PATIENT INFORMATION

(PLEASE PRINT)

NAME

FIRST Mi

ADDRESS

LAST

E-MAIL

CHECK APPROPRIATE BOX: I:I MINOR D SINGLE

PATIENT’S OR
PARENT/GUARDIAN’S EMPLOYER

CONFIDENTIAL

DATE
BIRTHDATE HOME PHONE
CITY STATE ZIP
CELL PHONE

D MARRIED I:I DIVORCED

D WIDOWED D SEPARATED

BUSINESS ADDRESS

SPOUSE OR
PARENT/GUARDIAN’S NAME

IF PATIENT IS A STUDENT, NAME OF SCHOOL / COLLEGE
WHOM MAY WE THANK FOR REFERRING YOU?
PERSON TO CONTACT IN CASE OF AN EMERGENCY

RESPONSIBLE PARTY

WORK PHONE
cItY STATE ZIP
EMPLOYER WORK PHONE
CITY STATE
PHONE

RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
E-MAIL CELL PHONE
DRIVER’S LICENSE # BIRTHDATE
EMPLOYER WORK PHONE

\IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES I:I NO

RELATIONSHIP

NAME OF INSURED TO PATIENT

BIRTHDATE

NAME OF EMPLOYER

SS #/SIN

ADDRESS OF EMPLOYER

INSURANCE COMPANY

INS. CO. ADDRESS

HOW MUCH IS YOUR DEDUCTIBLE?

WORK PHONE
CITY
GROUP #
CITY

HOW MUCH HAVE YOU USED?

DATE EMPLOYED

STATE ZIP

UNION OR LOCAL #
STATE ZIP

MAX. ANNUAL BENEFIT?

DO YOU HAVE ANY ADDITIONAL INSURANCE? D YES |:| NO

IF YES,

COMPLETE THE FOLLOWING:

RELATIONSHIP

NAME OF INSURED TO PATIENT

BIRTHDATE SS #/SIN DATE EMPLOYED

NAME OF EMPLOYER WORK PHONE

ADDRESS OF EMPLOYER cITY STATE ZIP

INSURANCE COMPANY GROUP # UNION OR LOCAL #

INS. CO. ADDRESS cITY STATE zip
|_HOW MUCH IS YOUR DEDUCTIBLE? ___ HOW MUCH HAVE YOU USED? MAX. ANNUAL BENEFIT?
X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

DATE



MEDICAL HISTORY

PHYSICIAN NAME Phione Number

Although dental personnel primarily Treat The area in and around your mouth, your mouth is A parT of your entire body. Health problems that you may have, or
medicarion That you may be 1aking, could have an imporiant interrelationship with the dentistry you will receive. Thank you for answering the following guestions.

ARe you under a physician’s care now? O Yes (O No  IFyes, please explain:

Have you ever been hospitalized or Had a major operation? O Yes O No  IFyes, please explain:
Have you ever had a serious head or neck injury? OvYes O No  IFyss, please explain:

ARe you 1aking any medicarions, pills, or drugs? O vYes O No I yes, please explain:

Do you 1ake, or have you 1aken, Phen-Fen or Redux? OvYes O No

ARE you oN A special dier? OYes O No

Do you use 1obacco? O Yes O No

Do you use controlled substances? Oves O No

— WoMmEeN: ARE you
| PregNANT/TRYING TO GET PREGNANT? O Yes O No Taking oral conTrRACEpTiVES? O Yes O No Nursing? O Yes O No

ARe you allergic 10 any of the following?
[] Aspirin [ Penicillin [ ] Codeine ] Acrylic [ ] Meral [ Larex [ ] Local Anestherics
[[] Other 1F yes, please explain:

Do you have or have you Had, any of the folllowing?

AIDS/HIV Posirtive OYes ONo | Excessive Bleeding OYes ONo | Lung Disease O Yes ONo
Alzheimer’s Disease OYes ONo | Excessive Thirst O Yes ONo | Mitral Valve Prolapse O Yes ONo
Anaphylaxis O Yes ONo | Fainting Spells/Dizziness OYes ONo | Pain in Jaw Joints O Yes ONo
ANEMIA OYes ONo | Freguent Cough OYes ONo | Parathyroid Disease O Yes ONo
ANgGiNA OYes ONo | Freuent Diarrhea OYes ONo | Psychiatric Care O Yes ONo
Arrthritis/Gour OYes ONo | Freguent Headaches O Yes ONo | Radiation TREATMENTS OYes ONo
Artificial Heart Valve OYes ONo | Genital Herpes O Yes ONo | Recent Weight Loss O Yes ONo
Arrtificial Joing OYes ONo | Glaucoma O Yes ONo | Renal Dialysis O Yes ONo
Asthma OYes ONo | Hay Fever OYes ONo | Rheumaric Fever O Yes ONo
Blood Disease O Yes ONo | Heart Artack/Failure OYes ONo | Rheumartism O Yes ONo
Blood Transfusion OYes ONo | Heart Murmur OYes ONo | Scarler Fever O Yes ONo
Breathing Problem OYes ONo | Heart Pace Maker OYes ONo | Shingles O Yes ONo
Bruise Easily O Yes ONo | Heart Trouble/Disease OYes ONo | Sickle Cell Disease O Yes ONo
CANCER QO Yes ONo | Hemophilia O Yes ONo | Sinus Trouble O Yes ONo
Chemotherapy OYes ONo | Heparitis A OYes ONo | Spina Bifida O Yes ONo
Chest Pains OYes ONo | Heparitis Bor C O Yes ONo | Sromach/Intestinal Disease O Yes ONo
Cold Sores/Fever Blisters O Yes ONo | Herpes O Yes ONo | Stroke O Yes ONo
Congenital Heart Disorder OYes ONo | High Blood Pressure OYes ONo | Swelling of Limbs O Yes ONo
Convulsions OYes ONo | Hives or Rash OYes ONo | Thyroid Disease O Yes ONo
Corrisone Medicine OYes ONo | Hypoglycemia O Yes ONo | Tonsilliris O Yes ONo
Diaberes OYes ONo | Irregular Heartbear QC Yes ONo | Tuberculosis O Yes ONo
Drug Addicrion OYes ONo | Kidney Problems OYes ONo | Tumors or Growths O Yes ONo
Easily Winded ' OYes ONo | Leukemia OYes ONo | Ulcers O Yes ONo
Emphysema OYes ONo | Liver Disease OYes ONo | Venereal Disease O Yes ONo
Epilepsy or Seizures OYes ONo | Low Blood Pressure OYes ONo | Yellow Jaundice O Yes ONo

Have you ever had any serious illvess not listed above? OYes OnNo ¥ ves, please explain:

COMMENTS:

To the best of my knowledge, The guestions on This form Have been accurately answered. | understand That providing iNcorrect information can
be dangerous 10 my (or patient’s) health. It is my responsibility 1o inform The denral office of any changes in medical starus.

SIGNATURE OR PATIENT, PARENT, OR GUARDIAN DATE




Financial AGREEMENT

To our valued parients:

IN ordEer 10 keep our fees as low as possible, we have implemented the following
policies.

IF the patient does not Have dental insurance, payment in full is expecred

on THe day of service, unless oTher ARRANGEMENTS have been made.

If The patient does have dental insurance, The Responsible party will need

10 pAy The paTient portion and deductible on the day of service; The
iNnsuraNCE will be billed As A courtesy, however, please be aware, if The
iNsSURANCE doEs Not pay within 60 days from The date of service,

payment in full is expecred from The rResponsible party. We bill 1o

hundreds of iNSURANCE compaANiEs.

As The responsible party | understand ThAT it is my rResponsibility 1o know
and understand my benefits, and thart fees guoted in this office are only
estiMATES. | wil be personally rResponsible for anything The insurance does
NOT COVER.

Upon examination The doctor will prepare A TReaTMENT plan. THE TREATMENT
plan is only AN esTimaTe (we cANNOT GUARANTEE whAT THE insurance will

pay) of the dental care and should not be consTrued as A statement of actual
charges.

There will be A $20 rerurned check fee assessed 10 your account on all
ReTURNEd checks.

Financial charges, rebilling, or late fees will be added 1o all accounts past
due.

The responsibility party aGrees 10 pay All artorney fees and court costs
associated with collecting payment for services rendered. Collection fees of
ApproximATely 40 % Are added 10 The Account when it is Turned over 1o The
AGENCY.

I have read and understand The above policy and agree 10 abide by this policy

SiGNATURE of partient or Legal Guardian Dare

FORM 036895 N/06/07 ITEM 8



PATIENT’S NAME

CONSENT TO PROCEED:

I authorize Dr. K. John Liddiard D.M.D. and/or such AssOCIATES OR AsSiSTANTS As HE
may desiGNATE To perform THose procedures As may be Necessary or advisable 1o
mainTAiN My dental health or any minor or other individual for which | have
responsibility, including but nor limited 10 NiTROUS OXidE, GeNeral anesTHEsiA, And all
those related 10 ResToRATIVE, palliative, THERApEUTIC, OR SURGicAl TREATMENT. |
understand That the administration of local anestheric may cause AN ouTward
ReacTion oR side effects, which may include, bur Are Nor limited To bruising,
hematoma, cardiac stimulation, AN TEMPORARY OR RARELly, pERMANENT NUMbNESS, And
muscle soreness. | do voluntarily assume any and all possible risks, including The
risks of substanTial And serious harm, if any, which may be associared with General
PREVENTATIVE ANd OpERATiVE TREATMENT prOCEAURES iN Hopes of obraining The
potenTial desired results, which may or not be achieved, for my benefit of my

minor child or ward. | acknowledge That the nature And purpose of The foregoing
procedures have been explained 1o me and | have been given The oppoRrTunity 10 Ask
QUESTIONS.

HIPAA - Health Insurance Porrability Accountability Acr:

WEe will use your protected health information within our office To provide you with The best dental
care possible. This may include administrative and clinical office procedures designed 1o oprimize
coordination berween hygienist, dental assistant, dentist, and office staff. We may share your
information with physicians, rReferring dentists, clinical ands dental laboratories, or pharmacies. WE
may Use YOUR information T0 collect payment for TREATMENT you Recieve in our office. Your health
information may be used during performance evaluations of our staff. We may be rRequired 10
disclose 10 Federal officials or military authorities health informaTion NECESSARY T0 complETE AN
investigation related 1o public health or national security. We may nortify government authoriries if
we believe A parient is The victim of Abuse, Neglect or domestic violence. Because we believe rReqular
CARE is VERY iMPORTANT TO yOUR ORAL and General health, it will be NECESSARY TO USE YOUR infORMATION
10 cONTACT You ReGARiNG YOUR TREATMENT, including scheduling, follow-up care and reminder calls.

SignaTure of Patient or Legal Guardian Dare
(Parent, legal guardian or authorized AGent of paTienT)
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