DENTAL EGISTRATION AND _IISTORY

PATIENT INFORMATION

Date

SS/HIC/Patient |D #

Patient Name

Last Name
First Name Middle Initial
Address
E-mail
City
State ' Zip
Sex OOM [OJF Age
Birthdate
[ Married ] Widowed [ single I Minor

[ Separated ] Divorced

2' DENTAL INSURANCE

Who is responsible for this account?

Relationship 1o Patient

Insurance Co.

Group #

Is patient covered by additional insurance? T]Yes [ No

Subscribers Name

Birthdate 55#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with

and assign directly to

(] Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr, all insurance berefits, if
i any, otherwise payable to me for services rendered. | understand that | am

Occupation financially respensible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Employer/School Address
The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of cbiaining payment for services and determining insurance

Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed beiow.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

354

Please print name cf Patient, Parent, Guardian or Personal Representative
Spouse’s Employer
Whom may we thank for referring you? Date Relationship to Patient
Phone ( ) Work ( ) Ext Cell | )

Spouse's Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your househoid.}

Name Relationship

Home Phone { 3 Work Phene ( )

DENTAL HISTORY

Reason for today’s visit

Former Dentist

have had any of the following:

Bleeding gums
Blisters on lips or mouth

[OYes [ONo Lip or cheek biting

Burning sensation on tongue
Chew cn one side of mouth
Cigarette, pipe, or cigar smoking []Yes []No Orthodontic treatment [JYes [No

Gums swollen or tender
Bad breath [Yes [INo Jaw pain ortiredness

[OYes [JNeo Loose teeth or broken fillings

[OYes O No Mouth breathing OYes [ No
[dYes [JNo Mouth pain, brushing CYes [INo

Clicking or popping jaw OYes [JNo Painaround ear ‘ [OYes ONo
City/State Dry mouth JYes [ No Periodontal treaiment [OYes [JNo
L. Fingernail biting OYes [[JNo Sensitivity to cold OYes [JNo

Date of last dental visit ) e
Food collection between tha teeth [JYes [JNo Sensitivity to heat [OYes [ No
Date of last dental X-rays Foreign objects [OYes TJNo Sensitivity to sweets CYes [No
Place a mark on “yes” or “no” to indicate if you Grinding teeth OYes [JNo Sensitivity when biting OYes [JNo

[OYes [JNo Sores or growths in your mouth [JYes [ No
OYes [JNo
OYes [JNo
[1Yes O No How often do you brush?

How often do you floss?
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"HEALTH HISTORY .

Physician's Name Date of last visit
Have you ever used a bisphosphonate medication? Common brand names are Fogamax, Actonel, Atelvia, Didronel, Boniva. [1Yes [JNo

Have you aver taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes [ No

Place a mark on “yes” or “na” to indicate if you have had any of the following:

AIDS/HIV CYes [INo Epilepsy (lYes [JNo Respiratory Disease JYes [ No
Anemia COYes CINo Fainting or dizziness [JYes [JNo Rheumatic Fever CYes [ No
Arthritis, Rheumatism OYes [No Glaucoma ClYes O No Scarlet Fever COYes [1MNo
Artificial Heart Valves OYes [ No Headaches JYes O No Shortness of Breath dYes [INo
Artificial Joints OYes [No Heart Murmur CYes [ No Sinus Trouble OYes [ No
Asthma [JYes {INo Heart Problems OYes [ No Skin Rash OYes [OMNo
Back Problems f1Yes [No Hepatitis Type [dYes [JNo Special Diet [dYes [JNo
Bieeding abnormally, with [JYes CINo Herpes COYes [ONo Stroke {CYes [ONo

extractions or surgery High Blood Pressure ClYes [JNo Swollen Feat or Ankles CIYes [INo
Blood Disease OYes [JNo Jaundice CYes [JNo Swollen Neck Glands MYes [JNo
Cancer [JYes [1No Jaw Pain CYes [INo Thyroid Problems OYes O No
Chemical Dependency OYes []No Kidney Disease CYes [ No Tonsillitis OYes [JNo
Chemotherapy [OYes [OINo Liver Disease OYes [ No Tuberculosis [OYes [JNo
Circulatory Problems LiYes No Low Blood Pressure OYes [JNo Tumor or growth on head or  [TJYes [ No
Congenital Heart Lesions OYes [INo Mitral Valve Prolapse CYes [ No neck
Cortisone Treatments [d¥Yes JMNo Nervous Probiems CYes [No Ulcer OYes [ONo
Cough, persistent or blocdy [JYes [ No Pacemaker OYes [ No Venereal Disease {JYes [No
Diabetes [JYes [No Psychiatric Care OYes [JNo Weight Loss, unexplained Yes [JNo
Emphysema OYes [ONo Radiation Treatment OYes [ No
Do you wear contact lenses? []Yes [] No
Women;

Are you pregnant? [ JYes [ No Due date Are you nursing? [JYes [ No

Taking birth control pills? [JYes [] Ne

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating ] Aspirin [ Local Anesthetic
diagnosis:
{1 Barbiturates (Sleeping pills) 1 Penicillin
1 Codeine 1 Suifa

Pharmacy Name [ lodine [ Other
Phone ( ) [ Latex

g UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?
Patient's Signaiure Date
Doctor's Signature Date
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Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Doctors Signature Date
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WACHENDORF

DENTAL GROUP
Written Finaacial Policy-

Thank you for choosing Wachendorf Dental Group.-Our primary mission is to deliver the best
and most comprehensive dental care available. An fmportant part of the mission is making the
cost of optimal care as easy and manageable for our patients as possible by offering several
payment options.

Payment Options:

You can choose from:
-Cash, Check, Visa, MasterCard, Discover, American Express a.od Care Credit

We offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash
or check prior to completion of care for treatment plans of $1000 or more.

- No Interest (1) Payment Plans (2) from CareCredit
- Convenient-low monthly plans(2) also available
- No'Aznual fees or pre-payment penalties
Please note:

Wachen T Dents .1'0‘ q
you choof to dlscontmue care befo

We accept paxg;ent“m hi ds for treatrnent oV »EEL@OO For Plans requmng moie thanv
appointments, alterfative payment arrangements may be | pr ﬁe

For patiefits with dental insurance we are happy to work Wi “yolii' GEIII‘IBr‘tO maximize
your beneﬁt and du"e“tly bill thern for reimbursement for you treatment(3).

" e,

Afeeof $25 is charged for pa’uents who miss or cancel more than 2 times in a calendar year
- without 24 hour notice.

Wachendorf Dental Group charges $25 for returned checks.

Ifyou have any questlons please do not hesitate to ask. We are here to help you achieve the

. dentistry you want or need.
Patient, Parent or Guardian Signature Date
Patient Name (Please Print) .
(o8 If paid within the promoticnal period. Otherwise, interest assessad from purchase date. Minimum monthly payment
required,

@ Suh_;ect 1o gpproval
. (3) However, if we do not receive payment from your insurance carrier within 60 days, you will be respons:h]e»for pa}ment of

your treatment fees and collection of: your benefits du-ectly from YOUr insuran insurance carrier.

6059 BRIDGETOWN ROAD | CINCINNATI | OH'. 52
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btain writteri acknoWlecgement of receipt of tf
e Notice available atdhe office forpatiefits to request o take

" Noticé t gach néw patient at the
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Stephen J. Wachendorf, DDS

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.,
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health Information. We are also
required to give you this Notice about our privacy practices, cur legal duties, and your rights concerning your heaith
information. We must fallow the privacy practices that are described In this Notice while it is in effect. This Notice
tzkes effect _04-142008 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we wilt
change this Notice and make the new Notice available upon request.

You may reguest a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the Information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations, For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatmeant to youl.

Payment: We may use and disclose your heaith information to obtain payment for services we provide to you.

Healthcare Operations: We may Lse and disclose your health information in connection with our healthcare oper
ations. Healthcare operations include guality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition 1o our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorizaticn to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authcrization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice,

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice, We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health Information to notify, or assist in the notlfication of
{including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are presert, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we wil disclose health informaticn based on a determination using our
professional judgment disclosing only heaith Information that is directly relevant to the person’s involvernent in your
healthcare. We will also use our professional judgment and cur experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical suppiles, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required 10 do so by law.

Abuse or Neglect: We may disciose your health information to appropriate authorities If we reasonably belfeve that
you are a possible victim of abuse, neglect, or domestic viclence or the possible victim of other crimes. We may dis-
close your health Information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.
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DENTAL GROUFP

RECEIPT OF NOTICE OF PRIVACY PRACTICES

| '- " ., have received a copy
of this practice’s Notice of Patient Privacy Practices and hereby give my
consent to your use and disclosure,of my protected health information to
provide treatment, payment and health care operations.

Patient Name (pléase print)

Date
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Practice Purpose Only

~ Our practice attexﬁpted to obtain 2 written‘statement for Notice of Privacy
' . Practices. '

. * Patient Refused to Sign.
An Emergency occurred and prevented us from obtaining a signature

Other ( Please specify below)
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