Broken Arrow Family Dentistry *xx 2010 ***

Thank You for Choosing Our Practice for Your Dental Care!

PATIENT:

Name:

Address:

Nickname:

City, State, Zip:

Home Phone: ( )

Work Phone: (

Cell Phone: ( )

Ext:

Email:

Birthdate:

Employer

Social Security Number:
Occupation

Male  Female

RESPONSIBLE PARTY: Please complete any information that is different than that shown for the patient.

Name:

Address:

Relationship:

City, State, Zip:

Home Phone: ( )

Work Phone: (

Cell Phone: ( )

Ext:

Email:

Birthdate: Social Security Number: Male _ Female
Employer Occupation

EMERGENCY CONTACT:

Name: Relationship:
Home Phone:  ( ) Work Phone: ( ) Ext:
Cell Phone: ( ) Email:

PRIMARY Policy Holder Name: Birthdate:
Relationship: SS#: ID#:

Employer: Phone: ( )
Group #: Group Name:

Insurance Co: Phone: ( )
SECOND Policy Holder Name: Birthdate:
Relationship: SS#: ID#:

Employer: Phone: ( )
Group #: Group Name:

Insurance Co: Phone: ( )

REFERRAL: Please tell us whom we may thank, or recognize for referring you to our practice.

Name:

Phone Book: Other:

I have read the BAFD Financial Policy and agree to the terms therein, including paying the estimated patient’s

share at the time of service.

Signature of Patient or Guardian

I understand that a monthly service charge of 12 % (18% annually) may be added to
any balance not paid within 30 days.

Relationship to Patient

Date



NAME Date of Birth

BROKEN ARROW FAMILY DENTISTRY
Thank You For Choosing Our Office!

MEDICAL HISTORY

In the following questions, circle yes or no, whichever applies. Your answers are for our records
only and will be considered confidential.
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- Are you in @0Od hEaIth? ..ottt bttt ettt ettt nsaneetenens
- Has there been any change in your general health within the past year? .............ccccocccvvivieirrcecicnnecsee e,
. My last physical examination was on
. Are you now under the care of @ PhYSICIANT ...........ccooviiiiiiiii ettt e et s e e seenean

If so, what is the condition being treated?

. The name and address of my physician is

. Have you had any serious illness or OPEration? ..............cccoeeieinrntricriiieteieteresee ettt
If s0, what was the illNess or OPEration? ............ccciiviiiiiiiiieec ettt ettt n e
. Have you been hospitalized or had a serious illness within the past five (5) years? ..........cccccccooveveeceeeeeenne.
if so, what was the problem?

. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur, mitral valve prolapse......................
D. CONGENItal NEAI IESIONS ......ooueeieeiiieieiiiei ettt ettt e eeae e e e s e eeereeteaeeae et et easeeseteasesetsensaeesens
¢. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, anterioSClEroSIS, SITOKE) ...........ccc.ecveiviieuieeceeeeeieeeee s eeee et eeser ettt st sr e e e es e
1. Do you have pain in the Chest UPON eXBHIONT .............ccoiiiiiieeiiie ettt et s e see e ere e e
2. Are you ever short of breath after mild ©XerciSE? ............ccoovvveuvvieeoiieei e e e eeae et eneeas
3. DO YOUT @NKIES SWEIIT ...ttt ettt et e st et e ts e et s saes st ereseeseseeeeseneerteeneeaean
4. Do you get short of breath when you lie down, or do you require extra pillows when you sleep? .............
5. Do you have a cardiaC PACEMAKET? ..........cccooiiiiiiieieeeeeeeeeeee et ee et ereetees e eeeeeeeese e e et eeanesteaeeresnnsenes
CAIIBIGY .ot et e et e te et sttt set et e et e st e et ees e et e tesesaeesenteneeaeenaas
S BINUS TOUDIE ...ttt et ettt e ettt n et te et et neae et et et earneae s
ASHNIMA OF RAY FEVET ..ottt ettt ettt sttt ee e se et e aeeseeaeese e eseaseenesesseteseearatesresseseas
. Hives or a skin rash O OO
- FaINING SPEIIS OF SBIZUIES .......ooueiieiiiieieeetiee ettt ettt et eeeete et e e seeteese et s stenseteeresteseetestensseseseeenns
DHADELES ..ottt et et e et et a et s et eb s et e ete s bt e et aens s erenene
- 1. Do you have to urinate (pass water) more than six times @ day? ..........cccceerveieieicecieciesiecere e
2. Are you thirsty much of the tIMe? ..ottt eaees
3. Does your mouth frequently bECOME dry? .........ccooooiiiiiiiiiicice ettt r e
j. Hepatitis, JAUNAICE OF HVET QISEASE ........c..ccveeveiiiiiiiiieeeeee oot e et e ee et e et ere et ee e e e e e eresreeereenene
Ko ATIRIEIS ..ottt ettt et s ettt et te et et ettt e aeas ettt ens et e et et eaean et et ennanas
. Inflammatory rheumatism (painful SWOIEN JOINES) .............cevieriieiiiereeeceeee ettt ettt
m. Stomach ulcers .......... OO OO DU OOUO PO PERR
N KIANEY TrOUDIE ...ttt a et s e s e e et en e tnsese e nenssaeseneeneneenes
0. TUDBICUIOSIS..........ouittiiceeiet ettt ettt sttt s sttt ee st es et emseeete s s sesseetesesetesennsesnanerssnsaes
p- Do you have a persistent cough or cough Up BlOOT? .........c.ccceiviiirininierineriieeere e ses s s eeseseees
. LOW DIOOA PIESSUIE ...ttt e ee et e e e e e e ee e e e et e e eeanteaeseesessseannseseaseeesareaeaeessesseesseesnneeeneennnes
I VENEIAI QISBASE ......c.euiieieciieecetetcteeie ettt ettt et e s ee et e st se e et aesesesetatesesteasseeas st enesestenneensansaees
S. EPIIBPSY ...ttt e r ettt r sttt et st e e e s r s et et eerensneneenaeneneennean
t. PSYCRIALIC PIODIBIMIS ....ovvviieieeieeetetee et et ettt ettt e e b e e e e e menseenseeeeeeee e neeseeesassonen
U, CBICET .. ittt ettt ettt ee et et ee s ee e e s eee et e e et e e e s et e ae st eansteaeee et et et st et et neeree e ees et teteneen
V. AIDS or other immunoSUPPressive GISOTAEIS ...............cccoueeiiieeeeeeieeetieeeeeeee e eeeseeee e sesseeseesesaeesseesesenseseenes
W, OtheT ettt ettt ettt e et a et ea et ea et e et ean s e et et etees et et enntasensenerennneneenas
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9. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma?

Yes

A. DO YOU DIUISE @ASIlY? ..ottt ettt e e eee e et e s eeseeeeene s e ressereen Yes
b. Have you ever required a blood transfusion? .............c.ccocceereeereieeeeiiesserecess e eenes s Yes
If so, explain the circumstances

10. Do you have any blood disorder SUCh @s @nEMIA? ................cc.ooiueuiumreeeeeeeeeeeeeee s eeeeee e e s seee s eeees e resseserssenan Yes

11. Have you had surgery, x-ray or drug treatment for a tumor, growth, or other condition of your head or neck?.  Yes

12. Are you taking any drug of MEAICINE? .......c...cocveiuiuiieeieteeieceeeee e eeeee st e s ees e s eeeeeeeeeesessess s e ereseeeen Yes
If so, what?

13. Are you taking any of the following:
A, ANHDIOLICS OF SUIA AIUGS .......oneeiieeieree ettt e e e et ee e e v es s st eeeees e e s se s Yes
b. Anticoagulants (Dlo0od thiNNEIS) ............ccoiciiirieieieiiieeee et ee et er e ee e seeeesesees s s e e eesess e es e Yes
¢. Medicine for high blood PrESSUIE ...........cccoeiiieiiiiietieeeeeee ettt e et eesee s e e s e eneen Yes
d. COMUSONE (SEIOIUS) ........ceuiriiiiirieieiei et cteee et et e et es e et e et ee e ee s e e eeeees e teser s e s eee s e s e eeeeeeen Yes
€. TRANQUIIZEIS ..ottt et ee e e s e e e e e st et te st e s s e s e e s s eeeeeeeeeeeeee s s ee e Yes
£ ANLNISIAMINGES ..ot ee e v ens et es s ee e Yes
G- ASPIFIN ottt er et et ee et et et e er et ete et ee e reeereseene e .. Yes
h. Insulin, tolbutamide (Orinase) or similar drug _ Yes
i. Digitalis or drugs for heart trouble ............cccocoovvivvieivimiiere. Yes
Jo NRFOGIYCEIIN .ottt e Yes
k. Oral contraceptive o: other hormonal therapy Yes
l. Other

14. Have you ever taken any prescription diet MediCAHONS? ............c..c.oveuevieeeeeeeee oo eee oo Yes

15. Are you allergic or have you reacted adversely to:
A L0CAI ANESTNELICS ........viiiiic ettt ettt ee e e e s e et e et s e s seeeenens Yes
b. Penicillin or other antibiotics .......................... Yes
C. SURa drugs .......ccoovvvieivieieicee e Yes
d. Barbiturates, sedatives, or sleeping pills .... Yes
€. ASDININ ..ot Yes
f.lodine .....cooonvviiiirrn, Yes
g. Codeine or other narcotics .... Yes
R LEEX ittt ettt ettt et ettt eeee e eeeeees s e s s n e eeroeen Yes
i. Other

16. Have you had any serious trouble associated with any previous dental treatment? ............co.oooovevevverereeeeenn. Yes
If so, explain

17. Do you have any disease, condition, or problem not listed above that you think | should know about? .......... Yes
If so, explain

18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation? ............ Yes

19. Are YOU WEAMNG CONACE IBNSEST ..ottt ettt et et ee s e e e s sttt e e te e eeee s Yes

20. Have you had anything to eat or drink in the 1ast 4 ROUIS? ..............coo.eueeieerceeeneeses e eeee e es s oen Yes

21.'Are you wearing removable dental appliances? ..............cocoecoeeeoeeeeeeeeeeeeceeseeeoeon ettt ettt Yes

Women

22. AT8 YOU PrEONANET .......ocoviuimieieriuetereteiteteteteseeseeessaesteeees e e s eeseeseee e e eeeeeeeeeeseeseeeee e s s e s e s s emeseeseeee e eeseeeee e es s Yes

23. Do you have any problems with your menstrual period? Yes

24. Ar€ YOU NUISING? ....ocviieierieienieiieie et Yes

Chief Dental Complaint
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| certify that | have read and understand the above. | acknowledge that my
questions, if any, about the inquiries set forth above have been answered to
my satisfaction. | will not hold my dentist, or any other member of histher
staff, responsible for any errors or omissions that | may have made in the

completion of this form.

Signature of Patient



Broken Arrow Family Dentistry
Consent to Use and Disclose Dental and Medical Information

Your signature on this form is an acknowledgement that you have received a copy of our Notice of Privacy
Practices and gives your consent for our office to use and disclose the protected health information for the
patient(s) listed below to carry out treatment, payment activities and healthcare operations.

o Treatment: includes activities performed by a dentist or other healthcare providers, as well as coordinating
care with third parties, consultations involving dentists, physicians or other health care providers.

e Payment: includes activities involved in billing matters, determining eligibility for dental benefits, seeking
payment for services we have provided, and obtaining pre-certification or pre-estimation for recommended
treatment.

e Health Care Operations: includes associated business and administrative affairs of this office.

Notice of Privacy Practices: For further details regarding the possible use or disclosure of your information, we encourage
you to read our Notice of Privacy Practices before you sign this consent form. We reserve the right to change our privacy
practices and issue a revised Notice of Privacy Practices. You may request a current copy from our office at any time.

Right to Revoke: You have the right to revoke this consent at any time by giving us written notice. Please understand that
revocation of this consent will not affect any action we took before we received your revocation, and we may decline to
provide any further treatment after a revocation has been recetved.

Patient Names
Include yourself and any minors or adults for whom you have legal guardianship.
If you are signing for anyone other than yourself, please note your relationship to that patient.

I authorize Broken Arrow Family Dentistry to use and disclose the dental, medical and health information for
myself and the minors listed herein.

Date: Signature:

Insurance Authorized Signature Form

I, the undersigned, expressly agree and acknowledge that my signature on this document authorizes my dentist to
submit claims for benefits for services rendered, or to be rendered, without obtaining my signature on each and every
claim to be submitted for me and/or my dependents; and, that I will be bound by this signature as though I, the
undersigned, had personally signed the particular form.

I understand that I am responsible for all costs of dental treatment and authorize payment directly to my dentist for all
insurance benefits otherwise payable to me.

Date Authorized Signature of Covered Employee

Please Print Name



