DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

Patient

Date

Address

City

Sex:aM QF Age Birthdate
0 Single & Married & Widowed O Separated O Divorced

Patient SS#

State

Zip

Occupation

Employer

Employer Address

Employer Phone

Spouse’s Name

Birthdate

SS#

Occupation

Spouse’s Employer

Whom may we thank for referring you?

DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? 1 Yes [ No
Subscriber’s Name
Birthdate

Relationship to Patient

SS#

Insurance Co.

Group #
ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage
with and assign directly to
Dr. all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that | am financially
responsible for all charges whether or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the payment of benefits.
| authorize the use of this signature on all insurance submissions.

Responsible Party Signature

Relationship Date
PHONE NUMBERS
Home Work Cell
E-Mail Best time to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone Work/Cell Phone

- DENTAL HISTORY

Reason for today’s visit

Former Dentist

City/State

Date of last dental visit

Date of last dental X-rays

Check “Yes” or “No” where indicated for all

that apply:

Would you like whiter teeth? 1 Yes

Bad breath
Bleeding gums
Blisters on lips or mouth

a Yes
aYes
aYes

a No
a No
a No
a No

Burning sensation on tongue [ Yes
Chew on one side of mouth

Cigarette, pipe, or
cigar smoking

Clicking or popping jaw
Dry mouth
Fingernail biting

Food collection between
the teeth

Foreign objects
Grinding teeth

Gums swollen or tender
Jaw Pain or tiredness
Lip or cheek biting

(O No Loose teeth or broken filings [ Yes [ No
dYes I No Mouth breathing aYes QNo
aYes T No Mouth pain, brushing aYes ONo

Orthodontic treatment dYes No
dYes No Painaround ear Yes O No
Yes No Periodontal treatment dYes ONo
QYes LNo Sensitivity to cold aYes ONo
QdVYes QNo Sensitivity to heat aYes ONo

Sensitivity to sweets dYes ONo
QYes No Sensitivity when biting dYes ONo
dYes [ No Sores or growths in mouth 1 Yes Q1 No
dYes ONo
dYes T No How often to you floss?

QaYes O No How often do you brush?




HEALTH HISTORY

Physician’s Name

Date of last visit

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS Yes TNo Emphysema dYes QNo Psychiatric Care dYes No
Alzheimers QYes T No Epilepsy dYes ONo Radiation Treatment aYes CONo
Anemia Yes O No Fainting or dizziness dYes ONo Respiratory Disease dYes No
Arthritis, Rheumatism dYes QNo Glaucoma dYes O No Rheumatic Fever JYes QNo
Artificial Heart Valves JYes L No Headaches dYes [ No Scarlet Fever dYes ONo
Artificial Joints @aYes T No Heart Murmur A Yes TNo Shortness of Breath aYes No
Asthma QYes QI No Heart Problems QYes INo  Sinus Trouble dYes QO No
Back Problems QYes O No Hepatitis (Type ) QYes QNo Skin Rash QYes QNo
Bleeding abnormally, with 1 Yes 1No Herpes QYes TNo Special Diet QYes QNo
extraction or surgery High Blood Pressure QYes dNo Stroke aVYes O No
Blood Disease dYes N0 HIV Positive O Yes LINo  Swelling of Feet or Ankles 1 Yes @ No
Cancer dYes No Jaundice QYes ONo  Swollen Neck Glands QYes @No
Chemical Dependency QYes TNo Jaw Pain QYes QN0 Thyroid Problems QVYes O No
Chemotherapy QYes I No Kidney Disease QYes UNo  Tonsillitis aVYes @No
Circulatory Problems QYes TNo Liver Disease QYes @No Tuberculosis QVYes O No
Congenital Heart Lesions (dYes No Low Blood Pressure QYes N0 Tumor or growth on VYes O No
Cortisone Treatments QYes No Mitral Valve Prolapse dYes No  head or neck
Cough, persistent or bloody QYes T No Nervous Problems dYes QA No Ulcer aYes ONo
Diabetes QYes TONo Pacemaker aYes I No Venereal Disease dYes ONo
WOMEN: Are you: Pregnant? 01 Yes, Months [ No Nursing? O Yes QNo Taking birth control pills? T Yes T No
MEDICATIONS ALLERGIES
List medications you are currently taking: [ Aspirin [ Penicillin
{1 Barbiturates (Sleeping pills) 0 Sulfa
( Codeine [ Other
 lodine
Pharmacy Name [ Latex
Phone 1 Local Anesthetic

UPDATES (To be filled in at future appointments)

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

For what conditions?

Patient’s Signature

Doctor’s Signature

For what conditions?

Patient’s Signature

Are you taking any new medications? If so, what
Date
Date
Has there been any change in your health since your last dental appointment? [ Yes [ No
Are you taking any new medications? If so, what
Date
Date

Doctor’s Signature




Financial Guidelines

Our financial guidelines states that all treatment be paid for at the time services are rendered. As a
courtesy to you, should you have dental insurance, we are happy to file for you. We request that you
pay your estimated co-pay. However, it is important that you understand that your insurance is
a contract between you and your insurance company.

I authorize Dr. Bita Kamali to charge the following credit card if any balance remains on my account
after my insurance company completes the processing of my dental claims.
(We accept most major Credit Cards)

Name as it appears on card:

Cwv (3 digits on back

Card #: Exp. /

We will contact your insurance company and receive information about your policy. With our
knowledge and experience, we can estimate what your insurance will pay. If an insurance payment is
received and you have a credit balance, we will gladly send you a refund check or keep it on your
account for pending treatment.

We gladly accept Cash, Checks, and most Credit Cards for payment of your dental treatment. We
accept Care Credit. | understand that | am fully responsible for my account regardless of
Insurance Coverage

We hope this answers any questions you may have about our financial guidelines. If not, our Office
Manager will be happy to assist you. Thank you for selecting Parkway Vista Dental, PLLC and Staff
for all your dental needs.

Patient Signature (Parent or Guardian, if patient is under 18 years of age) Date

BROKEN APPOINTMENT / CANCELLATION POLICY

We are glad you have made an appointment for yourself or your child for important oral health care.
Regular dental visits every 6 months, including examinations, cleanings, fluoride treatments, dental
sealants, and fillings are important to keep teeth healthy. Valuable time has been reserved for you or
your child's care.

If you fail to show for a scheduled appointment, all future appointments you may have scheduled will
be cancelled. If you wish to continue your dental treatment in our office, you must call to schedule a
new appointment. We also require 24 hour advanced notice when cancelling an appointment that has
been reserved for you. Parkway Vista Dental charges $50 for all broken appointments.

Patient Signature




CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Purpose 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 healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you
decide whether to sign this Consent. Our Notice provides a description of our treatment, payment
activities, and healthcare operations, of the uses and disclosures we may make of your protected
health information, and of other important matters about your protected health information. A copy of
our Notice accompanies this Consent. We encourage you to read it carefully and completely before
signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.
If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will
contain the changes. Those changes may apply to any of your protected health information that we
maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at
any time by contacting:

Contact Person: Amy Cazares

Telephone: 972.818.1300 Fax: 972.818.1301 Address: 5072 W. Plano Pkwy, Ste 250, Plano, TX
75093

Right to Revoke: You will 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
revocation of this Consent will not affect any action we took in reliance 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.

1, , have had full opportunity to read and
consider the contents of this Consent form and your Notice of Privacy Practices. | understand
that, by signing this consent form, | am giving my consent to your use and disclosure of my
protected health information to carry out treatment, payment activities and health care
operations.

**Acknowledgement of Receipt of Notice of Privacy Practices. Initial

Consent to Release Patient Dental Information

| authorize and direct Parkway Vista Dental, PLLC to release the following dental information:
Labs X-Rays Proposed Treatment Completed Treatment
To the following:

Family member, please specify name & relationship




