Thank you for selecting our dental healtheare team!
We will strive fo provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this k(ﬂrm
completely i ink. If you have any questions or need assistance, please ask us -

we will be happy to help.
Patient #
A H Soc, Sec, #
Patient Information (coNFDENTIAL) Dt
Name Birthdate _ Home Phone
Address City %ﬂf el
Check Appropriate Box: [ I Mingr [] Single [CMarried [ Divorced [ JWidowed [] SEP-I?HEF;; i Full Part
If tudent, Name of School / College City Proo. 1 Time [ Time
Patient's or Parent's Employer Work Phone
Business Address _ City i Bode =
Spouse ar Parent’s Name Employer Wk Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party e
Name of Person Responsible for this Account o Pafient
Address Home Phone
Diriver's License # Birthdate Financial Institution
Enmployer Work Phone S55#
Is this Person Currently a Patignt in our Qffice? Llves [1No

Far yonr convenichce, we offer the follmeing methods of payment. Please check the aption you prefer. Payment in full at each appointment.
[1Cash  []Personal Check [ ] Credit Card [_|VISA [ MasterCard [ ] wish to discuss the office’s payment policy.

Insurance Information

Relafionship
Mame of Insured fo Patient
Birthdate Social Security # Diate Emplovyed
Mame of Employer Linion or Local # Waork Phone
) 5 State/ ZINPost.
Address of Employer City Prow. Code
Insunmice Company Group # Policy/ 10 #
; Stats 7]']'{-;{“.:5?_
Ins. Co. Address City Prov. Code
How Mhuich is your Deductible? Howw Much Have You Used? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? []ves [INo IF YES, COMPLETE THE FOLLOWING:

Relationship
Narme of Instired to Patient
Birthdate Social Security # Date Enployed
Name of Employer Lhion or Local # Work Phone
: Slate! ZIPFost.
Address of Employer City Prog. Cade
Insurance Conpan Group # Policy/1D #

e T o Statel ZIPPoRE
Ina. Co. Address City Prow. e
How Much is your Deductilile? How Much Have You Lsed? Max. Annual Benefit

Owver Please
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Patient Medical H*~tory

Plysicinn Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ... .00 5 el B 8. Are you allergic to or huroe you had any reactions
2. Have you ever been hospitalized for any fo the following? ; dh
surgical operation or serious illness within the last 5 years? L Local Anesthetics (e.g. novocain) ... ......... .. S
If yes, please explain Penicillin or other Anttbiohes ...o..oovee e B
E ST e e e el S e =
3. re you hking iy mdication(s e
including non-prescriphion medicing? (... ... 00000 B Tiaas o]
If yes, what medication(s) ave you taking? i - T e
Ay Metals (e.e. nickel, mercury, efc) oo =
et bR e e R e R S et
d-Tlo-goditime HBanehy - e s e s e B Other (please list) T
5. Do you wse controlled substances? ... 00 Bimas 9. Women Only:
6. Are you wearing contact lenses? . ... oooe oo ad] i, a) Are you preguant or think you sy be pregnant? | E E
BRI ARSI h e S T
7. Do yrou have or have you had any of the following? c) Are you taking oral contraceptives? . ...........
Yes No Yes No Yes No
High Blood Pressure .. ....... L1 [0  Heart Disense ... I B (5o BTy e e e L S ]
Hearf Attaek ool v o biinsn D D Cardiac Pacemaker ......... D D Easily Winded .. c.oooo0.0, D D
Rheumatic Fever .. ... B [ Heprt Mininmur. ol e R Sl I R e il [ MR
Swollen Ankles ............. 7 i B (s e SRR [0 0 HayFever/ Allergies ........ 9 O
Fafnting / Sefzatres ..o 0 e 2 Freguently Tived . ... ........ e g B Tuberculosis i oo i
Antinnn S e S [ T L e S SRR L] O Radiation Therapy .......... B
Low Blood Pressure . ...... .. i i Ernmigsem o st L e, e Bl [ ) T R S R gl 1 )
Epilepsy { Convulsions ... .. .. 5 e o B R 8 [ Recent Weight Loss . ....... i
i1 T et v Ealo b P T L e A e e LT 1f2 g S B R R S
T D R S oS e 5 B Jaint Replacement or Iimplant . . b Heart Dol ol Ly i s |
Kidney Diseases ............ 1 [0  Hepatitis/Joundice ......... 0 [ Respiratory Problems ... .. ... I g B
AIDS or HIV Infeckion ... . ... SR Sexually Transmitted Disease 2 s il Mitral Valoe Prolapse ... ... 0 O
Thyroid Problem ... .ocnn sy R Stomach Troubles / Ulcers ... . i) Oher i
Patient Dental History
Namie of Previous Dertist and Location Duate of Last Exam
Yes No Yes Mo
1. Do your gums bleed while brushing or flossing? ... ..., O 8. Da you have frequent headaches? ..o .00 H H
2. Are your teeth sensitive to hot or cold Hguidsffoods? ... .. .. ] 9. Do you clench or grind your feefh? . ..o
3. Are your teeth sensitive to sweet or sour liguids/foods? . .. it 10. Do you bite your lips or cheeks frequently? ... .. o
4. Do you feel prin to any of your feeth? ... ool B 11. Hawve yout ever had any difficulf extractions
5. Do you have any sores or lumps in or near your mouth? . . . . i o Sheid 1 e e 8 B 3|
6. Have you had amy head, neck or jaw injuries? .. ... ....... 5] e il 1Z. Have you ever had any prolonged Weeding
7. Have you ever experienced any of the following Sailototig esekraebiops?:, L a i s
problems in your jazw? 13. Hawve you had any orthodontic treafment? .. ... E E
[T e e e Sl e e e ] (e 14. Do yout soear dentures or parkigls? o ... oL
FPain (joint, ear, side of facel? . ........ccoviiviiirans E 3 If yes, date of placement
Dhfficulty in opering or clostng? . ....cocoociii | 15. Hawve you ever received oral Inygiene instructions
TB e Tl e R e R e R XL E regarding the care of your feeth and gums? ... .. .. B B 5
16. Do your like your smile? ... ...oooiiiiiiinann i o

Authorization and Release

I certify that | have read and understand the above information lo the best g nmy knowledge. The above questions have been accurately answered. 1
understand that providing incorrect information can be dangerous to my Realth, T authorize the dentist to release any information including the
ei:’ﬂé’nasa's and the records of any treatment or examination rendered fo me or my child dur:’ﬂig the period of such Dental care to third party payors
andfor health practitioners. I authorize and request my insurance company to pay directly to the dewtist or dental group insurance benefifs
otherwise payable to me, 1 understand that my 3 bl ERSUPANCE CATTIEr INAY pay Ess than the actual Bl for services. 1 agree to be responsible for
payment of all services rendered on my behalf or my dependents.

X

Signature of patient {or parent if niinor)

Dactor’s Comimnerils

Signature Diate
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Authorization for Signature on File:

Release of information/financial responsibility/authorization for payment:

I, and/or
Name of Patient Name of Insured

Hereby, authorize the office of Harvey 1. Sherman, D.D.S., P.A. to affix my
name to any and all claims or documents as related to any and all health
benefits due me and/or my dependents through my employment with

[ authorize payment of dental benefits, otherwise, payable to me, directly to
the practice of Harvey 1. Sherman. I have received the treatment plan and
fees. I agree to be responsible for all charges for dental services and
materials not paid by my dental benefits plan. All accounts with a balance
after 60 days will be charged interest at the rate of 1 2 % per month or 18%
per annum.

To the extent permitted under applicable law, I authorize release of any
information related to all dental claims.

Signature of Guardian/Insured Signature of Witness

Date



Privacy Practices for the office of Harvey 1. Sherman, D.D.S., P.A.

This notice describes how your health information may be used and disclosed and how
you can access this information. Please review ii carefully.

The office of Harvey I. Sherman has and will keep your health intormation secure and
confidential. A new law requires us to continue maintaining vour privacy, to provide you
with and follow the terms of this notice. .

The law permits us to use or disclose your health information to those involved in
your treatment. Example: areview of your file by a specialist whom we may involve in
your care, we may send a report on your progress to the doctor of referral.

We may use or disclose your health information for payment of your services.
Example: we will file a claim to your insurance company for payment.

We may use or disclose your health information to our normal healthcare operations.
Example: ons of our staff will enter your information inio the computer.

We may use your information to contact vou. Example: we may send a newsletier or
other information. We may also want to call and remind you about your appointments.
If you are not home, we will leave this information on your answering machine or with
the person who answers the phone.

In an emergency, we may disclose your health information to a family member or
another person responsible for your care. We may release some or all of you health
information when required by law.

If this practice is sold, your information will become the property of the new owner.

The practice will not use or disclose your health information without your prior
written authorization, except as described above. _

You may request in writing that we not use or disclose your health information as
described above. We will let you know if we can fulfill your request.

You have the right to know of all uses or disclosures we make with your health
information beyond the above normal uses. As we wiil need to contact you from time to
time, we will nse whatever address or telephone number you prefer.

You have the right to transfer copies of your health information to another practice.
We will mail your files upon request. You have the right to see and receive a copy of
vour health information with a few exceptions. Give us a written request regarding the
information you need. If you also want a copy of your records, we may charge you a
reasonable fee for the copies.

You may file a complaint with the Dept. of Health & Human Services, at #200
Independence Avenue, S.W., Room 509-F Washington D.C. 20201: contact Privacy
Officer @ 123-456-7890. This notice is in effect as of Apnil 14, 2003.

Acknowledgement: I have reviewed a copy of this Notice of Privacy Practices for the
office of Harvey 1. Sherman, D.D.S., P.A.

Print Name Sien Name Date



