
Check Appropriate Bex: 0 Minor [ Single O] Married O Divorced 0 Widowed O Separated

State/ Full Part

If Student, Name of School/College City Prov. O Time 0J Time
Patient or Parent/Guardian’s Employer Work Phone

] State/ Zi%
Address City Prov. PG
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party b

Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [

Yes [ No

For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

O Cash

Insurance Information

Name of Insured

O Personal Check

Credit Card O VISA O MasterCard

O 1 wish to discuss the office’s payment policy.

Relationship
to Patient

Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
) State/ Zip/
Address of Employer City Prov. PC.
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. B0

How much is your deductible?

How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes O No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Zip/
Address of Employer City Prov. E}C.
Insurance Company Group # Policy/ID #
State/ Z'UJ/
Ins. Co. Address City Prov. e

How much is your deductible?

How much have you used?
Over Please

Max. annual benefit



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ..........c.ccovcvervvininrrennnnn. ]| 10. Are you wearing contact lenses?..........cccoceecevenrencnen. 1 [
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... =] Local Anesthetics (e.g. NOVOCAIN) .......c.cvcuuiinniuneivncienens [ Sl
If yes, please explain Penicillin or any other Antibiotics...... gl e [
Sulf Drugs W ol R i e o]
3. Are you taking any medication(s) Barbiturates.... [ =]
including non-prescription medicing? ............cccoevuvivvcveecincrnsins [t ] Sedatives......... B
If yes, what medication(s) are you taking? lodine............. | e
Aspirin ] ¥
4. Haveyou ever taken Fen-Phen/RedUx? .......cccamtmsimssssmisssvrcsisions BRI Any Metals (e.g. nickel, mercury, etc.) AsEn T
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Ldte RUBRBIAY Sl e L e A NN e =l 5[E]
medications containing bisphosphonates?.........cccoccccunee.. 1 0 Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
inthelastO T hours Bl S e et e ()] associated with a known illness (lasting more than 3weeks)?... [0 [
7. Do you use tobacco? ..........cc.......... preas [ e ] 13. Women Only:
8. Do you use controlled Substances?..........cococoovvovnvvivivncnccnnnnen, [ ] a) Are you pregnant or think you may be pregnant?........ [ S 55|
Sy LR 5 ; D) AT Y ORI 00 ra e e LR R Ui ] 5 ]
Pl hews orfiave you: had any G e jolhigs o Arejf/ou mhing%ral contraceptvesZi s o = S e =] g (5]
Yes No Yes No Yes No
High Blood Pressurc...........o..ouvennn, | [l HEATEIDISERe e icimisssiassonarsaeeed SIS, |20 ChesbPlis =200 Lot e [k | e ]
i V7 e A e e e o ] | S ) Cardiac Pacemaker ... 1 [ BasthAWInded e v iove e | ][]
Rheumatic Fever ...........uwwrvvvrneneees | Heart NIy s svisssesssssins IE]G (B sStroke R R B N AR N Il eSS |
Swollem Ankles 25 s o0 {131 ARG cois bt ossissisias e e =] =] Hay Fever / Allergies........coocccouuee. [ [
Fainting /. Seizures ...v.owisiecinns ) 1] Frequentht Tired)iv..otisintvasatos 1| ilz] Tiibeyaulpsiss =20 tv s 0 el oy, ts 18] | sl 6]
RSl v e cne e e o Mt L [ S s ey A S e e N [E] s ] Radiation Therapy..... (=]
Low Blood Pressure.........coouevveeee. [ 01 EMphySema........coorvececrermniiiennnee. L1 0O Glaucoma..........ce EREAm|
Epilepsy / Convulsions... ilisifmt CangerT Lt s S T2t [&) Recent Weight Loss. BlEE
Leukemia.... R T < B TR R [ O TiverDitetie L. bt (e 5 E]
Diabetes ................ (0 [ Joint Replacement or Implant. B Hedrt Trouble ... eseeet oo G 10 S [5]
KIAnEy Diseasesss s LAt =112 Hepatitis / Jaundice.............c.coc.ounn. ([ Respiratory Problems.........ccocoeeee. (1 [
AIDS or HIV Infection ................... EESIE Sexually Transmitted Disease......... [ [l Mitral Valve Prolapse ... 1 [
iFhyroud Bropleniits. mamin o s e o] Cosii] Stomach Troubles / Ulcers............... 3 L | Other EH=iE
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes: © No
1. Do your gums bleed while brushing or flossing? ...........ccocvvevenen Bl 8. Do you have frequent headaches?............cccccoamreccennn. (1 [
2. Are your teeth sensitive to hot or cold liquids/foods?.................... B 9. Do you clench or grind your teeth?..........cccoevccrmmmneene. [ [
3. Are your teeth sensitive to sweet or sour liquids/foods? ............... (=] S 10. Do you bite your lips or cheeks frequently? ........ccooeee... 1 O
4. Do you feel pain to any of your teeth?...........cccccoccevonenniiiccunenns |EE =] 11. Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouth?. ey e paR R SR e B e e | P [
6. Have you had any head, neck or jaw injuries?...........c.cccovvveenn. EStE| 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? «i.isssin st mESR
problems in your jaw? 13. Have you had any orthodontic treatment?........cccoeveeee. 1 [
Clcking. oo ot S e et i, et ] 14. Do you wear dentures or partials?...........cccovveeerniinns | e
Pami (ot ear iside offaee). o« it v it s [ma] i) If yes, date of placement
Uty T OpENIA 2 X CLOSTIR % o tsccossn ean gt b ortnsesonsonin [T {5 15. Have you ever received oral hygiene instructions
Iy T WD . . s esssimives s e BRI e snar s = e 4 regarding the care of your teeth and gums? ..........coooc..... =[5
16 D)0 YOUTRE YOUL STIEP s ot soatassssapirsotensfas s srdensdensas [ tes s

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I 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 payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

Patterson 1-800-637-1140 70511014



WARMINSTER DENTAL ASSOCIATES
380 YORK RD.
WARMINSTER, PA 18974
(215) 675-2045

Notice of Privacy Practices
Patient Acknowledgement

Patient Name: Date of Birth:

I have received this practice’s Notice of Privacy Practices written in plain language. The Notice
provides in detail the uses and disclosures of my protected health information that may be made by
this practice, my individual rights and the practice’s legal duties with respect to my protected health
information. The Notice includes:

° Astatement that this practice is required by law to maintain the privacy of protected
health information.

° Astatement that this practice is required to abide by the terms of the notice currently
in effect.

° Types of uses and disclosures that this practice is permitted to make for each of the
following purposes: treatment, payment, and health care operations.

e Adescription of each of the other purposes for which this practice is permitted or required
to use or disclose protected health information without my written consent or authorization.

° Adescription of uses and disclosures that are prohibited or materially limited by law.

° Adescription of other uses and disclosures that will be made only with my written
authorization and that | may revoke such authorization.

° My individual righis with respect to protected health information and a brief description of
how | may exercise these rights in relation to:

- The right to complain to this practice and to the Secretary of HHS if | believe my privacy
rights have been violated, and that no retaliatory actions will be used against me in the
event of such a complaint.

- The right to request restrictions on certain uses and disclosures of my protected health
information, and that this practice is not required to agree to a requested restriction.

- The right to receive confidential communications of protected health information.

- The right to inspect and copy protected heaith information.

- The right to amend protected health information.

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of the Notice of Privacy Practices from this practice
upon request.

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make
new provisions effective for all protected health information that it maintains. | understand that | can
obtain this practice’s current Notice of Privacy Practices on request.

Signature: Date:

Relationship to patient (if signed by a personal representative of patient):

Fomm # PRV1-3



WARMINSTER

DENTAL ASSOGIATES

HIPAA AUTHORIZATION FORM

[, hereby authorize the use or disclosure of my protected
health information, including appointments and any financial discussions.

Authorized persons to use and disclose protected health information:

is authorized to disclose the following:

is authorized to disclose the following:

Description of information to be disciosed {check which applies)

Past Present Future periods of hezlth care information

[ understand that the information used or disclosed under this authorization form may be
subject to re-disclosure by the persons or facility receiving it and would then no longer be
protected by federal privacy regulations.

I have the right to refuse to sign the authorization form. if signed, | have the right to revoke this
authorization, in writing, at any time. |understand that any action already taken in reliance to
this authorization cannot be reversed, and my revocation will not affect those actions.

Print Name:

Signature:

Date:




