APPOINTMENT POLICY

When scheduling appoititments, we ask that vou schedule appointment rimes that arc tmost convenient far yon.
Thiz tme will be tesereed just fox you with our complete affice seaff at Four disposal. ‘We trust thar ne change in
the appaintment will e necessary once scheduled, In the event that you de need to change yout resoived
al:upu::-intment tirme, we require ar least 24 hour prior notification so that we may give your rescrved time to a
patienr on aut waiting list, Reservations that are not coafiomed one day prior te yout scheduled arrival will be
offered to patients on oue waiting list. It is our policy to chatge all patients a fec of §30 for hroken
appointments. The Eollowing sitwations are considered braken appointments:

*  Canceled appointments without the necessary 24 howrs prior notification.
u
*  Late acrivals in which scheduled treatiment can ni longer e provided.

s Moshows
We ash vou to remernber that the broken appoiatment hurts three.., you, another patieat, and our office. Fatdenrs that

break three appointments will be inactivated and will no longee be cligible to receive treatment in our office. As a
couetesy, e wWill atternpt to confirm all appointments.

BELEASE:
[ understand and aceept the shove appointment policy.

Patient's or Guardian's sipnatuee Chate
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Patient's Name

PATIENT NUMBER
R

Age Date

Date ofBith O Male Female

Last First

If Child: Parent's Name

How do you wish to be addressed

Single O Manied 1 Separated 0 Divorced 1 Widowed 0 Minor L

Residence - Street

City State Zip
Business Address

Telephone: Res. Bus.

Fax Cell Phone #

eMail

Patient/Parent Employed By

Present Position

How Long Held

Spouse/Parent Name

Spouse Employed By

Present Position

How Long Held

Who is Responsible for this account

Drivers License No.

Method of Payment: Insurance @ Cash O Credit Card L

Purpose of Call

Other Family Members in this Practice

Whom may we thank for this referral

Patient/parent Social Security No.

Spouse/Parent Social Security No.

Someone to notify in case of emergency not living with you

Snitial
A
DENTAL INSURANCE

1ST COVERAGE

Employee Name Date of Birth
Employer Name Yrs.
Name of Insurance Co. '

Address

Telephone

Program or policy #
Social Security No.
Union Local or Group

l ENTAL INSURANCE
2ND COVERAGE

Employee Name Date of Birth
Employer Name Yrs.
Name of Insurance Co.

Address

Telephone

Program or policy #
Social Security No.
Union Local or Group
M
CONSENT:

£ consent fo the diagnostic procedures and treatment by the dentist necessary for
proper dental care.

I consent to the dentist's use and disclosure of my records {or my child's records) to
carry out freatment, to obtain payment, and for those aclivities and health care oper-
ations that are related to treatment or payment.

 consent to the disclosure of my records {or my child’s records} to the following per-
sons who are involved in my care (or my child's care) or payment for that care.

My consent to disclosure of records shall be effective until | revoke it in writing.

f authorize [)ayment directly to the dentist or dental group of insurance henefils other-
wise payable fo me. | understand that my dental care insurance carier or payor of
my dental benefits may pay less than the actual bill for services, and that | am finan-
cialty responsible for payment in full of all accounts. By signing this siatement, |
revoke all previous agreements to the contrary and agree to be responsible for pay-
ment of sarvices not paid, by my dental care payor.

| attest to the accuracy of the information on this page.

PATIENTS OR GUARDIAN'S SIGNATURE

DATE

Form No. THIR REGISTRATION



Wisconsin Dental Association
(BINI} 2434675

[insert Name of Practice]
SECTION A: The Patient.
Name:
Address:
Telephone: E-mail:
Patient Number: Social Security Number:

SECTION B: Acknowledgement of Receipt of Privacy Praclices Notice.

I, , acknowledge that | have received a Notice of

Privacy Practices from the above-named practice.

Signature: Date:

If a personal representative signs this authorization on behalf of the individual, complete the following:

Persanal Representative’s Name: —

Relationship to Individual:

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual's signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE.

| attest that the above information is cotrect.

Signature: Date:
Print name: Title:

Include this acknowledgement of receipt in the individual's records.

ACKNOWLEDGEMENT OF
PRIVACY PRACTICES

RECEIPT OF
OTI C © Mickael Best & Friedrick, LLC
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PATIENT NUMEBER
|
Patient's Name

welcome

CIRCLE THE APPROPRIATE ANSWER, IF YOU DON'T KNOW THE CORRECT ANSWER PLEASE
WRITE "DOM'T KNOW" ON THE LINE AFTER THE QUESTION COMMENTS

l-ast Firat Intigl Diates &F Eirby

1, Physician's Mame
Address

Tak{ ]

2 Are your under & physiciam's care? ..o YES NO
Since when Wihy

When was your last compiate physlcal axam?

Ara you kaking any medicalion o substances? ... .. IV YES NO
{If vas, please st medications in comments section or on the back of this famn.)

=

:l'b-

5. Do you routinely take haglth related substances? {vikamins, hetheal sopements, natural pradsets , YES NG
8. Ara you allergic b any medicalions or subslances? fpleaze lat) ..ol YES NO
7. Do you have any ather allergies or Rives? oo i e YES NHD
8 Do you have any problems wilh penicillin, antibictics, anesthetics

or Al MedialiOnS Y . e YES ND
9. Are you sensitive b any metals or1A6XT L s YES NO
10, Arg you pragnant or suspect youmay be? .o ¥YES NO
£1. Da you use any birth control medications? ... .o YES NHO
T2, Hava you avar baen traaked for of been told you might have heart disease? .......... YES NO
3. Do you have a pacemaker, an aitificial heart valve implant, or

been diagnosed with mitral valva prolapsa? ... o s YES MO
f4. Have you aver had theumatic faver? ... . e YES MO
£45. Are you aware of any head muFmUrET ..o e YES MO
16. Do you have high of low blood pressure? fplease circled ... ... YES MO
17. Have you ever had a serious illness or major SUMGENT ..ottt ieree e irirennas YES MO

If 5q, axplain
18, Have you aver had radiatlon treatment, chema traatment for tumar,

growlh o othar candilion? . ... e ¥ES NO
19. Do you have inflammalany diseases, such as arthrilis or thaumatism? ... ... YES NO
20. Do you have any artificial jointafrosthesis? . .- P | =M L&
21, Do you have any blood disorders, such as anemm Ieukemla ST e YES MO
22, Have you ever blad axcogsively after baing cut or injured? P | =l Lt
23, Do you have any stomach problems? ... o ¥YES NG
24, Do you have any kidngy problama? .o e YES NO
25, Do you have any [ver problems? ... e YES MO
26, Are you OBt T L e e e e YES NO
27. Do you have fainting or dizzyspells? ..o YES NO
28 Doyau have asthma® ..o . e YES NO
20 Do yau have epilepsy or selzura disondars? ... oo e e YES NO
30, Do you or have you had venereal disease? ... . ... ... YES NO
31 Have you tesled HIY positive? . ... e YES NO
32 Doyol have BIDST L. e YES MO
33, Hawe you had or do you test positive for hepatiis? ....... . .coeen i ieiians YES NO
A4 Doyol orhave you had TR? ..., S | - ]
35, Do you smoke, chew, use snuff or any altier forms 6 tBACEOT - v\ verennsins . YES NO
36. Do you reqularly eonsums more than ane of bwo alceholic beverages a day? ......... YES NO
If. Do you habitually use controfled substancas? ..o oo ¥ES NO
38. Have you had psychiatic treatmentT .. .. oo i e YES NO
39, Have you taken any prescription drugs fenlTuraming, fenfluramine combined with

phenlerming {fen-phen), dexfenfluramine {redux), or other wefght loss products? ..., TES MO

40. Do you have any disease condition, or problam not listed? If so, explain

4. Is there anything elss wa sheuld know about your hasith Ihat we have not covered in Ihis farm?

42, Would you lke to speak la the Doctor privately about any problem? ... ..., .. YES WG
FCERTIFY THAT THE ABOVE INFORMATION 153 COMPLETE ANEF ACCURATE
FATIENT'S { GUARDIAN'S SIGNATURE DATE
DENTISTS SIGNATURE DATE
ARIEST. MED. ALERT

MEDICAL HISTORY
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i)
PATIENT WBER
]
We (-’ Olne Patient's Name Last Finsk Irtial [rate of Bl

. Purposa of Inftial visft

COMMENTS

2. Are you aware of a problem?

3. How long since your last dental visil?
4. What was done at that Ime?

5. Previoua dentist's name :
Address: : Tal,

8. When was the last ime your leeth were cleaned?

CIRCLE THE APPROPRIATE ANSWER, IF YOU DON'T KNOW THE CORRECT ANSWER,

PLEASE WRITE "DON'T KNOW" OM THE LINE AFTER THE QUESTICH,

7. Haveyou made ragufar Walls? . oo e ¥ES MO
How oflan;

B. Were demtal 2-mays 38KER T oo e e e e YES MO

" Why?
10. Have they hean replaced? ... o e YES NG
11. How have they been replaced?

. Flxed bridge Age

k. Remavable bridge Ade

¢ Denture Aga

d. Implant e
12, e you unhappy with the replacement? . L s YES NG

If yas, axplain
13, Would you Ite to know about parmanent replacements? ... .o L. YES NO
14. Have you avar had any protlems or complications with prévious dental ireatment? .. YES NO

If yes, axplain:

16 Does o AW Tl O PR e e e e YES NG

17, Have you expetienced any pain or soreness in the muscles or your
fage oraraund YOUr BAIY L L i e e YES NO

18. Do you hava frequent headaches, nackaches or shoulder aghes? ... .......... . YES NO
19. Doas food get caughtinyourbeeth? ... ... oooeeoe YES NG
20, Are any of your teath sansitlve to: OH®t? ACeld? 7 Sweats? [ Pressure?

2. Do yaur gums blead or hul? ... e eeaas YES MO
When?

22, How often do you brush your teeth? When?

23 Do you use demtal fl0m8? .. e e e e YES MO
How often?

24. Are any of your teth loose, fpped, shifted or chipped? ... ... ... .. el YES NO
25. Ara you Unhappy with the appearance of your teeth? ..o Lo oL YES NO
26. How do you fesl about your taeth In genaral?
27. Do you feel your braalh is offenslva attimes? ... . oo i YE5 MO
24. IIJI-Illrarl:.rP{?j.u:ru ever had qum treatment or SUMBNY Lo i YES MO
at?
Whera?
Whan?
29. Hava your had any orthadnhtic work?
30. Have you had any unpleasant dantal exparfancas or is thera anything abaut denlising that you
strongly dislike?
31. Bo you have any quesiions or GONCEMET ... . o iit e i YES MO
| CERTIFY THAT THE ABOVE INFORMATION 1S COMPLETE AND ACCURATE

BATIENT'S f GUARDIAN'S SIGNATURE : DATE
DENTISTS SIGNATURE DATE
ANEST, _ MED. ALERT

DENTAL HISTORY




