DR. DAVID R. BowsER Ill & DR. NICHOLAS T. HYDE
COSMETIC & FAMILY DENTISTRY

WE ARE PLEASED TO WELCOME YOU TO OUR PRACTICE. PLEASE TAKE A FEW MINUTES TO COMPLETE THIS FORM. [F
YOU HAVE QUESTIONS, WE WILL BE GLAD TO ASSIST YOU. WE LOOK FORWARD TO WORKING WITH YOU IN MAINTAINING
YOUR DENTAL HEALTH.

e

PATIENT INFORMATION
PATIENT NAME: - TODAY’'S DATE:
FIRST Ml LAST
HOME ADDRESS: DATE OF BIRTH:
HOME PHONE:
SEX: (CIRCLE ONE) MALE FEMALE
SSH™ EMAIL: CELL PHONE:

(IF A MINOR) NAME OF RESPONSIBLE PARTY:

RELATIONSHIP TO PATIENT" | HOME PHONE:

ADDRESS!

PATIENT MEDICAL HISTORY

PLEASE CHECK IF YOU HAVE EVER HAD ANY OF THE FOLLOWING:

_ HEART DISEASE . ANEMIA o THYROID DISEASE
__ HEART MURMUR _  LIVER DISEASE . HiGH BLOOD PRESSURE
__ HEART ATTACK . HEPATITIS _ Low BLOOD PRESSURE
___ CHEST PAIN (ANGINA) _ BLEED EASILY __ STROKE
_ CONGENITAL HEART DEFECT - JAUNDICE - STOMACH ULCER/PROBLEMS
____ RHEUMATIC FEVER - HIV/AIDS - RADIATION THERAPY
__ MITRAL VALVE PROLAPSE - GLAUCOMA _ CANCER
__ SHORTNESS OF BREATH - KIDNEY DISEASE _ RECENT WEIGHT LOss
___ SEXUALLY TRANSMITTED DISEASE o SINUSITIS _ SWELLING OF HANDS & FEET
__ PsYCHIATRIC TREATMENT _ DIABETES _ RESPIRATORY PROBLEMS
__ FAINTING SPELLS/ DIZZINESS _ CONVULSIONS __  TuBERCULOSIS
_ AsSTHMA _ EPILEPSY _ BAD REACTION TO ANESTHETIC
—  JOINT REPLACEMENT OR IMPLANT o OTHER ALLERGIES? TO WHAT?
__ MEDICATIONS FOR OSTEOPOROSIS _ CURRENTLY PREGNANT
e ARE YOU UNDER FP=CARF A PHYSICIAN AT THE PRESENT TIME FOR A MEDICAL CONDITION?
(CIRCLE ONE) YES NO IF YES, PLEASE EXPLAIN
¢ HAVE YOU EVER HAD ANY SERIOUS ILLNESS OR OPERATIONS WITHIN THE LAST 5 YEARS?
(CIRCLE ONE) YES NO |IF YES, PLEASE EXPLAIN

CURRENT MEDICATIONS — [ NCME, CHECK HERF;.:
(PRESCRIPTION AND OVER-THE-COUNTER)

MEDICATION REASON MEDICAL HISTORY UPDATE: (OFFICE STAFF ONLY)




DR. DAVID R. BowsER Il & DR. NICHOLAS T. HYDE
COSMETIC & FAMILY DENTISTRY

AUTHORIZATION

AS A CONDITION OF TREATMENT BY THIS OFFICE, FINANCIAL ARRANGEMENTS MUST BE MADE IN ADVANCE. THE PRACTICE
DEPENDS ON REIMBURSEMENT FROM PATIENTS FOR THE COSTS INCURRED IN THEIR CARE. FINANCIAL RESPONSIBILITY ON
THE PART OF EACH PATIENT MUST BE DETERMINED BEFORE TREATMENT. ALL EMERGENCY DENTAL SERVICES, OR ANY DENTAL
SERVICES PERFORMED WITHOUT PREVIOUS FINANCIAL ARRANGEMENTS, MUST BE PAID FOR IN CASH AT THE TIME SERVICES
ARE PERFORMED UNLESS OTHER ARRANGEMENTS ARE MADE.

PATIENTS WITH DENTAL. INSURANCE UNDERSTAND THAT ALL DENTAL SERVICES ARE CHARGED DIRECTLY TO THE PATIENT AND
THAT HE OR SHE IS PERSONALLY RESPONSIBLE FOR PAYMENT OF ALL DENTAL SERVICES. THIS OFFICE WILL HELP PREPARE
THE PATIENT’S INSURANCE FORMS OR ASSIST IN MAKING COLLECTIONS FROM INSURANCE COMPANIES AND WILL CREDIT ANY
COLLECTIONS TO THE PATIENT’'S ACCOUNT. HOWEVER, THIS DENTAL OFFICE CANNOT RENDER SERVICES ON THE
ASSUMPTION THAT OUR CHARGES WILL. BE PAID BY AN INSURANCE COMPANY.

| UNDERSTAND THAT ANY FEE ESTIMATE FOR THIS DENTAL CARE CAN ONLY BE EXTENDED FOR A PERIOD OF SIX MONTHS
FROM THE DATE OF THE PATIENT EXAMINATION. IN CONSIDERATION FOR THE PROFESSIONAL SERVICES RENDERED TO ME BY
THIS PRACTICE, | AGREE TO PAY THE CHARGES FOR THE SERVICES AT THE TIME OF TREATMENT, OR WITHIN FIVE (5) DAYS OF
BILLING IF CREDIT IS EXTENDED. | FURTHER AGREE THAT A WAIVER OF ANY BREACH OF ANY TIME OR CONDITION HEREUNDER
SHALL NOT CONSTITUTE A WAIVER OF ANY FURTHER TERM OR CONDITION AND | FURTHER AGREE TO PAY ALL COSTS AND
REASONABLE ATTORNEY FEES IF SUIT BE INSTITUTED HEREUNDER.

[ GRANT MY PERMISSION TO YOU OR YOUR ASSIGNEE, TO TELEPHONE ME TO DISCUSS THIS STATEMENT OR MY TREATMENT.

PATIENT/REPRESENTATIVE SIGNATURE DATE

| UNDERSTAND THAT | MAY INSPECT OR COPY THE PROTECTED HEALTH INFORMATION DESCRIBED BY THIS
AUTHORIZATION.

| UNDERSTAND THAT AT ANY TIME, THIS AUTHORIZATION MAY BE REVOKED, WHEN THE OFFICE THAT RECEIVES A
WRITTEN REVOCATION, ALTHOUGH THAT REVOCATION WILL NOT BE EFFECTIVE AS TO THE DISCLOSURE OF RECORDS
WHOSE RELEASE | HAVE PREVIOUSLY AUTHORIZED, OR WHERE OTHER ACTION HAS BEEN TAKEN IN RELIANCE ON AN
AUTHORIZATION | HAVE SIGNED. | UNDERSTAND THAT MY HEALTH CARE AND THE PAYMENT FOR MY HEALTHCARE WILL
NOT BE AFFECTED IF | REFUSE TO SIGN THIS FORM.

| UNDERSTAND THAT INFORMATION USED OR DISCLOSED, PURSUANT TO THIS AUTHORIZATION, COULD BE SUBJECT TO
RE-DISCLOSURE BY THE RECIPIENT AND, IF SO, MAY NOT BE SUBJECT TO FEDERAL OR STATE LAW PROTECTING ITS
CONFIDENTIALITY.

| ALLOW THIS PRACTICE TO DISCLOSE MY PROTECTIVE HEALTH INFORMATION TO THE FOLLOWING INDIVIDUALS! (THIS
INFORMATION COULD INCLUDE NAME, DIAGNOSIS, TEST RESULTS, IMAGES AND ACCOUNT INFORMATION.)

NAME AND RELATIONSHIP TO PATIENT. —

| UNDERSTAND THE ABOVE INFORMATION AND AGREE WITH ITS CONTENTS, AND THIS WILL SERVE AS MY SIGNATURE
FOR THE HIPPA DISCLOSURE FORM.

PATIENT/REPRESENTATIVE SIGNATURE DATE
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