PATIENT MEDICAL

HISTORY

Patient's Name:

For Office Use Only
ID:

Address: Today's Date: Date of Last Visit:  Date of Med. History:
City State Zip: Email:
Home Phone: Work Phone: Birth Date: Social Security No.: Marital Status:
Primary Dental Guarantor: Home Phone: Work Phone:
Secondary Dental Guarantor: Home Phone: Work Phone:
Physician Name: Physician Phone:
Pharmacy: Pharmacy Phone:
For Office Use Only
Medical Alerts:
Sex: If female please answer the following: Please answer the following:
Y N Y N
Height:
[[]1 ] Are you taking Birth Control Pills? [] [[] Do you smoke or use tobacco? g |:
[1 ] Are you pregnant? If Yes, # of weeks |:| For Office Use Only o :'
(] [J Are you nursing? z BP [ | HeartRate: [ | S
Y N Conditions Y N Conditions Y N Conditions
[J[] Abnormal Bleeding [1[] Glaucoma 1] Stroke
0 Alcohol Abuse 1 [] Hay Fever [J[J Thyroid Problems
I Allergies 0[O0 Heart Attack [ Tuberculosis
OO Anemia [J[J Heart Surgery (1] Ulcers
[J[J Angina Pectoris OO Hemophilia 1] Venereal Disease
1 Arthritis 0O Hepatitis A [ Yellow Jaundice
[0 Artificial Bones [0 HepatitisB
1[0 Artificial Heart Valve [J[J High Blood Pressure
0O Asthma I HIvV+ AIDS Y N Allergies
[J[] Blood Transfusion [J[J Kidney Problems 1] Aspirin
[J[J Cancer- Chemotherapy [0 Liver Disease 0O Codeine
J[J Colitis [J[J Low Blood Pressure [1[] Dental Anesthetics
[J[J Congenital Heart Defect [0 Mitral Valve Prolapse 0[O0 Erythromycin
[J[J Cosmetic Surgery J[ Pace Maker OO Jewelry
][] Diabetes [J[J Pneumocystitis O Latex
[J[J Difficulty Breathing [0 Psychiatric Problems 00 Metals
(][] DrugAbuse [J[J Radiation Therapy OO Penicillin
[J[J Emphysema [J[J Rheumatic Fever [0 Tetracycline
[JJ Epilepsy 0[] Seizures Other
(1] Fainting Spells [J[J Shingles
1[0 Fever Blisters ][] sSickle Cell Disease
1[0 Frequent Headaches 0[] Sinus Problems




Medications:

Y N

[ Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:
(If Under 18, Parent or Guardian Signature Required)




Michael R. Williams
4789 Munson St NW
Canton, Oh 44718

At our dental office we believe that you deserve the best care. That's why we always
present you with the best dental solution possible to treat your personal situation. Each year
we provide outstanding dental care to hundreds of patients. Some have dental benefits, but
some do not. If you have dental benefits congratulations! You are very fortunate. Here are some
of the important things to know...

Your dental benefits are based upon a contract between your employer and an
insurance company. If you have questions regarding your denta! benefits we will be happy
to answer them for you, but you should contact your employer or your insurance directly
for definitive answers. Dental benefit plans will never pay for completion of your dental
care. It is only meant to assist you.

We currently accept all private insurance plans and are preferred providers for some
insurance companies. This means we work with literally thousands of companies. Although we
maintain computerized histories of payment by a given company, they do change; therefore it
is impossible to give you a guaranteed quote at the time of service. We estimate your portion
based on the most up-to-date information we have, but it is ONLY AN ESTIMATE. If you would
like to know your exact insurance benefit, we will file a “pre-estimate authorization™ with your
insurance company prior to treatment. This does delay treatment but will give you a better
estimate of out of pocket figures you may require.

We bill your insurance company as a courtesy. If insurance does not pay within 80 days
our dental office reserves the right request payment in full for services from you and let you
coliect the insurance funds that are due to you. This is rare but it 1s important that you
recognize that the insurance you have is legal contract between YOU and your insurance
company. Our office is not, and cannot be part of the legal contract. Ultimately you are
responsible for all charges incurred in our office.

QOur dental office does require payment in full for your portion of service. We accept
Visa, Mastercard, Discover, cash and checks. If you need an extended finance option we also
work with Care Credit who offers interest free for twelve months or longer terms with an
interest bearing revolving charge designed to meet your treatment plan needs on approved
credit. Just ask one of the patient services staff for an application.

BROKEN APPQINTMENTS: A specific amount of time is reserved especially for you and
we strongly encourage all patients to keep your appointments. If you must change your

appointment we require at least 24 hour notice to avoid a $35/hour cancellation fee
{emergencies are an exception).

We welcome you to our family and look forward to helping you get the healthy beautiful

smile you've always wanted. If there is anything we can do to make your visits here ore
pleasant, please do not hesitate to ask one of our staff members.

PRINT: N SIGN:




Our Notice of Privacy Practices provides information about how we may use or disclose health information

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed out notice before signing the consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

HIPAA Compliance Patient Consent Form
i

Yau have the right to restrict how your protected health information is used and disclosed for treatment,
payment or healthcare operations. We are not required to agree with the restriction, but if we do, we shall
honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for
the use of the information for treatment, payment, or healthcare operations.

By signing this, you consent to our use and disclosure of your protected healthcare information and potentially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you.
However, such revocation will be retroactive.

By signing this form, | understand that:

s Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

+« The practice reserves the right to change the privacy practice policy as allowed by law

s The practice has the right to restrict the use of the information but the practice does not have to agree
to those restrictions.

¢ The patient has the right to revoke this consent in writing at any time and full disclosures will then
cease.

¢ The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? Yes No
May we leave a message on your answering machine at home or on your cell?  Yes No
May we discuss your medical condition with any member of your family? Yes No

If YES, please name the members allowed

This consent was signed by

(Print Name Please)

Signature; Date

Witness: Date




