Patient Registration Form American Dental Association|
www.ada org|
Email: Today's Date:
Prefered Name: JdMiss JMr OJMrs. OMs. JDr Referred by:
Name: Home Phone: includs area code Cell Phone: inchade araa codo
Last First Midda ( ) ( )
Address: City: State: Zip:
| Maiing address
SS#: Date of Birth: Sex: M F
Employer: Business Phone: inciude ara code
( )
Emergency Contact: Relationship: Home Phone: include arsa code Cell Phone: indudo arsa code
( ) ( )
College Student Status: JFullTime  JPartTime Please provide school info: School Name:
Employment Status: JFullTime PatTime O Retired Address:
Marital Status: JMarried JSingle JDivorced [ Separated JWidowed Address 2:
Pref. Pharmacy: Phone: ( ) City, State, Zip:

Dental Insurance Information
Primary Insurance Information

Name of Insured: Relationship to Patient: 1 Self JSpouse JChid JOther
Insured Soc. Sec.: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
ID#: Gr#

Secondary Insurance Information

Name of Insured: Relationship to Patient: 1 Self JSpouse JChid JOther
Insured Soc. Sec.: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
1D#: Gré#:

Dental Information For the following questions, mark (X) your responses to the following questions.

Yes No DK Yes No DK
Do your gums bleed when you brush or floss?. . . ... .. .. 3d 3 3 | Doyouhave earaches orneckpains? ................ Q O Q
Are your testh sensitive to cold, hot, sweets or pressure?. d 1 | Do you have any clicking, popping or discomfortinthejaw? J 3
R I R . 2 S s o S s IR Tl AR e Q 3O J |Doyoubruxorgrindyourtesth? .................... Q Qo
Have you had any periodontal (gum) treatments? ... .. .. 3 1 3 | Do you have sores or ulcers in your mouth?. . . .. ... ... QO Q Q
Have you ever had orthodontic (braces) treatments?. . . . . Q 3 3 | Doyouweardenturesorpartials? ................... Q0O 0
Have you had any problems associated with previous Do you participate in active recreational activities? . . . . . . QO QO Q
R ORI (- i o S e i 0 S 3 1 3 | Have you ever had a serious injury toyourheadormouth? 1 3
Is your home water supply fluoridated? .. ... ......... 3 1 3 | Date of your last dental exam:
Do you drink bottled or filtered water? .. . ... _......... 3 3 3 | What was done at that time?
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY
Are you currently experiencing dental pain or discomfort? d 1 1 | Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?




Medical Information riease mark 0o your responses to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Are you now under the care of a physician?. ... ............ Q Q1 1| Haveyou had a serious illness, operation or been
Physician Name: hospitalized in the past Syears?. .. ...................... QQa
Phone: indudo area codo ) if yes, what was the illness or problem?
Address/City/State/Zip: Are you taking or have you recently taken any prescription
or over the counter medicine(s)?. . . ...................... QQo
- if so, list all, including vitamins, natural or herbal tions and/
Are youin good hesith? ... oo = == admmm: o —
Has there been any change in your general health within
the PaSt YBaI? . . . ..t Qo
If yes, what condition was treated?
: Do you use controlled substances (drugs)? ................ R . |
S T—— Do you use tobacco (smoking, snuff, chew, bidis)? . .. ... .. .. Qoo
Do youwearcontact lenses? ... ........................ Qo i B Bl oo O
Are you taking, or have you taken, any diet drugs such as Circle one: VERY / SOMEWHAT / NOT INTERESTED
Pondimin (fenfluramine), Redux (dexphenfluramine) or fan-phen e
(fenfluramine-phentermine combination)? .. ............... 0 13 || I - .- 1 505 5 i 73 92
S S~ Ifyas.howmuchalooholddyoud'arlk{nthelmt%hous.
medications alendrontate (Fosamax®) or risendronate (Actonel®) e s ks it
for osteoporosis or Paget'sdisease? ... .................. 3 O | WOMEN ONLY Are you:
Since 2001, were you treated or are you presently scheduled to begin R .. s T e e s e 0 Qo
treatment with the intravenous bisphosphonates (Aredia® or Zometa®) Number of weeks:
for bone pain, hypercalcemia or skeletal complications resulting from ) _
Paget’s disease, multiple myeloma or metastic cancer? ... ... QQQ Taking birth control plis or hormane replacement? ....... . ... ... 433
Date Treatment Began: NUFSING? . ..ttt eaeaaaaan- QQo
Joint Replacement. Have you had an orthopedic total joint replacement (hip, knee, elbow, finger)? ... ... ... ... .. ... ... ............ i |
Date: If yes, have you had any complications?
Allergies - Are you allergic to, or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Meatals B B O
Aspirin 3 3 3 dine m i R
Penicillin or other antibiotics J 3 I Hay fever/ seasonal oo
Barbituates, sedatives, or sleeping pills Q0 0 animas OO o
Sulfa drugs 4 3 3 g Qoo
Codeine or other narcotics i R [ [ - O oD
Yes No DK Yes No DK Yes No DK Yes No DK
Heart murmur _ ... ... Q3 2| Aemia ............. 3 O 1O Chestpainuponexerion d O O  Neurological disorders . J 3 O
Mitral valve prolapse. .. J | Blood transfusion .. ... Q3 3 Cheonicpain ......... 0QQ if yes, spacify:
Artificial heartvalves . .. 3 O 3 If yes, date Diabetes Typelorll...d O O Skepdisorder........ &S
Rheumatic fever . ... .. 2 30 | Hemophilia .......... QJ O 0 Eatingdisorder ....... 3J 3O 1 Mental health disorders. 1 O O
Cardiovasculardisease. d JJ O AIDSorHNVinfection...d O O  Malnutrition .. ........ QO if yes, specify:
Angina.............. DO 0 Athitis............. J O 1 Gastointestinaldisease d O 1  Recurrentinfections ... O O
Arteriosclerosis .. .. ... 3 30 30 Autoimmunedisease... d O O  G.E. Reflux/Persistent Type of infection:
Congestive heart failure J 1 1  Rheumatoid arthritis ... J 3 heartbum. ......... 3J 3 3 Kidneyproblems ... ... QQQ
Coronary artery disease J O 1 Systemic lupus Ulcers _............. 32 3 3 Nightsweats......... QQaQ
Damaged heartvalves. . J O 2 erythematosus. . . . .. QJ O 3O Thyroid problems ... .. J 30 30 Osteoporosis. ........ oQQ
Heart attack. . ........ Q2230 Astma............. Q3270 Stoke.............. 3 O 1 Persistent swollen
Lowblood pressure. ... d J ) Bronchitis ........... A3J 30 Glaucoma........... QQQ glandsinneck. .. ... QQQ
Highblood pressure ... O O Emphysema.......... 3 30 1 Hepatitis, jaundice or Severs headaches/
Congenital heart defects J 1 J  Sinustrouble......... O 0 0O liverdisease.......... Q00 Migraines. . ........ R |
Pacemaker .......... Q30 10 Tuberculosis ......... Q030 Epiepsy............. 3 3 0 Severeofrapidweightloss d O O
Rheumatic heart disease J J 1  Cancer/Chemotherapy/ Fainting spells or Sexually ranemitted dissese 1 1
Abnormal bleeding ....3J 3 3 Radiation treatment. . J 3 3 seizures........... 3 O 3  Excessive urination QQQ
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?. .. . ... ... ... ... ... ..., g
Name of physician or dentist making recommendation: Phone: ( )
Do you have any disease, condition, or problem not listed above that you think | should know about?. . . .. ... ... ... .. .............. a el

NOTE: Both Doctor and patient are encouraged to discuss any and all relevent patient health issues prior to treatment.

ify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful
history and that my dentist and his/her staff will reyl on this information for treating me. | acknowledge that my questions, if any, about inquiries sat
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take
not take because of amors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:

T




Healthy Smiles Family Dental Care, PLLC

Patient Consent for Use and Disclosure
of Protected Health Information

I hereby give my consent for Healthy Smiles Family Dental Care, PLLC to use and disclose protected
health information (PHI) about me to carry out treatment, payment and health care operations (TPO). (The
Notice of Privacy Practices provided by Healthy Smiles Family Dental Care, PLLC describes such uses and
disclosures more completely.)

I have the right to review the Notice of Privacy Practices prior to signing this consent. Healthy Smiles Family
Dental Care, PLLC reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of
Privacy Practices may be obtained by forwarding a written request to Terence Medley, Business Manager,
1927 Irvin Cobb Dr, Suite 1, Paducah, KY 42003.

With this consent, Healthy Smiles Family Dental Care, PLLC may call my home or other alternative location
and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out
TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including
laboratory test results, among others.

With this consent, Healthy Smiles Family Dental Care, PLLC may mail to my home or other alternative
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements as long as they are marked “Personal and Confidential.”

With this consent, Healthy Smiles Family Dental Care, PLLC may e-mail to my home or other alternative
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements. I have the right to request that Healthy Smiles Family Dental Care, PLLC restrict how it uses or
discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it
does, it is bound by this agreement.

By signing this form, I am consenting to allow Healthy Smiles Family Dental Care, PLLC to use and disclose
my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in
reliance upon my prior consent. If I do not sign this consent, or later revoke it, Healthy Smiles Family Dental
Care, PLLC may decline to provide treatment to me.

Signature of Patient or Legal Guardian

Print Patient’s Name Date

Print Name of Patient or Legal Guardian, if applicable



I,

HEALTHY SMILES FAMILY DENTAL CARE, PLLC
1927 IRVIN COBB DR, STE 1, PADUCAH, KY 42003

, consent to be a patient at the above named office and agree to a radiographic

and clinical examination. I also understand and consent to the following:

1.

During the course of treatment, I may undergo procedures in all phases of dentistry including
periodontics (gum treatment and surgery), oral surgery, endodontics (root canals), fixed and removable
prosthodontics (crowns, bridges, and dentures), implant dentistry, restorative dentistry,
temporomandibular disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and
radiography.

I will provide a thorough and complete medical history, supply a full list of my medications with
dosages, and consent to my dentist communicating with my other medical practitioners to inquire about
any aspect of my health history.

No guarantees can be made about treatment outcomes, restoration longevity, or prognoses. [ understand
that any branch of medicine, including dentistry, can involve unanticipated results.

I will pay in full any cost of treatment or insurance copayments according to the office’s financial
policy. Iunderstand that even if an insurance pre-estimate is given or a procedure has been
preapproved, I am responsible for any costs that my insurance does not cover.

My treatment plan may change at any time and I will do my best to approach my dental care with
optimism and open communication with my dentist, hygienist, and dental office staff.

I am welcome to ask questions about any aspects of my dental care and will request information if I am
confused or need more information. I am responsible for clarifying any aspects of my treatment that |
am unsure about.

Patient or Guardian Name Date

Witness Date



