Welcome to our Practice

Chart #.
FOR OFFICE USE ONLY
Patient Name:
Last First Ml Preferred Name
Title: Gender: (_) Male (_) Female Family Status: (_) Marmied (_) Single (_) Child (_) Other
MoMsMrsietc
Birth Date: | | ss#| | Prev. Visit| |
Email Address: l | Best time to call:l |
Phone: | Il |11 | || |
Home Work Ext Mabile Fax Other
Address: | 1] |
| =] |
Coy State Zip Code

The following is for: || thepatient | | the person responsible for payment

Employer Name: I |

Phone: |

Address:' I I

City State Zip Code

Whom may we thank for referring you to our practice?

In an emergency who should be nolified? Please enter Name and Phone number below:
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Insurance Subscriber or Parent/Guardian Information:

This only needs to be filled out if insurance subscriber is other than patient, or if patient is under 18,

The following is for: [_j the patient's spouse ‘_j the person responsible for payment |_, neither-not applicable

Name:

Last First M Prefermed Name

Title: |:| Gender: (_) Male (_) Female Family Status: (_) Married (_) Single (_) Child (_) Other

MrMzMrsletc
Birth Date: [ | sS #| | Driver's License #:| |
Email Address: | | Best time to call| |
Phone: | Il 1Ll || || |
Home Work Ext Mabile Fax Othar
Adaross:| | |

City State Zip Code
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Primary Dental Insurance:

Name of Insured:

Last

Patient's relationship to insured: (_) Self () Spouse

First M

(U Chid () Other

Insurance Plan Namea: |

Insurance Company Address and Phone Number:

Insurance Subscriber 1D and Insurance Group Number:

Secondary Dental Insurance

Name of Insured:

Last

Patient's relationship to insured: (_) Self (_) Spouse

First M

(U chid () Other

Insurance Plan Namea: |

Insurance Company Address and Phone Number:

Insurance Subscriber 1D and Insurance Group Number:

Insurance Authorization:

|__J By checking this box,

| authorize my insurance company to pay the dentist all insurance benefits rendered.
| authorize the use of this electronic signature on all insurance submissions.
| authorize the dentist to release all information nacessary to secure the payment of benefits.
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| understand that | am financially responsible for all changaes whether or not paid by insurance.




Medical History

Indicate which of the following you have had or have at present. By checking the box it will indicate a "Yes" response,
leaving blank will indicate a "No" response.

|| Aids! HIV

|| Allergy lodine

[:J Allergy Other

|| Allergy Sulfa

L, Arthritis/fRheumatism
|| Back Problems
l_, Cancer

L, Circulatory Problems
|| Cough, Bloody,
L Epilepsy

|| Headaches

|__| Hepatitis

| Jaundice

|| Liver Disease

| Nervous Problems
|__| Psychiatric Care
|| Rheumatic Fever
|__| Sinus Trouble

|| Stroke

|__| Thyroid Problems
L Tumor

L Weight Loss

:j Allergy Aspirin

:j Allergy Latex

__| Allergy Penicillin

l_l Anemia

__| Artificial Joints

__| Bleeding abnormally
L_l Chemical Dependency
‘_] Congt. Heart lesions
|__| Diabetes

|| Fainting, Dizziness
__| Heart Murmur

| Herpes

__| Jaw Pain

__| Low Blood Pressure
__| Pacemaker

__| Radiation Treatment
__| Scarlet Faver

|| Skin Rash

__| Swelling of Feet

__| Tonsillitis

__| Ulcer

:) Allergy Codiene

__| Allergy Local Anest
__| Allergy Sleep Pill

__| ARTF. Heart Valves
d Asthma

___| Blood Disease

l_] Chemotherapy

l_] Cortisone treatments
L_j Emphysema

d Glaucoma

__| Heart Problems

__| High Blood Pressure
__| Kidney Disease

__| Mitral ValveProlapse
__| Pre-Medicate

__| Respiratory Disease
__| Shortness of Breath
__| Special Diat

__| Swollen Neck Glands
__| Tuberculosis

__| Venereal Disease




|__ Ever been hospitalized (illness or injury) [_] Presantly being treated for any other ilinesses

| Taking medication for weight control (ie fen-phen) [_] Taking dietary supplements
|| Subject to frequent headaches [_] A smoker or smoked previously
| FEMALE: Taking birth control pills |_| FEMALE: Pregnant

If any conditions or alerts selecled above needs further dlarification, please describe below:

Do you take antibiotic premedication for your dental visits? If yes, please explain.

What is your estimate of your general health?
|| Excallent || Good || Fair __| Poor

Name of physician and their spacialty:

Most recent physical exam and purpose:

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect you dental
treatment.

List all medications, supplements, andlor vitamins taken within the |ast two years:

“|_ By checking this box, | acknowledge that above information is correct and | understand it is my responsibility to inform
the office of any changes in my health as soon as possible.

Dental Information




How would you rate the condition of your mouth?
|| Excallent || Good || Fair || Poor

Previous Denlislt name and how long have you been a palient there:

Date of most recent dental exam:

I |
Date of most recent dental x-rays:

| routinely see my denlist every:

L, 3 mo. t_] 4 mo. |_l 6 mo. \_] 12 mo. l_j Not routinely

What is your immediate concern?

Are you fearful of dental treatment? How fearful, on a cale of 1 (least) to 10 (most)

Personal History, Check all that apply:

|__, Had an unfavorable dental experience || Had complications from past dental treatment
|__| Had trouble getting numb \_I Had any reactions to local anasthetic

|| Had/have braceas, orthodontic treatment |_‘ Had your bite adjusted

|__, Had any teeth removed

Smile Characteristics, Check all that apply:
L, Is there anything about the appearance of your teeth that you would like to change?
|__, Have you ever whitened (bleached) your teath?
|__, Have you felt uncomfortable or self conscious about the appearance of your teath?
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[: Have you been disappointad with the appearance of previous dental work?

Bite and Jaw Joint, Check all that apply:
|__ You have problems with your jaw joint
|__ You have any problems chewing
|| Your teeth changed in the last 5 years, become shorter, thinner, or worn
|__| Your teeth crowding or developing spaces
|__| You chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits
|__| You clench you teeth in the daytime or make them sore
[:, You have problems with sleep or wake up with an awarenass of your teeth

[:, You wear or have wom a bite appliance
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|__| The amount of saliva in your mouth seems too little or you have difficulty swallowing any food

Tooth structure, Check all that apply:
|__| Cavities within past 3 years

|| You nofice or have holes (i.e. pitting, crates) on the biting surface of your teeth

__| Any teeth sensitive to hot, cold, biting, sweets, or avoid brushing any part of your mouth
| Grooves or notches on your teeth, chipped teeth, or had a toothache or cracked filling
|__ Food gets caught betwean any teeth

Gum and Bone, Check all that apply:
|__| Gums bleed when brushing or flossing
|__| Treated for gum disease or were told you have lost bone around your teeth
|__| Noticad an unpleasant taste or odor in your mouth
|__| History of periodontal disease in your family
|__ Experienced gum recassion
|_| Had any teeth become loose on their own (without injury), or have difficulty eating an apple
|| Experienced a buming sensation in your mouth

If any of the checked boxes need further explanation, please describe:




Consent for Services and Financial Policy

As 5 condition of trastment by this office, finandal arrangaments must be made in sdvance, The pracice depends upon relmbursamant from patienss
for the costs incurred in their care. Finandal responsibiity on the part of each patient must be determined befcre treatment.

Al amamency dental sarnvices, or ary dental sandces performed without previcus financial arrangements, must be paid for in cash at the time servicas
are pariormed unless other arengements A Mace,

Patients with dental insurance understand that sl dental services are charged directly 1o the patent and thal ba or she is personraly responsible foe
payment of all dental sanices. This ofMcs will help prepare the patient's nsurance forms o assist in Mmaking colections from irsurance companies and
will cradit any collacticns to the patient’s sccount, However, this cental office cannat rencer sanices on the assumption st ouwr charges will be paid by
an insurance company.

A sarvice charga of 1% per menth (18% par annum) en the urgsie balance will be charged on &l socounts axceedng 60 days, unkess previously
writien financial arrangements are satisfiec.

I understand that any fea estimate for this dentsl cane can only be axiended for a parod of six months fram the cate of the patient examinaticn,

In consideration for the professional sanvices renderec o me by this practice, | agree to pay the chames for the services at the time of treatment, or
wilkin five (5) days of biling if credil is exiended. | further agree thal the charges for services shall be as billed unless objecied lo, by me, inwriling,
within the time payment is due. | furher agree that a waiver of any beeach of any time or condition haraunder shall not corsinute a8 waiver of any further
warm ar condiion and | furthar agree o pay &ll costs and ressanable attormay feas If suit be instiuted hareuncer

I grant my permission 10 you of your 355nee, 10 elephaone ma o discuss this slawmant of ny reatment,

'D By checking this box, | understand the above information and agree with its contents, and this will serve as my
electronic signature for the AdministrationForm.

HIPAA Acknowledgement

| undarstand that | may Inspact ar copy the proteciad health information described by this suthanzation

| understand that at any time, this sulhorization may be revoked, when the office that recaives this authcerizalion receives 3 writlen revocation, atheugh
that revecation wil not be affecive a5 1o e disclosure of recorts whose relesse | have previously authorized, or whare oher action has been taken n
mllance on an sutharzation | have signed. | undaersiand that my health care and the paymant for my haslthcare wil not ba affeciec f | refuse ta sign
this form.

| understand that information used or disdosed, pursuant 1o this suthonzalion, could be subject 1o re-gisclosiurs by the recipient and, if so, may not be
subject 1o faceral or staw law prosacting its confidantiality,

Please list the names and relationship of additional people (if any} that our staff is authorized to speak with on your behalf
regarding medical/dental records contained in our offica.
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: [_, By checking this box, | understand the above information and agree with its contents, and this will serve as my
electronic signature for the HIPAA Disclosure Form.




Dental Work Guarantee

All restorative dental work completed by Charles Hawkins, D.D.S. is guaranteed for 5 full years. Completion of ALL
recommended dental treatmeant and preventative dental visits every 6 months is required o uphold this guarantee. This
quarantee is exempt from acts of God, such as accidental damage, ect.

: |__J By chacking the box, | understand the above information and agree to the Dental Work Guarantee
Consent for Internet Communications

| grant my permission to the dental practice to upload and store confidential patient information (including account
information, appointment information and clinical information) to the secured web site for the dental practice. | understand
that, for sacurity purposes, the site requires a user |D and password for access and usa. | also understand the dental
practice and | are responsible for maintaining the strict confidentiality of any ID and password assigned to me; and that
the dental practice is nol liable for any charges, damages, or losses that may be incurred or suffered as a result of my
failure to maintain confidentiality. | understand the dental practice is not liable for any harm related to the theft of my 1D
and password, my disclosure of my ID and password, or my authorization to allow another person or entity to access and
use the dental practice web site with my 1D and password. | also agree to immediately notify the dental practice of any
unauthorized use of my 1D or of any other need to deactivate my |D due o security concams.

| also understand that State and Federal laws, as well as ethical and licensure requirements impose obligations with
respect to patient confidentiality that limit the ability to make use of certain services or to transmit certain information to
third parties. | understand the dental practice will represent and warrant that they will, at all times during the terms of this
Agreement and thereafter, comply with all laws directly or indirectly applicable that may now or hereafter govern the
gathering, use, transmission, processing, receipt, reporting, disclosure, maintenance, and storage of my information, and
use their best efforts to cause all persons or entities under their direction or control to comply with such laws, | agree that
the dental practice has the right to monitor, retrieve, store, upload and use my information in connection with the
operation of such services, and is acting on my behalf in uploading my patient information. | understand the dental
practice will use commercially reasonable efforts to maintain the confidentiality of all patient information that is uploaded
to the web site on my behalf. | understand the dental practice CANNOT AND DOES NOT ASSUME ANY
RESPONSIBILITY FOR MY USE OR MISUSE OF PATIENT INFORMATION OR OTHER INFORMATION
TRANSMITTED, MONITORED, STORED, UPLOADED OR RECEIVED USING THE SITE OR THE SERVICES.

: [:, | have read the information above regarding the secured uploading of patient information to the web site for the dental
practice, and grant the dental practice permission to securely upload my patient information to the web site.

Response Date: |




