Patient Information

Name: Date of birth:
Last First Middle

SSN: Gender: Height: Weight:

for children under 18 and adults unable to consent for treatment:
Parent/guardian/medical power of attorney:

Preferred phone number: _( ) please circle: Cell Home Work

Secondary phone number: _( ) please circle: Cell Home Work

Mailing address:

Street City State Zip
If different from mailing address:
Home address: 5
Street City State Zip
Email Address: __. (Your email will only be used to confirm appointments. It

will never be shared with anyone outside of this office.)
Preferred method to contact you? Please circle: Phone call Text message Email

Emergency Contact: Relationship: Phone number: _( )

Whom may we thank for referring you to our office?

Patient Medical History
In this section, please circle Yes or No as indicated.
Are you currently under the care of a physician? Yes No

Physician's name: Physician’'s phone number:

Date of Last physical exam:

Have you had a serious iliness, surgery, or hospitalization within the last 5 years? Yes No
if Yes, please describe:

Do you drink alcoholic beverages? Yes No
If yes, how much alcohol did you drink in the last 24 hours?
If yes, how much do you typically drink in a week?

Do you use tobacco products? Yes No

If yes, which products? (please circle) cigarettes cigars chew snuff e-cigarettes
If yes, roughly how many per week?
If yes, how interested are you in quitting? (please circle) very somewhat not interested

Do you use marijuana? Yes No
If yes, how frequently?

Do you use illegal substances? (cocaine, heroine, meth, etc.) Yes No
If yes, please describe:

Are you taking or scheduled to begin taking oral bisphosphonates for osteoporosis or Paget's disease?
Yes No Notsure

Have you ever been treated with or presently scheduled to begin treatment with intravenous
bisphosphonates for bone pain, hypercalcemia, osteoporosis, or skeletal complications resulting from
Paget's disease, multiple myeloma, or metastatic cancer? Yes No Notsure If yes, date



Patient Insurance Information

Primary Insurance

Insured’'s Name:

Insurance Company:

Address:

Phone:__( )

ID #:

Group:

Employer:

SSN:

Insurance Agreement

Secondary Insurance

Insured’'s Name:

Insurance Company:

Address:

Phone:__( )

ID #:

Group:

Employer:

SSN:

| certify that the above information is correct and in force. | am aware that it is my responsibility to read
and understand my own dental insurance policy, including benefits, limitations, and exclusions. |
understand that although the filing of insurance claims is provided as a service to me at this office, that
any agreement for dental coverage is between myself and my insurance company. | understand that
services are rendered independent of insurance reimbursement.

Signature of patient or authorized responsible party

Relationship Date



Patient Medical History cont.

Do you take any prescription or over the counter medications or supplements? Yes No If yes, please list all. Include
vitamins, natural/herbal preparations, and diet supplements.

Are you allergic to or have you ever had an adverse reaction to any medications or substances? Yes No If yes,
please list all. /nclude foods, metals, latex, anesthetics, antibiotics, and medications.

Women only:

Are you pregnant? Yes No

If yes, how many weeks pregnant?

Do you take birth control pills or hormone replacements? Yes No
Are you nursing? Yes No

Are you currently or have you previously been diagnosed with or treated for any of the following? Please
check all that apply.

OCardiovascular disease OHemophilia OThyroid disorder, type:

OJAngina O Arthritis type: OKidney disorder, type:

[OCongestive heart failure OStomach ulcers OGlaucoma

- OHeart attack DOJoint replacement  If yes, any  [OWear contact lenses

OHeart murmur complications? ' [JJaundice or liver disease

OHigh blood pressure Dates and joints replaced: OHepatitis DA OB OC

OLow blood pressure OJAIDS or HIV infection

CIMitral valve prolapse OAutoimmune disease, type:_ [Fainting spells or seizures

OAtrial fibrillation or other OVertigo

cardiac arrhythmia OAsthma [ODementia

CJArteriosclerosis [CBronchitis OAlzheimer's disease

[JStroke COEmphysema CONeurological disorder

[JPacemaker OSinus troubles OEpilepsy

CORheumatic fever OHay fever/seasonal allergies [JSleep apnea

OORheumatic heart disease OTuberculosis COOMental health condition, type:
OCough longer than 3 weeks

DArtificial (prosthetic) heart - ] Recurrent infection(s): type:

valve OCough that produces blood

OPrevious infective endocarditis ~ [OBeen exposed to anyone with tuberculosis
ODamaged valves in transplanted [OCancer/chemotherapy/radiation  [INight sweats

heart treatment, specify: OOsteoporosis

UlCongenital heart disease(CHD)  OChronic pain OPersistent swollen glands in neck
OUnrepaired cyanotic CHD ODiabetes OType | OType I [OSevere headaches/migraines
ORepaired CHD in last 6 months  [JEating disorder ORapid weight gain or weight loss
ORepaired CHD wi/residual defects [IMalnutrition OSexually transmitted disease
OAnemia OGastrointestinal disease OBlood transfusion date:
OReflux/persistent heartburn OPoor wound healing CJExcessive bleeding or

easily bruises
Any medical conditions not mentioned above?

Preferred Pharmacy:




Patient Dental History | Patient Name: Date:

Reason for seeking dental care at this time

How often do you: Brush? times per Floss/clean in between teeth? times per

Is your home water supply fluoridated? [dYes [INo [INot sure
Which toothpaste do you use?

How do you feel about dental treatment? [J Relaxed [A little uneasy [Tense [Anxious [OVery Anxious

Are you currently or have you recently experienced any of the following? Please check all that apply

OJAching teeth O Gums that bleed with brushing/flossing OClicking or popping of the
Teeth that are sensitive to: CISensitive or sore gums jaw joint

Ohot Olcold Osweets Opressure [JSwellings or lumps in your mouth [IPain in the jaw joint
OIMissing teeth CISores or ulcers in your mouth CDifficulty chewing
OIBroken teeth or fillings OFrequent dry mouth ODifficulty opening wide
OLoose teeth [0Bad taste in your mouth [ Teeth clenching or grinding
OJFood traps between teeth OWear partials or dentures . OFrequently chews gum
CINeck pain or earaches OParticipate in contact sports/activities Owear a night guard appliance

CIWear an orthodontic appliance OUse a CPAP

Do you have a history of any of the following? Please check all that apply
O Serious injury to your head, neck, or mouth If yes, describe:
OJPast periodontal (gum) treatment

[IPast orthodontic (braces/retainers) treatment

[OPast difficult or complicated extraction or dental surgery
OCold sores

CJOther mouth sores, If yes, describe:
CJHead, neck, or oral cancer If yes, type and date:

If you could change your smile, what would you change?

OWhiten teeth [0 Reduce facial fine lines and wrinkles [JReplace missing teeth
[OMake teeth the same color O Close gaps between teeth [OStraighten teeth
CORemove unsightly fillings CIChange the shape of teeth OOther

Consent

I, the undersigned, hereby authorize the doctors, hygienists, and assistants to take radiographs, study models,
photographs, or any other diagnostic aids the doctors deem appropriate to ' make a thorough assessment of my dental
diagnosis and treatment needs. | also authorize the doctors to perform any and all forms of treatment, medication, and
therapy that may be indicated. | authorize and consent that the doctors employ any such assistance as they deems
appropriate.

| further authorize the release of any information, including the diagnosis, radiographs, and records of any treatments or
examinations rendered to my insurance company and consuiting professionals that may request my records. |
understand that | am personally responsible for payment of all fees for dental services provided in this office for myself
and my dependents, regardless of insurance coverage. Breach of this responsibility carries the penalty of compensating
the practice for any related collection fees. | understand that payment in full is due at the date of delivery of all crowns,
bridges, partials, dentures, and implant crowns/dentures. | understand that payment in full must be made within 90 days
of treatment. Any other arrangements for payment must be made before treatment begins.

Signature of patient or authorized responsible party Relationship Date



Financial and Scheduling Procedures for Our Patients

n is to deliver the best and most

.‘ i ist! Our missio
ou for choosing us as your dentist! .
i y ed to your treatment being successful.

comprehensive dental care available. We are committ

PAYMENT OPTIONS:

1. Payment in expected at the time of service, unless prior arrangements have been
made.

2. If you have dental insurance benefits: Our practice will gladly work with you to help get
the maximum benefit available to you. Most dental insurance plans do not cover 100%
of the cost of your treatment. Therefore, you will be asked to pay your deductible and
your patient portion at the time of service. We will estimate your estimated portion as
closely as possible, but cannot guarantee this estimated coverage.

3. Our practice accepts cash, checks, Visa, MasterCard, Amex, and Discover.

4. For account balances over 90 days, a 1.5% monthly interest charge will be assessed.
(18% annual fee.)

5. Any account that becomes delinquent will be subject to all collection, court and
attorney costs.

USUAL & CUSTOMARY FEES:

Our practice is committed to provide the best treatment for our patients and we charge what is
usual and customary for our area and the level of care we provide. You are responsible for
payment of any insurance company’s arbitrary determination of usual and customary fees.
Your insurance policy is an agreement between you and your insurance company and the
ultimate responsibility for all charges lies with you. If after 60 days, the insurance company has
not paid on the claim, you will be responsible for the total balance.

BROKEN APPOINTMENTS:

We reserve time for our patients so we may provide the highest level of personal care. Please
keep in mind, we charge a $75 Broken Appointment Fee for any appointment changes with less
than 48 hours notice. Please help us serve you and all our patients better by keeping your
reserved appointment time.

Patient Signature Date

Parent/Guardian Signature Date




General Consent for Dental Examination and Treatment

Thank you for choosing Helena Dental Clinic LLP, Lindsey Dundas M,acln.tyre, DDS, PLLC, 8hL
Christopher B. Loomis, DMD, PLLC for your dental care. We will work with you to help ac le've
excellent oral health. While recognizing the benefits of a pleasing smile and teeth that function
well, you should be aware that dental treatment, like treatment of any other part of the body,
has inherent risks. These are seldom great enough to offset the benefits of treatment, but
should be considered when making treatment decisions.

Benefits of treatment can include relief of pain, the ability to chew properly, and the confidence
with social interaction that a pleasing smile can bring. Nonetheless, these are some common
risks associated with virtually any dental procedure, including:

1. Drugor chemical reaction. Dental materials and medications may trigger allergic or
sensitivity reactions.

2. Long-term numbness (paresthesia). Local anesthesia, or the administration, while
almost always adequate to allow comfortable care, can result in transient, or in rare
instances, permanent numbness.

3. Muscle or joint tenderness. Holding one’s mouth open can result in muscle or jaw joint
tenderness, or in a predisposed patient, precipitate a TMJ disorder.

4. Sensitivity on teeth or gums, infection or bleeding.

5. Swallowing or inhaling small objects.

While we follow procedural guidelines which most often lead to a clinical success, just like in
any other pursuit in health care, not everything turns out the way it is planned. We will do our
best to ensure that it does. Please feel free to ask-any questions in regard to all dental
procedures that are recommended to you.

Patient’s Signature Date

Parent/Guardian Signature Date




ACKNOWLEDGEMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES

| acknowledge that | have received a copy of the Statement of Privacy Practices for the offices of Lindsey t

‘ . . t n
Dundas Maclintyre, DDS, PLLC; Christopher B. Loomis, DMD, PLLC; Helena Dental ChrIn;, Plf.LP . ?enstt:af:?gm

' : i health informatio
i i i f uses and disclosures of my protected

of Privacy Practices describes the types o ' o e
occur in my treatment, payment for services, or in the performance of office health ca{e op:r: o
Statement of Privacy Practices also describes my rights and the responsibilities and duties o t .IS o )
respect to my protected health information. The Statement of Privacy Practices is also posted in the facility.

Lindsey Dundas Macintyre, DDS, PLLC, Christopher B. Loomis, DMD, PLLC, and Helena Dental Clinic, PLLP
reserve the right to change the privacy practices currently described in the Statement of Privacy Practices. If
privacy practices change, | will be offered a copy of the revised Statement of Privacy Practices at the time of
my first visit after the revisions become effective. | may also obtain a revised Statement of Privacy Practices by
requesting that one be mailed or otherwise transmitted to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified
below. ( | understand that the default answer is “NO.” Without indicating “YES” in answer to each

individual question, personal protected (PHI) cannot be shared with anyone unless otherwise allowed by
HIPAA rules.)

Spouse only Llves LINO
Any member of my immediate family: (i.e. Spouse, Children, Siblings, D YES D NO
Parents)

Any member of my extended family: (i.e. Aunts, Uncles, Grandchildren) D YES [:] NO
Other: [lves [INO

Name of patient (please print)

Patient Signature:

If patient is unable to sign, Patient’s personal representative: (please print)

Personal Rep’s signature:

Representative’s phone number: Date:

OFFICE USE ONLY BELOW THIS LINE

Acknowledgement Not Obtained

Statement provided prior
to treatment? [:I YES D NO | Date Statement Provided:

Needed more time to review Statement

Reason for not obtaining patient Wanted to consult another person before signing

signature Physically unable to sign

No reason offered

Ry Y.

Other:




