PATIENT NAME DATE
Primary reason for this dental appointment:  [] Examination [0 Emergency [ Consuitation
DENTAL HISTORY Please Circle
Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food caich between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No
Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):
MEDICAL HISTORY
Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operaiion? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[ Aspirin [ Penicillin - [ Codeine [ Acrylic [ Metal [ Latex Rubber [] Other ‘
Women (Please check): [ Pregnant/trying to get pregnant [ Nursing [ Taking oral contracepiives Discuss Yes No
Do you now have or have you ever had any of the following? Please check appropriate boxes.
*If yes to any of the starred conditions, please call prior to your appoiniment...premedication may be required.
Yes No Yes No Yes No Yes No Yes No
Heart Discase/Surgery* [0 [0  Bruise Easily/Blood Disease O [  Emphysema O O  Yellow Jaundice O O  ColdSores o0
Heart Murmur* O O Anemia O O Tuberculosis O O  Kidney Problems O O  FeverBiisters oo
Irregular Heart Beat O O  Excessive Bleeding O O  Cancer O 0O  Renal Dialysis O O Herpes m
Angina/Chest Pain O O  Sickle Cell Disease O O  X-RayTreatments (Radiation) O 00  Thyroid Disease O O Stroke oo
Heart Attack/Failure O O  Hemophilia (Bleeding Problem) O O  Chemotherapy O B8  Parathyroid Disease O O  Convulsions oo
Congenital Heart Disorder O [J  Leukemia 0 O  Stomach/iniestinal Disecase O [ Arthritis/Gout 0O O  Epilepsy or Seizures g a
Mitral Vaive Prolapse™ 0O O  Recent Blood Transfusion O O  Uers 0O O  Rheumatism O O  Fainting or Dizziness ao
Scarlet Fever O O  Swelling of Limbs O O  Recent Weight Loss O O  PaininJaw Joints 0O O Glaucoma o g
Rheumatic Fever* 0O O  Lung Disease O O  Frequent Diarthea O O  Cortisone Medicine 0O O  Tumors or Growths |
Artificial Heart Valve* O O  Breathing Problem O O  Diabetes 0O O  Artificial Joint® O O  Nervousness oo
Heart Pace Maker* 0O O  Shortness of Breath O O  Excessive Thirst O O  Venereal Disease O O  Psychiatric Care oo
Pulmonary Shunt O O  Frequent Gough O O  Hypogiycemia O O ADS 0 O  Alzheimer's Disease o o
High Blood Pressure O O HayFever. O O  Liver Disease O O  HIV Positive O O  Allergies (Medicines) o a
Low Blood Pressure O O  Sinus Trouble O O  Hepatitis A {Infectious) 0 O  Genital Herpes O O Allergies (Pollen/Dusty 0O O
Bagterial Endocarditis O O Astma O O  HepatitisBor C O O  Drug Addiction/Alcoholism O [ Hives or Rash o a
Unexplained Fever O O  Bloody Sputum O O  Night Sweats O O  Tattoos/Body Piercing O O  Need Premedication? O g
Blood Thinner O O  Have you ever taken bone building drugs ie. Fosamax, Boniva, Actonel? [OYes [INo Ever taken fen-phen?* O o
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to tatk to the dentist privately about any problem? Yes No

To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.

Date

PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed By Doctor

Date BP.

History Review and Significant Findings

MEDICAL UPDATES
[ have read my MEDICAL HISTORY dated
DATE EXCEPTIONS

and confirm that it adequately states past and present conditions.

PATIENTS SIGNATURE BP REVIEWED BY
None 0O Dr.
None 0O Dr.
None 0O Dr.
None [J Dr.
None [J Dr.
None [ Dr.




PATIENT INFORMATIO[ " pare

NAME . . Omarriep Osingle OmmNor CIMALE [ FEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT# cITY STATE ZIP
BIRTHDATE ] TELEPHONE v .
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULLTIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: O PatienT [0 GUARDIAN [ sPouse O FATHER [ MOTHER
MINOR CHILD - MAY NEED TQ COMPLETE BOTH BLOCKS FOR PARENT INFORMATICN
INSURANCE INFORMATION

ADULTS - COMPLETE PRIMARY INSURED
OUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

PRIMARY INSURED /"0, NSURANCE coupLETE SECONDARY INSURED

LAST "FIRST ) M LAST FIRST o M
STREET cirY STATE ZIP STREET CITY STATE

HOME WORK GELL E-MAIL HOME WORK CELL E-MAIL
BIRTHDATE (MC/DAY/YEAR) RELATIONSHIP TO PATIENT . BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

EMPLOYER DENTAL INS. GO. EMPLOYER DENTAL INS. CO.

Ss# SUBSCRIBER # GROUP # SS# SUBSCRIBER # GROUP #

PERSON TO CONTACT IN CASE
OF EMERGENCY

Name
Address
City/State/Zip

Telephone # ..
AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group insurance
benefits otherwise payable to me. | understand that | am responsible for all
costs of dental treatment. | hereby authorize the Dental Office to administer
such medications and perform such diagnostic, photographic and therapeutic
procedures as may be necessary for proper dental care. The information on
this page and the dental/medical histories are correct to the best of my
knowled‘g_e. | grant the right to the dentist to release my dental/medical histories
and other information about my dental treatment to third party payors and/or
other health professionals.

Patient or Responsible Party

Date ) ) B State Driver's License #

Has any member of your family ever been treated in our office?
dYes ONo

Whom may we thank for referring you to our office?

METHOD OF PAYMENT

Responsible party currently has an account with this office
OYes [INo

[ Payment in full at each appointment (cash or persenal check}

3 Payment in full at each appointment (OVISA (OMC JOTHER)
Card #
1 wish to discuss the Dental Office’s Financial Policy

SERVICE CHARGE

If 1 do not pay the entire new balance within 14 days of the monthly billing
date, a service charge will be added to the account for the current monthly
billing period. The service charge will be a periodic rate of 1.5% per month
{or a minimum charge of $2.00 for a balance under $125.00) which is an
annual percentage rate of 18% applied to the last month’s balance. In the
case of default of payment, | promise to pay any legal interest on the balance
due, together with any collection costs and reasonable attorney fees incurred
to effect collection of this account or future ouistanding accounts.

Exp. Date

PATIENT INFORMATION




ROBERT A. VAZQUEZ, D.D.S., P.C.
INSURANCE & FINANCIAL ARRANGEMENTS

We are committed to providing yon the best possible care. Our Insurance Specialist will help each patient to
understand his or her policy, and what it provides. We will aid each patient in maximizing his or her dental
benefits. In order to achieve these goals, we need your assistance and your undersianding of our payment
policy. The amount of coverage the insurance plan provides is strictly a function of the policy selected by
each patient and his or her employer. We must emphasize that as dental providers, our relationship is with
you, not your dental insurance company. While the filing of insurance claims is a courtesy that we extend to
our patients, all charges are your responsibility from the date that services are rendered. Diagnosis and
treatment are not based on dental coverage but are based on the needs and desires of the patient.

it is the patient’s responsibility to supply us with all insurance information or insurance changes. Our
insurance specialist will estimate patient’s payment deposit on the information provided to us. This
amount will be due at the time of service. We are not a contracted provider with any insurance company,
so we do not adjust our fees. The amount paid by insurance varies greatly and refunds or credits will be
made for all overpayments. If however, they pay less, the patient will be billed for the difference and full
payment is expected within 14 days.

Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain
services they will not cover and these are the patient’s responsibility. Any insurance claim that is older than
90 days will automatically become the patient’s responsibility.” We will be happy to continue to file on the
patient’s behalf, however the balance will be due and payable by the patient, and the insurance check, when
paid, will be sent directly to the patient by Dr. Vazquez’ office.

We realize that temporary financial problems may affect timely payment of your account. If such problems
do arise, we encourage you to contact us promptly for assistance in the management of your account.
Charges may apply for broken appointments and appointments cancelled without 48 hour notice. The
charge for a broken appointment is $50.00. There is also be a charge for a broken surgical appointment, ora
surgical appointment cancelled without 72 hours notice. The charge for a breken or cancelled surgical
appointment is $100.00 or 10% of the surgical procedure.

If you have any further questions in reference to the above information, or any uncertainty regarding
insurance coverage, please do not hesitate to contact us. We are here to help you.

Thank you for reviewing our financial policy. We are here to serve our patients and want to make
every effort to explain treatment, fees and insurance prior to the time of service. I have read and
understand and agree to uphold the financial responsibilities outlined in this policy. 1 have been
given the opportunity to receive a copy of the document.

Signature ' Date



ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

Robert A. Vazquez, p.ps., P.C.
Practice Limited to Periodontics

- Surglcal & Non-Surgical 3908 Rosemont Drive

Gum Treatment Columbus, GA 31904
- Ec?:eﬂcs & Root PH (706} 596-8850
_ Emplamage FAX (706) 566-8985
— IV Sedation

My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under
the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand that this information can and will be
used to:

O Provide and coordinate my treatment among a number of health care providers who may be involved in that
treatment directly and indirectly

1 Obtain payment from third-party payers for my health care services

] Conduct normal health care operations such as quality assessment and improvement activities
I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete description of the
uses and disclosures of my protected health information. I have been given the right to review and receive a copy of such
Notice of Privacy Practices. | understand that my dental provider has the right to change the Notice of Privacy Practices and
that I may contact this office at the address above to obtain a current copy of the Netice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out
treatment, payment or health care operations and | understand that you are not required to agree to my requested restrictions,
but if you do agree then you are bound to abide by such restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

For Office Use Only:

We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason:
71 The patient refused to sign
{1 Communication barriers
] Emergency situation

{1 Other




