Dental Group North
5950 North Oak Trafficway
Gladstone, MO 64118

(816) 436-5558

Patient #

Date

Name Birthdate SS#
Address City State Zip
Sex [JM [JF [] Married [ Widowed [ Single ] Minor

[] Separated [] Divorced [ Partnered for _____ years

Home Phone # ( ) Cell Phone #1( )

Cell Phone #2 ( )

Employer Employe¥ Phone ( )
Employer Address City State Zip
Spouse or Parent's Name Employer Work Phone ( )

Whom may we thank for referring you?

Person to contact in case of emergency

Phone ( )

Name of Person
Responsible for this Account

Address

Birthdate

Employer

E-Mail

Relation to Patight
Home Phone ( )

Currently a patient in our office?

[dYes [INo
Work Phone ( )

CellPhone ()

Name of Insured

Relation to Patieht

Birthdate Social Security # Date Employed
Employer Work Phone # ( )

Employer Address City State Zip
Insurance Company Group # Union or Local #
Address City State Zip

How much have you used?

How much is your deductible?

Max. Annual Benefit

Name of Insured

Relation to Patient

Birthdate Social Security # Date Employed
Employer Work Phone # ( )

Employer Address City - State Zip
Insurance Company Group # Union or Local #
Address City State Zip

How much is your deductible? How much have you used?

Max. Annual Benefit




Reason for today's visit Date of last dental care

Former Dentist Date of last dental X-rays

Address

Check ( v) if you have or have had problems with any of the following:

[[] Bad Breath [] Grinding Teeth [ Sensitivity to hot

[] Bleeding Gums [] Loose teeth or broken fillings ¥ [] Sensitivity to sweets

[ Clicking or popping jaw [] Periodontal treatment [] Sensitivity when biting

[] Food collecting between the teeth [ Sensitivity to cold [[] Sores or growths in your mouth
How often do you floss? How often do you brush?

Physician's Name Date of last visit
v
Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pndimin (fenfluramine) and Redux (dexfenfluramine). [OYes [INo
Have you ever had any serious illnesses or operations??  []Yes []No If yes, describe
Have you ever had a blood transfusion?  [JYes []No If yes, give approximate dates
(Women) Are you pregnant? [dYes [INo Nursing? []Yes [JNo Taking birth control pills? []JYes []No
Check (v ) if you have or have had problems with any of the following:
¥
[] Anemia [C] Congenital Heart lesions [] Hepititis [[] Scarlet Fever
[ Arthritis, Rheumatism [] Cortisone Treatments [[] Hernia Repair [[] Shortness of Breath
[ Artificial Heart Valves [C] Cough, Persistent [[] High Blood Pressure [] Skin Rash
[ Artificial Joints, Pins, etc. [[] Cough up Blood [] HIVIAIDS [] Stroke
[ Asthma [[] Diabetes [] Jaw Pain [[] Swelling of Feet or Ankles
[C] Back Problems [] Epilepsy [] Kidney Disease [] Thyroid Problems
[] Bleeding Abnormally [[] Fainting [] Liver Disease [[] Tobacco Habi
[] Blood Disease [] Glaucoma ] Mitgal Valve Prolapse [] Tonsillitis
[] Cancer [[] Headaches [] Pacemaker [] Tuberculosis
[] Chemical Dependency [] Heart Murmur [] Radiation Treatment [] Ulcer
[ Chemotherapy [[] Heart Problems [[] Respiratory Disease [] Venereal Disease
[ Circulatory Problems [] Hemophilia 1 Rheumatic fever

List medications you are currently taking:

Allergies: / .

To the best of my knowledge, the above information is complete and correct. | understand thet it is my responsibility to inform my doctor if I, or my
mindor child, ever have a change in health.

Signature of of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.



(MEDICAL)

THIS NOTICE DECRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFOMATION.
PLEASE REVIEW IT CAREFULLY.
®

The Health Insurance Portability & Accountability Act of 1966 ("HIPPA") is a federal program that requires
that all medical records and other individually indetifiable health information used or disclosed by us in
any form, weather electonically, on paper, or orally, are kept properly confidential. This Act gives you, the
patient, significant new rights to understand and control how your health information is used. "HIPPA"
provides penalties for covered entities that misuse personal health information.

As required "HIPPA", we have prepared this explanation of how we are required to maintain the privicy of
your health information and how we may use and disclose your heglth information.

We may use and disclose your medical records only for each if the following purposes: treatment,
payment and health care operations.

e Treatment means providing, coordinating, or managing health care and related services by one
or more heath care providers. An exampleof this would include a physical examination.

e Payment means such activites as obtaining reimbursment for services, confirming, coverage,
billing or collection activites, and utilization review. An example of this would be sendinga bill for
your visit to your insurance company for payment.

e Health care operations inclued the business aspects of runhing or pratice, such as conducting
quality assesment and improvement activites, auditing functions, cost-managment analysis, and
customer service. An example would be an internal quality assesment view.

We are required by law to maintain the privacy of you protected health infomation and to provide you
with notice of our legal duties and privacy pratices with respect to protected health information. This
notice is effective as of ,20 and we are required to abide by the termsof the Notice
of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy
Pratice and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from
this office.

You have recourse if you feel that your privacy protections have been violated. You have the right to file
written complaint with our office, or with the Department of Health & Human Services, Office of Civil
Rights, about violations of the provisions of this notice or the policies and procedures of our office. We
will not retliate against you fro filing a complaint.

For more information about HIPPA
or to file a complaint:
Patient Name:

7 °

Signature: The U.S. Department of Health & Human
Relationship to Patient: Services Office of Civil Rights
Date: 200 Independence Avenue, S.W.

Washington, D.C. 20201
(202) 619-0257 Toll Free: 877-696-6775

¥



Dental Group North

In order to eliminate excessive book keeping, our office collects
for all dental services on a cash basis. If payment method is check
we will not accept any check over $300. If dental insurance is
involved, a percentage collected does not reflect any or all of
insurance co-pays.

Patient Signature

Date



