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Patient nformncation

Mame:

Dzte of Birth: o Social : - -
Aadress. e _ iy ] state T
Home Pnone o Celifrhare .

S ER ‘orr Fhone:
Circie Martial Status: MIMGOR  SINGLE VMARRIED  DVORCID WIDOWED  SEFIRATED

Fatient cr £z

Who may we that Tor referring vou?

ani’s Erasloyer:

Person to coniact in case of emergency _ - Fhone #
Zesponsitle Party
Name of persorn responsisle for This account? . _Reiationship o

oatient

Address L Cell Phone
tmployer Date of Birih:
SSN _

Is this person currently a patient in our office? YES NO

insurance Information

Nameoflnswped_~~ Relationship 1o Patient
Birthdate Social Security i i

Employer
Insurance Company Insurance Phone #
insurance Company Address City Zip
Patient Dental History

Bo your gums bleed white brushing or flossing?  YES NG

Do you clench or grind your teeth?  YES NO

Have you ever had a difficult extraction in the past?  YES  NO

Do you wear dentures or partials? YES  NO

If yes please, date of placement
How do you feel about maintaining a healthy mouth?

How do you feel about the appearance of your teeth?

It you could change anything about your smile, what would ym; Ehange?




VES N

ad a malor o

Do you take or have you taken PHen-Fen o Redux? YES

20 you take ¢r have you taken Fosamzx, Bondva Aclonel or other mod!
YES  ND

Do you use tobacco?  YES  MND )
Do you use controly ; YES NG
WOMEN Are voud? PREGMNANT,/TRYING TG GET PREGNANT [ MusESHy
CONTRACEPTIVES T

G TO AR

Penicilin Codein A

ARE YO Al

Lspivin

AIDS/HIV Bositive ¢ Frequent Headaches
Alzheimer's Disease o Ganiial Herpes
Ananhyia o {faucoma

Anemia O Hay Fever

o]
o

]

[

Angina

Arthritis/Gout

Ariificial Heart Valve
Artificial Jaint

Asthma

Blood Disease

Bloed Transfusion
breathing Problem
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sares/Fever blisters
Congenital Heart Disorder
Convulsions

Cortisone Medicine
Diahetes

Drug Addiction

o]

5
i

O

< Heart Attaclk/Failure

Heart Murmur

Heait Pace Maker
Heart Trouble/Disease
Hemophillia
Hepatitis A

Hepalitis Bor C
Herpes

High Blood Pressure
Hives or Rash
Hypoglycemia
Irregular Heartbeot
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease

iviitral Valve Prolapse

o o O

[

o

]

Rheuratic Fever
Rheumatism
Scarlet Fever
Shingles

Siclkie Cell

Sinus Trouble
Sleep Apnea
Spina Biffida
Stomach Disease
Siroke

Swelling of Limbs
Thyrold Discase
Tansilitis
Tuberculosis
Tumaors or Growths

o 0 0O 0 0 QO

Fasily Winded & Painin Jaw Joints o Ulcers
Emphysema o Parathyroid Disease G Venereal Disease
Epilepsy or Seizures o Psychiatric Care o Yeliow Jaundice
Excessive Thirst o Radiation Treatment o Other

Fainting Spells/Dizziness & Recent Weight Loss

Renal Dialysis

Frequent Cough
Freouent Diar{_h_ea
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2. Paymentis due infuil at the thne of visit “or peiiorts witkoot ins

Lrancs

3. Payment of deductibie and/or cocinzurance iz due ot the Hme of ©

(‘ N 3 Sl T oy T Em e e o
17 [3'3!!9{’3!‘ WAL insuranne,

e ] - — | o
cards, credit cards, {1

Are Lred

y it
_ DYEr, anc American Exgress)
5. We do NOT bill cur, therafore ﬂ & werson kbringing the peiientis

responsible for payment of the satisnt's visii.

6. Any balance not paid be the insurance company 's your responsibility,
You agrae te pay all atiorney fees and coliections cost incurred if
account is turned over for non-payment.
8. You agree to pay monthiy interest in amount of 1.5% of any unpaid
oalance.
9. Qur office only uses state- of the art tooth colored resin filiings. Some
Insurance considers this cosmetic and dowmgrades it to the silver
amalgam fillings. You are responsible for any difference that your

insurarice does not cover.

I, ~, understand
and agree to the above payment policy,

Signature: _ o Date:
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afftes’s Notlee of B

Sighature

For Office Use Gunly

We attempied 1o obtain written acknowledgerment of recelpt of cur notice of
]
privacy practices, but acknowledgemeant caulag not be obtained because:

o Individual refused o sign
o Communication parriers prohibited oktaining the acknowledgment

!

o An emergency prevented us from obtaining acknowledgment.

o Other {specify]




e Gemen e g PR - : P P *
State faw requires to obiain your consent for “he con

neing asked to sign is confirmation that we rave discussed tre
contemnlated treatment

and the risks associated 7
understand, We will he ol

TR o

ciuding any necessary or zdvisabie anesthesia.
ALTERNATIV I}%E& ORARMENIED DERT A EMT

Alternatives to the recommended treatment, including no treatmert, have beean
explained to times as have the advaniages and disad""nia ges of ezch.
RISKS ASSOCIATED WITH THE RECOMERMDELD DERTAN TRES TIVIE
[understand that ﬂ!’*n‘tist ry is not an exact science, and the complications may
occur despite our best efforts. A partial listing of the risks I<nown ic be associatadd
with this treatment and with the associaied anesthetic are

o Sweliing & bruising which may = Bleeding with may be heave
necessitate staying home for several erough to stop the procedure
days > Instrument breakage |

¢ Retained instrument fragments = Infection

o Paresthesia (permanent or transient | « Pain
numbness of the cheeks, gums, teeth | ¢ Breakage of Roots

lips, tangue, chin, and face) Retained Root Fragments

e

s Change of bite = Loss/Damage to adjacent teeth

o Loss of taste : and bone

® Swallowing of objects z Fracture of breakage of jow

e Aspiration of chjecis »  Sinus invoivement

e Drug/Allergic Reactions s TMI Dysfunction or worsen of

@ Dry socket, delayed healing TMI condition.

s Stretching of mouth which may = Trismus (jaw pain of difficuity
result in ¢cracking or bruising opening mouth further for

e Failure of the treatment to _ treatment)

accomplish its purpose




EHIETATE
Y Es

AT GTREN,

tacknowigdge that | have read and § Unde this consey

that 1 has been read to me) i understan

terms anout which | have asked iV unsure, | f".’d\fE‘ -':}{“:on gi\_.*:ar'a an edeguato opporiunity o ask whatever

guestions | had about the treatrment. Al the guestions about the trestrment have heen ans
satisfactory mannar.

Pundersiarid that the succoss of this treatiment and the avoidanos of tre rs"rr‘m*‘ C“;ﬁ“‘UJ'C“Tl“’]Q don

toan extent upon my complving with the oral bygiene and 4
to mie, it by following the instructions given to me, and my keapi

foliow-up office visits scheduled or recommended. i siso o n(.iers;d no that tarm to nomf\x the dar

immediately of any suspected camplications, where further treatment may be discussed, or
administered, which is not currently anticipated.

hereny authorize ard direct PR MATT SANDERSON or DR KEVIN
HAYNES or DR KALER WILLEAMSON and or associzies/: assistants

choice, to perform the diagnostic, surgical or denial treatmenis. Thi

uding alf of the t

/-\r'\v"[("‘_:

form will remain valid until revoked by me in writing. Al blanks were filled in grior

to my signature, | waive any turther disciosuyes of information.

DATE

Signature of Patient: A

Signature of Relative/Guardian X

Signature of Witness X____

Dentist




Complets the form and sign below o give your permission for Appio Dentai to

Craent reminder cepvic

orovice zn zuicmated sonoh

125y message.

. Appie Dertal may send email message to contio momy upooing

P

appointments. Email

Appie Dental may send cell phone test nessages to cordiom my

upcorning appointiments. Cell Phone nuimber

I ddo not want email or texi message reminders.

I do not have ar email address, or ability to get fexi message remind
please call me for reminders. Phone Mumber

Signature of Patient or Guardian

Date

vy o2rmalh or by cel ghar




