Patient Medical History

Physician Office Phome Date of Last Exam
Yes No Yes No
1. Are you under medical treatment ROW?.............ccorvvoivissisions O O 10 Aeyou wearing contact lenses? ... O O
2. Have you ever been hospitalized for any 11 Are you allergic to or have you had any reactions o the following?
surgical operation or serious illness within the last 5 years? .......... O O Local Anesthetics (e.g. Novocain)............cco.occoceccvce [ ) [
If yes, please explain Penicillin or any other ANtBIOtCS.............c..ccoociocecevsvivrivnnn O O
SO DO i s s O O
3. Are you taking any medication(s) Barbiturates... W i
including non-prescription Medicine? ............vevveerovsioessesnsisone (0 Sedatives..... ] o
If yes, what medication(s) are you taking? lodine ..... wid
L RN ey s R gyt e ] O
4. Have you ever taken Fen-PREn/REdUX? .........cooveeeeeeoreeesreeries 2 =] Any Metals (e.g. nickel, mevcury, 1. [ ]
5. Haw',wu ever taken Fosamax, Boniva, Actonel or any cancer Latex RUBBCY «....o.oovvevvrcvnsveniiscsien T T—— D E
medications containing bisphosphonates? ... £l El - g"" = ey e
; you have a persistent cough or dearing ne
e i I 0 O, aoivitc s g vk ]
7. Do you use tobacco? ................. O ; ; :
/ a) Are you ant or think you be IR P ooy
8. Do you use controlled substances?...............ccvicricrionsiiicsisnnes O O b Are:vvou {:L‘S"g; i ) pregna E 8
9. Do you have or have you had any of the following? ©) Are you taking oral contraceptives?...................cwwvines O Od
Yes No Yes No Yes No
High Blood Pressure ..........ocinnn. ] - B Chest Bitns: s 2 1EL
Heart Attack O O w O O  Easily Winded. ” M= =
Rheumatic Fever (] Heart Murmur.........occcoumvnviiins I G T, O O
Swollen Ankles... L] Angina [1 [0  Hay Fever/ Allergies........o........ i (M
Fainting / Seizures. L Frequmdy 574 GOSN LT :I D Tuberculosis oL j
Asthma........oeeocvveres. Ll  Anemia Gl i ] iati [
Low Blood Pressure - 0 J] L] ;
Epilepsy / Convulsions L 0 weenes) [ S 2
Leukemia L] 1 O o i S
Kidney Disedses..........ccowovecsirnnes: Ll Hepatitis / Jaundice ..........ccco......ccr. (] O Respiratory Problems ....... =5 B
AIDS or HIV Infection.... ; (]  Sexually Transmitted Disease........ [] [J  Mitral Valve Prolapse 0 O
Thyroid Problem............ccouwmns (1 Stomach Troubles / Ulers ............. (1 O  other i
- °
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?..............c..co.... 3 i T 8. Do you have frequent headaches? ...................ccon........ O 0O
2. Are your teeth sensitive to hot or cold liquids/foods?... % ] 9. Do you clench or grind your teeth? ....... sk B3
3. Are your teeth sensitive to sweet or sour liquids/foods? ........... [ [ 10. Do you bite your lips or cheeks frequently O
4. Do you feel pain to any of your teeth? ............ccciieniinrennnmronins o | 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps inor near your mouth?.......... D :I in the pa.sl? N D D
6. Have you had any head, neck or jaw injuries?.......................... | 12.Have you ever had any prolonged blcaﬁng
7. Have you ever experienced any of the following following eXXraCtioNs? ... coeeccrieveerermecaroeosreooe 70 [ 92 |
problems in your jaw? 13. Have you had any orthodontic treatment.................... Ll £l
C‘id?l'lg Y UL ur ERULLLOT O CE P LU EEE PPy N D j 14. Do you wear dentures or mmnls-’ D D
Pain (joint, ear, side of face) Ll Ll If yes, date of placement
Difficulty in opening or closing ..............c.cueeomiinissiienssesionn. o ] | 15. Have you ever received oral hygiene instructions
Difficulty in chewing...............ccconiicciniviiimmmmissisisssississes OO regarding the care of your teeth and gums? ... ... 1 [J
16. Do you like your smile? ..o 0 i)

Authorization and Release

Payment is due in full at the time of treatment unless prior arrangements have been approved.

This office accepts insurance, I understand that | am responsible for payment of services rendered and also responsible for paving any co-payment and
deductibles that my insurance does not cover. 1 hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
to me. | understand that | am responsible for all costs of dental treatment. 1 hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered to my insurance compa

I understand that the information that 1 have given today is correct (o :gr best of my knowledge. I also understand that this information will be held in

the striciest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental services that | may need during diagnosis and treatment, with my informed consent.

X

Signature of patient (or parml/guardtarlj‘;) T Date

Pattarson 1.800.037 1143 0044040

|




Thank you for selec ting 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 Patient # ____

or need assistance, please ask us - we will be happy to help.

SS#/SIN
o o Date
Patient lnformatlon (CONFIDENTIAL) Putiencssex LIF M
Name Birthdate Home Phone
Address City [Y‘(l)l\t/ ng :
Email Cell Phone

Do you prefer to receive calls at your: [ Home [ work ] cell Phone
Check Appropriate Box: ] Minor [ Single [ Mamied [ Divorced ] Widowed [] Separated

If Student, Name of School/College City f‘%&e/ ] m( D fr’,;:’rig_
Patient or Parent/Guardian’s Employer Work Phone
Business Address City lr[(‘Jr\f/ ZFL%I
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
R ible Pa
esponSI e tty Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Drwver’s License# Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this person currently a patient in our office? Cves [ No

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

[ cash [ Personal Check Credit Card [JVISA [[]MasterCard [ 1 wish to discuss the office’s payment policy.
I Inf i
nsurance Information o
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionorlocal #___ Work Phone
: ) ) State/ Z};E/
Address of Employer City Prov, ’C.
Insurance Company Group # Policy/ID #
_ State/ Zy/
Ins, Co. Address City Prov. ’C.
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ¥es [ 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/ Zl%/
Address of Emplayer City Prov. PC.
Insurance Company Group # Policy/ID #
: State/ ZI'E/
Ins. Co. Address City Prov. .
How much is your deductible? How much have you used? Max. annual benefit

Over Please




W. Tyler Heath D.M.D
Family Dentistry
1107 Louisa Street
Rayville, La. 71269
(318)728-9585

I understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPPA) | have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

. Conduct, plan and direct my treatment and follow up among
the multiple providers who may be involved in that treatment

directly and indirectly.
Obtain payment from third party payers

. Conduct normal healthcare operations such as quality
assessments and physician certifications.

I have been informed by you of your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information, I have been
given the right to review such Notice of Privacy Practices from time to time and that I
may contact this organization at any time at the address above to obtain a copy of the

Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my information is used or
disclosed to carry out treatment, payment or health care operations. I also understand you
are not required to agree to my requested restrictions, but if you do agree then you are

bound to abide by such restrictions.

] understand that I may revoke this consent in writing at any time, except to the extent
that you have taken action relying on this consent.

Patient Name

Signature

Relationship to Patient

Date




Financial Policy

We are committed to providing you with the best possible care. If you have dental
insurance, we are anxious to help you receive your maximum allowable benefits. In order
to achieve this we need your assistance and your understanding of our payment policy.

Payment for services is due at the time of services unless payment arrangements have
been approved in advance by our staff. We accept cash, checks, MasterCard, Visa,
American Express, Discover and Debit Cards. We will be happy to file your insurance
claim-form for you and accept assignment of benefits.

Returned checks and balances older than 30 days may be subject to additional charges.

We will gladly discuss you proposed treatment and answer any questions relating to
your insurance.

You must realize, however, that:

1. Your insurance is a contract between you, your employer and the insurance
company. We are not a party to that contract.

2. Our fees are generally considered to fall within acceptable range by most
insurance companies, and therefore are covered up to the maximum allowance
determined by each carrier. This applies to companies that pay a percentage (such
as 50% or 80%) of “U.C.R.” “U.C.R.” is defined as usual, customary and
reasonable. This statement does not apply to companies that reimburse based on an
arbitrary “schedule” of fees, which bears no relationship to the current standard
and cost of care in this area. If your insurance company decides to pay less than
what we have estimated- you are responsible for the unpaid balance. This is a
matter between you and your insurance carrier as parties to the contract. In order to
keep fees contained we cannot use our staffs time to track non-payment from
insurance companies.

3. Not all services are a covered benefit in all contracts. Some insurance companies
arbitrarily select certain services they will not cover.

We must emphasize that, as dental care providers, our relationship is with you, not your
insurance company. While the filing of insurance claims is a courtesy that we extend to
our patients, all charges are your responsibility from the date the services are rendered.
We realize that temporary financial problems may affect timely payment of your account.
If such problems do arise, we encourage you to contact us promptly for assistance in the
management of your account.

If you have any questions about the above information or any uncertainty regarding
your insurance coverage, PLEASE don’t hesitate to ask us. We are here to help you.

Signature: Date




Medicine List

Patient ~ Date

Med Name‘ Strength Frequency




Patient name

Primary Language Spoken

Date

Primary Language Spoken

Differences in communication styles can affect the ability to
provide culturally and linguistically appropriate services in oral health.
Our office strives to deliver a higher quality of care to help our
patients meet their oral health care goals, while honoring and
respecting their cultural beliefs and practices. It is our goal to
decrease clinical errors that may arise due to cultural and linguistic
differences in communication and differences in oral health literacy.
Therefore we ask you to provide our office with your primary
language spoken 0 that we may achieve these goals.

Interpreter needed Yes/No




