Rebient C. Sifies, D.D.S.

Restorative Dentistry
515 North Van Buren
Mt, Pleasant, Texas 75455

PATIENT REGISTRATION
o . Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: [_] Policy Holder Preferred Name:
[] Responsible Party
~Responsible Party (if someone other than the patient)
First Name: l.ast Name: Middle Initial: ___
Address: Address 2.
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder Q secondary Insurance Policy Holder
— Patient Information e e
Address; Address 2 y
City: State / Zip: Pager: } L
Home Phone: Work Phone: Ext; Cellular: -
Sex: ™) Male () Female Marital Status: () Married (0 Single () pivorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [] 1 would like to receive correspondences via e-mail.
-~ Section 2 Section 3 T
= E t:
Employment Status: () Full Time () Pat Time (0 Retired MRRGRARY CONBRE. s
Student Status: () Full Time () Part Time
RE—%Ure sl \0 13'. ;
Employer ID: Pref. Pharmacy:.
Carrier ID: Pref. Hyg.:

rPrimary Insurance Information

Name of Insured:

Insured Soc. Sec:

Insured Birth Date:

Relationship to Insured(”) Self

(") Spouse () Child

CD\"OQP #

Employer: Ins. Company:
Address: Address!
Address 2: Address 2:

City,State,Zip:

City,State, Zip:

i Rem. Benefits: .00
I

Rem. Deduct:

.00




Robert Sikes, D.D.S.

MEDICAL HISTORY

PATIENT NAME Birth Date

{ Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire bedy. Health problems that you may
have or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
followmg questions. |

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation?o Yes O No

Have you ever had a serious head or neck injury? () Yes (O No

Are you taking any medications, pills, or drugs? O Yes O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?C> Yes O No

Are you on a special diet? () Yes () No

Do you use tobacco? O Yes O No

Do you use controlled substances? O Yes O No

Women Are you e N— ek by A P e PR TS LT R S

Pregnant/Trying to get pregnant‘7 O Yes O No Takmg oral contraceptlves? O Yes O No Nursing? () Yes O No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Have you ever had any serious illness not listed above? O Yes O No

Comments

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

I
|
| d
i
|
|
2

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

Ij Aspirin D Penicillin [] Codeine L__] Local Anesthetics |:] Acrylic  [] Metal [] Latex [] Sulfa drugs
(] other If yes, please explain:
‘Do you have, or have you had, any of the following?- s e e s 7
AIDS/HIV Positive (O Yes (O No | Cortisone Medicine (O Yes (O No | Hemophilia O Yes O No | Radiation Treatments O Yes O No |
Alzheimer's Disease (O Yes (O No | Diabetes (O Yes O No | Hepatitis A O Yes (O No | Recent Weight Loss O Yes O No |
Anaphylaxis (O Yes O No | Drug Addiction (O Yes (O No | Hepatitis B or C O Yes (O No | Renal Dialysis O Yes O No |
! Anemia (O Yes (O No | Easily Winded O Yes O No | Herpes O Yes O No | Rheumatic Fever O Yes O No |
| Angina (O Yes (O No | Emphysema (O Yes (O No | High Blood Pressure () Yes (O No | Rheumatism O Yes O No |
* Arthritis/Gout (O Yes O No | Epilepsyor Seizures () Yes () No | HighCholesteral () Yes (O No | Scarlet Fever O Yes O No |
Avrtificial Heart Valve (O Yes (O No | ExcessiveBleedng (O Yes (O No | Hives or Rash QO Yes O No | Shingles O Yes O No |
| Artificial Joint (O Yes (O No | Excessive Thirst (O Yes O No | Hypoglycemia O Yes O No | Sickle Cell Disease O Yes O No !
" Asthma (O Yes (O No | Fainting Spells/Dizziness() Yes () No | Irregular Heartbeat () Yes (O No | Sinus Trouble O Yes O No
| Blood Disease (O Yes () No | Frequent Cough (O Yes (O No | KidneyProblems (O Yes (O No | Spina Bifida O Yes O No |
. Blood Transfusion (O Yes O No | Frequent Diarrhea (O Yes O No | Leukemia (O Yes (O No | Stomach/Intestinal Disease () Yes () No
| Breathing Problem (O Yes (O No | FrequentHeadaches () Yes (O No | Liver Disease QO Yes (O No | Stroke O Yes O No |
| Bruise Easily O Yes (O No | Genital Herpes (O Yes (O No | LowBlood Pressure (O) Yes (O) No | Swelling of Limbs QO Yes O No |
| Cancer (O Yes O No | Glaucoma (O Yes (O No | Lung Disease (O Yes (O No | Thyroid Disease Q Yes () No
- Chemotherapy (O Yes O No | Hay Fever (O Yes (O No | Mitral Valve Prolapse O Yes (O No | Tonsillitis ( Yes () No |
| Chest Pains O Yes O No | HeartAttack/Failure (O Yes () No | Osteoporosis QO Yes O No | Tuberculosis Q Yes () No |
* Cold Sores/Fever Blisters O Yes (O No | Heart Murmur O Yes O No | PaininJdawdoints (O Yes () No | Tumors or Growths Q Yes ) No {
. Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes (O No | Parathyroid Disease () Yes (O No Uicerw € Yes () No |
Convulsions (O Yes (O No | Heart Trouble/Disease () Yes (O No | PsychiatricCare () Yes (O No el Disress (Q Yes () No |
‘ Yellow Jaundice (O Yes () No ;




II.

IIL.

v.

VI

VIIL.

PATIENT CONSENT FORM

RELEASE INFORMATION - I, the below named patient, do hereby authorize the dentist examining
and/or treating me to release any third payor (such as an insurance company or governmental
agency, Example: Blue Shield of Florida) any medical, dental information and records concerning
diagnosis and treatment when requested by such third party for its use in connection with
determining a claim for payment for such treatment and/or diagnosis.

DENTAL INSURANCE ASSIGNMENT - I, the below named subscriber, hereby authorize payment
directly to my dentist examining or treating me of any group and/or individual dental/medical
benefits herein specified and otherwise payable to me for their services as described.

I permit a copy of these authorizations and assignments to be used in place of the original,
which is on file at the dentists office.

COPIES OF MEDICAL RECORDS - I, the below named patient, am entitled to one copy of the
dental record for a reasonable charge.

I agree that should the amount of the insurance benefits be insufficient to cover the expenses, I
will be responsible for payment of the difference. I will be responsible for the entire amount due
for professional services rendered if the expense is not covered by my policy.

I understand that payment for professional services is due when said services are rendered,
unless other arrangements are made in advance. I agree to pay all amounts not payable by
insurance immediately when billed.

HIPAA - HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT

The Department of Health and Human Services has established a “Privacy Rule” to help
insure that personal health care information is protected for privacy. The privacy rule was also
created in order to provide standard for certain health care providers to obtain their patients’
consent for uses and disclosures of health information about the patient to carry out treatment,
payment or health care operations.

As our patient we want you to know that we respect the privacy of your personal
medical records and will do all we can to secure and protect that privacy. We strive to always
take reasonable precautions to protect your privacy. When It Is appropriate and necessary, we
provide the minimum necessary information to only those we feel are in need of your health care
information and information about treatment, payment or health care operations, in order to
provide health care that is in your best interest.

We also want you to know that we support your full access to your personal medical
records. We may have indirect treatment relationships with you (such as Laboratories that only
Interact with dentists and not patients), and may have to disclose personal health information for
purposes of treatment, payment or health care options. These entities are most often not
required to obtain patient consent.

You may refuse to consent to use or disclosure of your personal health information, but
this must be in writing. Under this law, we have the right to refuse to treat you should you
choose to refuse to disclose your personal health information (PHI). If you choose to give
consent in this document, at some future time you may request to refuse all or part of your PHI.
You may not revoke actions that have already been taken which relied on this or a previously
signed consent.

If you have any objections to this form, please ask to speak with our HIPAA compliance
officer,

You have the right to review our privacy notice, to request restrictions and revoke
consent in writing after you have reviewed our privacy notice.

WOULD YOU LIKE A COPY OF THIS FORM? Yes No

SIGNATURE DATE




