PATIENT INFORMATION

DATE

" IMARRIED LJSINGLE [_IMINOR

_ IMALE __FEMALE

NAME

LAST FIRST M
SOCIAL SECURITY #
AR = STREET APT. # CITY STATE ZIP

NE

BIRTHDATE______________ TELEPHONE ___ i e —
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [ PATIENT " IGUARDIAN [_SPOUSE [_FATHER [ IMOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION

ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

INSURANCE INFORMATION

IN CASE OF EMERGENCY

npmmmiv INSL_IRED / Eogﬂgggégsg.gfésfﬁﬁﬁ - SECONDARY INSURED

LAST FIRST LAST FIRST M
STREET CitY STATE STREET CITY STATE ZIP
HOME WORK CELL E-MAIL HOME WORK CELL E-MAIL
BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

EMPLOYER DENTAL INS. CO EMPLOYER DENTAL INS. CO

SS5 SUBSCRIBER # GROUP # S5# SUBSCRIBER # GROUP #
PERSON TO CONTACT Has any member of your family ever been treated in our office?

C1Yes _No

Whom may we thank for referring you to our office?

Name
Address
| METHOD OF PAYMENT
City/State/ZIP - —
Responsible party currently has an account with this office
Telephone # [1Yes L[INo
AUTHORIZATION ; Payment in full at each appointment (cash or personal check)

| 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. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper

_IPayment in full at each appointment (ZJVISA LIMC LIOTHER)
Card #
1 wish to discuss the Dental Office’s Financial Policy

SERVICE CHARGE

Exp. Date

dental care. The information on this page and the dental/medical histories If | do not pay the entire new balance within days of the monthly
are correct to the best of my knowledge. | grant the right to the dentist to billing date, a service charge will be added to the account for the current
release my dental/medical histories and other information about my dental monthly billing period. The service charge will be a periodic rate of %
treatment to third party payors and/or other health professionals by any per month (or a minimum charge of $ for a balance under

method, including electronic transfer.

$ ) which is an annual percentage rate of % applied to
the last month’s balance. In the case of default of payment, | promise to

X _ : pay any legal interest on the balance due, together with any collection
Patient or Responsible Party : . :
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.
Date State Driver's License #

M

PATIENT INFORMATION
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Dr. Francis Dental, P.C.
394 Broadway
Newburgh, NY 12550
www.DrFrancisDental.com
845-226-7548(0) 845-266-7052(F)

CONSENT FOR DENTAL TREATMENT

Patient Name;: Date of Birth:

1. I hereby authorize the Dentist at DrFrancisDental, P.C. and/or other such persons
as he may appoint to perform any necessary dental procedures as deemed appropriate
as part of the dental treatment.

2. T understand that Dental treatment may include examination, prophylaxis, restorations,
endodontics, x-rays, surgery and extractions for the purpose of maintaining, improving and/
or restoring soft and hard tissue to a healthy state.

3. 1 hereby authorize and request the dentist at Dr. Francis Dental, P.C. and/or
such designees or assistants as may be selected by him to perform the following
procedures as per dentist’s treatment plan.

4. T understand that the risks involved in the above described treatment or procedure(s)
included but are not limited to bleeding, swelling and sensitivity.

5. T understand that unforeseen conditions or circumstances may arise during the
course of treatment: hence, I consent to and authorize the performance of any care,
procedure or treatment not specified above that the dentist reasonably believes
necessary or available as a result of unforeseen events.

6. Additionally, I consent to the administration of any local anesthetic that the dentist
deems necessary. I understand that the risks involved with the administration of
local anesthetics include but are not limited to nerve injury and stiffness of the jaw.

7. It has been explained to me the option of not using local anesthetic for my treatment.

8. I confirm thatI have had the opportunity to ask any questions regarding the patient’s

care at the dental office and that all such questions have been answered fully and
satisfactorily.

9. I certify that I have read this document and understand its contents. I acknowledge

that dental treatment, associated risks and related dental education materials have
been explained to my satisfaction.

10. This consent will remain in effect until I choose to terminate it.

I have read and understand the above.

Patient Signature: Date:

Dentist Signature: Date:




DENTAL HEALTH HISTORY

Confidential
Today’s Date
Patient Name Birthdate
Last First Initial
' DENTAL HISTORY
Reason for Today’s Visit Date of last dental care
Former Dentist Date of last dental X-rays
Address ;
Check ( ¢ ) if you have had problems with any of the following
Bad breath Grinding teeth Sensitivity to hot

Bleeding gums
Clicking or popping jaw
Food collection between teeth

Loose teeth or broken fillings
Periodontal treatment

Sensitivity to cold

Sensitivity to sweets

Sensitivity when biting

Sores or growths in your mouth

How often do you floss? How often do you brush?

- MEDICAL HISTORY

Physician’s Name Date of Last Visit

Have you had any serious illnesses or operations? If yes, describe

Have you ever had a blood transfusion? Yes No

If yes, give approximate dates

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex,

Fastin (brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine.) Yes No
(Women) Are you pregnant? L] Yes L] No Nursing? [JYes [ONo  Taking birth control pills? [1Yes LINo
Check ( v ) if you have or have had any of the following:
Anemia || Cortisone Treatments Hepatitis Scarlet Fever
Arthritis, Rheumatism ] Cough, Persistent High Blood Pressure Shortness of Breath
| Artificial Heart Valves Cough up Blood HIV/AIDS Skin Rash
Artificial Joints Diabetes Jaw Pain Stroke
Asthma Epilepsy Kidney Disease Swelling of Feet or Ankles
Back Problems Fainting [[] Liver Disease Thyroid Problems
Blood Disease Glaucoma ] Mitral Valve Prolapse Tobacco Habit
Cancer L] Headaches _| Pacemaker Tonsillitis
Chemical Dependency Heart Murmur Radiation Treatment ] Tuberculosis
Chemotherapy Heart Problems Respiratory Disease Ulcer
Circulatory Problems Hemophilia [_] Rheumatic Fever Venereal Disease
__ MEDICATIONS ALLERGIES &
List medications you are currently taking: . [J Aspirin Penicillin
Barbiturates (Sleeping pills) Sulfa
Pharmacy Name Codeine Latex
Phone Local Anesthetic Other

SIGNATURE

T?-; the b?sth of :I'n'zf knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if 1, or my minor child, ever have a
change in heaith.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
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Dr. Francis Dental, P.C.
394 Broadway
Newburgh, NY 12550
www.DrFrancisDental.com

845-226-7548(0) 845-266-7052(F)

Notice Of Privacy 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 informatiqn 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:

- A statement that this practice is required by law to maintain the privacy of
Protected health information.

- A statement that this practice is required to abide by the terms of the notice
currently in effect.

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

~ A description of each of the other purposes for which this practice is permitted or
required to us or disclose protected health information without my written consent
or authorization.

- A description of uses and disclosures that are prohibited or materially limited by law.

- A description of other uses and disclosures that will be made only with my written
authorization and that I may revoke such authorization.

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

- The right to complain to this practice and to the Secretary of HHS if I 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 health 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. I understand that I
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):

Dentist Signature: Date:




Dr. Francis Dental, P.C.
394 Broadway
Newburgh, NY 12550
www.DrFrancisDental.com
845-226-7548(0) 845-266-7052(F)

AGREEMENT

I understand that my insurance company

will be billed for the services rendered. However, for some reason the dental treatment is not
covered by my insurance company or the doctor I am seeing is not participating with my plan,
agree that I am responsible for the charges incurred for the services rendered.

Signature Date



