LAVISTA PARK FAMILY DENTISTRY

J. DESALI, DDS FICOI

Patient Information

Prefix: __ First Name: Middle Name: Last Name:

Suffix:

Street: Zip: City: State: ___ Country:
Preferred Phone #: Is this a mobile number? Yes [ No [

Email Address:
Date of Birth: Sex: [[JMale [JFemale [JUnspecified

Responsible Party

First Name: Middle Name: Last Name:
Street: Zip: City: State: Country:
Date of Birth: Sex: [[JFemale [JMale [JUnspecified

Responsible Party Signature: Date:

Preferred Pharmacy
Name: Phone Number:

Street: Zip: City: State:

Primary Dental Insurance
Is subscriber the same as patient? []Yes []No

Subscriber Information:

First Name: Middle Name: Last Name:

Employer Name: Insurance Company:

Ins Phone Number:

Subscriber ID/Policy Number: Group/Contract Number: Date of Birth:
Patient Relationship to Subscriber: [JChild []Disabled Dependent [JHusband []Self [JWife []Other Dependent
Subscriber SSN:

Secondary Dental Insurance
Is subscriber the same as patient? []Yes []No

Subscriber Information:

First Name: Middle Name: Last Name:

Employer Name: Insurance Company:

Ins Phone Number:

Subscriber ID/Policy Number: Group/Contract Number: Date of Birth:
Patient Relationship to Subscriber: [JChild []Disabled Dependent [JHusband []Self [JWife []Other Dependent
Subscriber SSN:




Patient Name: Account #: Patient Code: Date:

Health History
Reason for Visit: []Broken Tooth []Check-up []Cosmetic []Dentures []Tooth Pain []Other:
Height: ft in Weight: Patient Date of Birth:
Are you under the care of a primary physician? []Yes []No
Primary Physician's Name: Physician's Phone Number:
Date of Last Physical:
11 don't know exact date []Last 6 months []6 months - 1 year []1-3 years []Greater than 4 years [_]Never []Other:
Are you taking or have you taken any steroid/cortisone therapy in the last 2 years? []Yes []No
Have you ever been hospitalized? []Yes [JNo
Are you taking or have you taken Oral Bisphosphonates (e.g., FOSAMAX, BONIVA) or IV Bisphosphonates, (e.g., ZOMETA, AREDIA)?
[ONo [JYes How Long?
Do you require antibiotics prior to dental procedures? []Yes [JNo

Are you allergic or have you had an adverse reaction to any of the following?
[ONone [JAmoxicilin [JAspirin  [[] Codeine (]Epinephrine [JLatex [JMetals [ [Novocain [ Penicillin [] Sulfa  [|Tetracycline

[CIother:

List any medications you are taking including non-prescription drugs and herbals/vitamins:
CINone

Check any conditions that apply to you:

[CINone [ Drug Addiction [C] NON-DENTAL Implants
[] Alcoholism [ Epilepsy Type:
[JAllergies or Hives [] Excessive Bleeding [JOrgan Transplants
] Anemia [] Fainting/Dizziness Type:
[ Arthritis [] Hearing Impairment [CJPace Maker
[ Artificial Joint/Pins ] Heart Murmur [ Psychiatric Care
Type: [] Heart Surgery [JRadiation Therapy
Age: Date: [JRadiosurgery
N "] Heart Trouble
[CJAspirin Therapy Type: [CJRheumatic Fever
[JAsthma [ Hepatitis [Jseizures
[1IBlood Thinners Type: [] Sexually Transmitted Disease

[CIBlood Transfusion
[C]Breathing Problems

[ cancer

Type:
[] Chemotherapy

[[] Coumadin Therapy
[Jpementia
[Jpiabetes

Type:

[“IDialysis

[[] High Blood Pressure
CHv

[IKidney Disease
[JLiver Disease

[JLow Blood Pressure
[JLung Disease/COPD

[JLupus
[JMitral Valve Prolapse

[ Mobility Impairment

[ISinus Problems
[Jstomach Problems
[Istroke

[ Thyroid Disease
[ Tuberculosis(TB)

Ouicers
[JVisual Impairment

[Jother Disease/lliness

Type:




Patient Name: Account #: Patient Code: Date:

Dental History

Date of Last Dental Visit:
[C]1 don't know exact date []Last 6 months []6 months - 1 year []1-3 years []Greater than 4 years [_]Never []Other:

Date of Last Dental X-ray:
[J1 don't know exact date []Last 6 months []6 months - 1 year []1-3years []Greater than 4 years []Never []Other:

Oral Health

Have you ever been treated for periodontal (gum) disease? []Yes []No
Have you ever had Novocaine or other local anesthetic? [Ives [[INo
How happy are you with your smile (1-10)?

Are you currently wearing Dentures? [] Yes []No

Age of dentures: [] Less Than 6 Months [_] 6 months-3 years [_] Greater than 4 years

Please check any conditions that apply to you below:

[JPain In Jaw(TMJ)  []Teeth Grinding/Clenching [“lUse Tobacco Products [C] Mouth Sores

[] sensitive Teeth [[1Broken/Loose Teeth [_] Difficulty Chewing/Swallowing [] Swollen/Bleeding Gums

Women Patients Only
Are you currently pregnant? [] Yes []JNo Estimated Delivery Date:

Are you Nursing? [JYes [[JNo Are you taking any birth control prescriptions? []Yes []No

*NOTE Antibiotics (such as penicillin) may alter the effectiveness of birth control pills. Consult your physician/gynecologist for assistance
regarding additional methods of birth control.

| certify that | have read and understand the above questions and acknowledge that questions have been answered to the best of my knowledge. |
hereby give my consent to the dentist to perform an examination and diagnose my condition. | also give my consent for any preventive or basic
restorative procedures which may be necessary. | understand that this consent will remain in effect until treatment is terminated either by me or the
dentist.

Patient's Signature: Date:

Dr's Signature/Medical History Review: Date:

6 MONTH UPDATE

Patient's Signature: Date:

Dr's Signature/Medical History Review: Date:




Patient Name: Account #: Patient Code: Date:

Patient Signatures

Release of Information to Insurers and Assignment of Benefits (must be signed by all patients with

insurance and those who expect to obtain insurance)

To the extent permitted by law, | consent to my practices (or their designees) use and disclosure of my Protected Health Information to carry out
payment activities in connection with my insurance claim. This information will be used exclusively for the purpose of evaluating and administering
claims for benefits. | further authorize and direct payment to my practice of the dental benefits otherwise payable to me.

Signature: Date:

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)

Authorization for Release of Health Records to External Parties (Optional)

| authorize the disclosure of information from my treatment records to:

Name of Recipient:

Relationship to the Patient:

| give authorization to disclose the following information:

[all treatment information

Oinformation specifically related to these treatment dates

Starting Date: End Date:

Consent to obtain patient medication history (Optional)

To the extent permitted by applicable law, | authorize this dental practice (or their designees) to collect information about my prescription history
from my pharmacy and insurers (as applicable) and give my pharmacy and insurers permission to disclose such information. This includes
prescription information related to medicines to treat AIDS/ HIV and medicines used to treat mental health issues.

Signature: Date:

Payment, Insurance and Financial Arrangement Policies (signed by ALL new patients)
By signing below, | acknowledge that | received the Financial Policies form and agree to abide by such policies.

Signature: Date:

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)

Notice of Privacy Practices (must be signed by ALL new patients)

By signing below, | acknowledge that | have read the Notice of Privacy Practices, as mandated by the Health Insurance Portability and
Accountability Act of 1996 ("HIPAA").

Signature: Date:

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)



LAVISTA PARK

FAMILY DENTISTRY

FINANCIAL AGREEMENT

Name: DOB:

| am responsible for the balance due on your account for all professional healthcare services rendered.
INITIAL

MISSED APPOINTMENTS: We reserve our time for you. Unless we receive notice of cancellation 48 hours in advance, you will be
charged $35 - $75 for missed appointments. Please help us service our patients better by keeping scheduled appointments.

INTIAL

INSURANCE FACTS: We are happy to assist you with verifying your insurance. We can only estimate

what your insurance may or may not pay.
1. Your dental insurance is contract between you, employer and insurance company. We are not a

party to that contract.

2. Our fees generally, but not necessarily, fall within usual and customary fee structures
determined by insurance carrier.

3. Not all dental services are a covered benefit in all contracts.

INTIAL

Please be aware some or perhaps all of the services provided may or may not be covered by your
Insurance policy. Any balance is your responsibility whether or not your insurance company pays any

Portion.
INTIAL

PAYMENT: FULL PAYMENT is due at the time of service. If insurance benefits apply, ESTIMATED PATIENT
CO-PAYMENTS and DEDUCTIBLES are due at the time of service, unless other arrangements are made.

INTIAL

Please indicate below the form of payment you wish to choose. For qualified patients we offer CareCredit Monthly interest free
payment plan. We pay your interest for 12 months.

() Cash or check () Visa, MasterCard, Discover ( ) CareCredit

Unpaid balance over 30 days old will be subject to monthly interest of 1.5% (APR 18%) or sent to collection agency.
If your account is turned over to collection agency or attorney, you (the undersigned) agree to the addition
of reasonable collection/attorney fees and court cost incurred to collect the outstanding bill

INTIAL

Please sign below acknowledging you have read and understand the office policies stated above.
We appreciate the opportunity to help you better your oral health.

Signature: DATE:




