Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healihcare needs, please
fill out this form completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help.

Eatient #

. . SS#/SIN
Patient Information conrenTIAD Dat
Name Birthdate Home Phone ____
Address City ISD%VW %}pé .
Emgil Cell Phone
Check Appropriate Box: [-Minor LiSinge OMarried (D Divorced [ Widowed DSepamtftc(il " Full  Purt
If Student, Name of School/College City Prov. Time T Time
Patient or ParentyGuardian’s Employer Work Phone _
Business Address City Ps’rtng ZI;I%
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referving you?
Person to contact in case of emergency Phone

Responstble P arty Relationship

Name of Person Responsible for this Account to Patient
Address Home Phome
Email Cell Phone
Driver’s License# Birthdate __________ Financial Institution
Employer Work Phone SS#SIN
Is this person currently a patient in our office? ¥ [INo

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.
[ Cash _IPersonal Check Credit Card LI VISA U MasterCard [ T'wish to discuss the office’s payment policy.

. U Discover 1) AMEX
Insurance Information -
Relationship

Name of Insured to Patient
Birthdate S5#;SIN Date Employed
Name of Employer Unionorlocal#__ Work Phone ____

. tates %1%’
Address of Employer City ov. 7.
Insurance Company Group# P?lit(éy/ID# -
Ins. Co. Address City o .

How much is your deductible? How much haveyouused? _________ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ¥es O No IF YE5, COMPLETE THE FOLLOWING:

Name of Insured t%e%lté?ennsthlp
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#__________ Work Phone :
Address of Employer City grr'g&.&[
Insurance Company Group# Ptgiibrg/ID#
Ins. Co. Address City ov.

How much is your deductible? How much haveyouused? __ Max. annual benefit

Over Please
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Patient Medical History

Physician Office Phone

Date of Last Exam

Yes
1. Are you under medical treatment now? ... o

2. Have you ever been hospitalized for any
surgical operation or sevious illness within the last 5 years? ........ ]

If yes, please explain

3. Are you taking any medication(s)
including non-prescription MedCRE? ...c..ooovvvvreerrieeee ‘
I yes, what medication(s) are you taking?

4. Have you ever taken Fen-Phen/Redux? ...

5. Have you ever taken Fosamax, Boniva, Actonel or any cancer
medications containing bisphosphonates? ...

6. Do you use t0bacco? ... .

7. Do you use controlled subSUINCES? oo

Qe L

8. Do you have or have you had any of the following?
Yes No

High Blood Pressure........ooovcoveooee
Heart Attack.............
Rheumatic Fever........c.ocourcenenn.
Swollen Ankles. ..o
Fainting / Seizures...

Asthma
Low Blood Pressure......

Epilepsy / Convulsions.
Letkemid ..o
IHADbeLes. ..o
Kidney Diseases

AIDS or HIV Infection,

Thyroid Problem ...

Patient Dental History
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Cardiac Pacemaker ......

Angina ...

Emphysema ...
Cancer .............
Arthritis..,..........

Hepatitis / Jaundice

Stomach Troubles / Ulcers

L0000
O I O O

Heart Disedse.......coooovevvoeecmsimeiennn.
Heart Murmur ...,
Frequently Tired oo
AREMIA ..o
Joint Replacement or Implant.......
Sexually Transmitted Disease .......

OSLLOPOROSIS. ..o receees

9. Are you wearing contact lenses?.........................
10. Areyouallergic to or have you had any reactions to the following?
Local Anesthetics (e.g. Novocain) ... e
Penicillin or any other Antibiotics ...............cooeooee
Sulfa DIugs ..o
Barbiturates.............. PO TR UE ST UR U RORSPRRUPI
Sedatives ... PRSI
T0GHNE ..o
ASPIFIN, ..o
Any Metals (e.g. nickel, mercury, etc ). ..o
Latex RUBDET ...
Other (please list)
11. Do you have a persistent cough or throat dlearing not
associated with @ known ilness (asting more than 3 weeks)?.....
12. Women Cnly:
a) Are you pregnant or think you may be pregnant? ...
B) Are you RUFSIRE? ..o
¢) Are you taking oral CONtraceptives? ........oeoeone.
Y No
1

OOOrOnorr 0%

Chest Paing .......oocovvoonever s
Fasily Winded .
Hay Fever / Allergies ...,
Tuberculosis oo
Radiation Therapy .

Glaucoma ...,
Recent Weight Loss .........coooecerennne,
Liver Disease
Heart Trouble
Respiratory Problems ...
Mitral Valve Prelapse.................
Other

O od D
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Name of Previous Dentist and Location

1. Do your gums bleed while brushing or flossing? ..o
2. Are your teeth sensitive to hot or cold liquids/foods? .....
3. Are your teeth sensitive to sweet or sour liquids/foods? ...
4. Do you feel pain to any of your teeth? ...
3. Do you have any sores or lumps in or near your mouth? ...
&. Have you had any head, nech or jow injuries? ...
7. Have you ever experienced any of the following

problems in your jaw?

Pain {joint, ear, side of face)............

Difficulty in opening or closing

Difficulty in chewing.............

Authorization and Release

1a00040ds

0oy

dia

and/or health practitioners. | authorize and request my insurance company to pay directly to the
atherwise payable to me. I understand that mﬁ/ dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

' for payment of all services rendered on my behalf or my dependents.

X

. 13. Have you ever received oral hygiene instructions

I certify that I have read and understand the above information to the best of m
! understand that providing incorrect information can be dangerous to my healt
osis and the records of any treatment or examination rendeved to me or my child during thedperiod of such Dental care ta third party payors

Date of Last Exam

8. Do you have frequent headaches? .........coovivemrrimrineiii

9. Do you clenck or grind your teeth?.............
10. Do you bite your lips or cheeks frequently? .................
11. Have you ever had any difficult extractions
T ERE PASL? oo
12. Have you ever had any prolonged bleeding
following extractions?............ccccooouovecrvceccricns
13. Have you had any orthodontic treatment? _.....
14. Do you wear dentures or partials? ..o,
Ifyes, date of placement

LI

OOo#

0]

OO0 O
(LI

regarding the cave of your teeth and gums?
16. Do you like your smile? ...

1]

knowledge. The above questions have been accurately answered.
. I authorize the dentist to release any information including the

entist or dental group insurance benefits

Signature of patient (or parent/guardian if minor)

Dactor’s Comments

Signature
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GREENLEAF DENTALCARE

Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting
to treatment, you should carefully consider the anticipated benefits and commonly known risks of the recommended
procedure, alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your dentist
and all of your questions are answered. By consenting to the treatment, you are acknowledging your willingness to
accept known risks and complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate information before, during, and after treatment. It is
equally important that you follow your dentist’s advice and recommendations regarding medication, pre and post
treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments. If you fail to
follow the advice of your dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.
1. Treatment to be Provided
I understand that during my course of treatment that the following care may be provided:

Examinations X Preventive Services (including x-rays) X Restorations X

2. Drugs and Medications

T understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and
swelling of tissues; pain, itching, vomiting, and/or anaphylactic shock, Patient Initials:

3. Changes in Treatment Plan

I understand that during treatment it may be necessary to change or add procedures because of conditions found
while working on the teeth that were not discovered during examination, the most common being root canal therapy

following routine restorative procedures. I give my permission to the dentist to make any/all changes and additions
as necessary. Patient [nitials:

4, If applicable, I give permission for this the dental office to bill my dental insurance provider

for the treatment provided.

Prift Name:




Consent For Use and Disclosure of Heaith Information
SECTION A: PATIENT GIVING CONSENT

Name;

Date Of Birth:

SECTION B: PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpaose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out
treatment, payment activities and heaithcare operations.

Notice of Privacy Practices: You have the right to read our Natice of Privacy Practices before you sign this consent. Our Notice provides a
description of our treatment, payment activitles and healthcare oparations, In addition, the uses and disclosures we may make of your
protected health information, and of other Important matters about your protected heakth Information.

We reserve tha right to change our privacy practices as described in our Natice of Privacy Practices. If we change our privacy practices, we will
issue a revised Notice of Privacy Practices. Changes may apply to any of your protected health informatian that we malntain.

You may cbtain a copy of our Notice of Privacy Practices, including any revisions of aur Notice, at any time by contacting:
Contact Person: CATHERINE T. HARDY {OFFICE MANAGER) TELEPHONE: 978-373-7942

Right to Revoke: You wiil have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the
Contact Person listed above. Please understand that revecation of this Consent will not affect any action we took in refiance on this Consent
before we received your revocation and that we may decline to treat you or to continue treating you if you revoke this Consent.

SIGNATURE:

{ have had full oppartunity to read and/er consider the contents of this Consent form and your Notice of Privacy Practites. | understand that, by
signing this Consent form, | am giving my consent ta your use and disclosure of my protected health information to carry gut treatment,
payment activities and healthcare operatlions.

Signature: Date:

if this Consent i¢ sigried by a personal representative on behalf of the patlent, complete the following:

Personal Representative’s Name: Relationship:

REVOCATION:

| revoke my Cansent far your use and disclosure of my protected heakh information for treatment, payment activities and healtheare
operations.

| understang that revocation of my Consent will not affect any actlon you took in reliance on my Consent before you received this written
Notica of Revocation. | also understand that you may decline to Lreat or cantinue to treat me after | have revoked my Consem.

Signature: . Date:




PAYMENT POLICY

1. Please keep in mind you are responsible for your total
obligation should your insurance benefits result in less that
anticipated.

2. Your portion is payable at each visit.

3. As a courtesy, we will fill out your claim forms with you,
answer any questions we can and try to help you get the
most benefit out of your particular policy.

4. We accept cash, checks, mastercard and visa.

5. Financing is available through CARE CREDIT. there
are no in-office payment plans.

6. Due to unforeseen circumstances in dentistry, original
treatment plans are subject to change.

7. If you miss and/or same day cancel three (3)
appointments you will be dismissed from the practice.

Thank you for your cooperation.

Signature Date



