PASU! FAMILY DENTISTRY

Patient Registration

First Name: Last Name:

Date of Birth: SSN:

Mailing Address:

City State Zip

Home Phone: Celf Phone:

Responsible Party (ONLY COMPLETE IF SOMEONE OTHER THAN PATIENT)

First Name: Last Name

Date of Birth: SSN:

Mailing Address:

Home Phone: Cell Phone:

Insurance Information: (if we have already obtained this information from you, you may skip this
section)

Name of policyhoider:

Relationship to patient:

Policyholder SSN: Insured Date of Birth:

Employer:

Please let our Patient Coordinator know if you have secondary coverage

EMAIL ADDRESS:




PASUI FAMILY DENTISTRY

Consent for Treatment

| give this practice, , My consent to use or
disclose my protected health information to carry out my treatment, to obtain
payment from insurance companies, and for healthcare operations like quality
reviews. | have been informed that | may review the practice’s Notice of Privacy
Practices before signing this consent. | understand that this practice has the right
to change their privacy practices and | may obtain any revised notices at the
practice. | understand that | have the right to request a restriction of how my
protected health information is used. However, I also understand that the
practice is not required to agree to the request. If the practice agrees to my
requested restriction, they must follow the restriction(s}. | also understand that |
may revoke this consent at any time by making a request in writing, except for
information already used or disclosed.

Signature: Date:

{Patient, parent, or legal guardian)

If signed by patient representative, state relationship to patient




PASUI FAMILY DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement®*

l, have received a copy of
this office’s Notice of Privacy Practices.

{Please Print Name)

(Signature)

{Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowladgement could not be obtained hecause:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An Emergency situation prevented us from obtaining the acknowledgement,

Other (Please Specify)




Time &:55 AM Pasui Family Bentistry Date 12/30/2018
Eagicseft Medical Fastory
Pafisnt Mamea: Birth Data: . Uaiz= Created:

Alhough dental persornel primariy treat fhe area i and around your mouth, your mouth is 2 part of your entire hody, Healh problems thet you may have, or medication that your may be
taking, could have an InporEnt imtenelationship with the dentisiry you will tecefve. Thank you for answering the folawing questons.

Anayou snder 3 physician's care now? CQves Ono Ifyss i

Haveyou ever been haspitalized orhsd a major operation?  (Myes i Ifyes |

Hawe you ever had a serigys bead or neck injury? Oves DONo Ifyes |

Areyou telking any medications, pills, ordrugs? Oives OiNo IFyes |

Do you take, or heve you tken, PFhen-Fan ar Redin? Oves Oho Ifyes

Have you aver tzken Fasamax, Beniva, Actonsl or ary othsr e No If yms

medications containing b’fwbwghanaés? Oves O ! t

Areyou on a spedal diet? Oves ONe

Do youuse iobaco? Tives QMo

Do you s controlled sebstancas? Oves OiNe IFyas
Women: Ate you,,.

] PregnantyfTrying to gt pregrent? [MNursing? [CITaking ol conmraceptives?

Are you allergic to any of the folowing?

[TJaspirin [Jrenicilin [Jcodsine [Jaciic

DMEﬁﬂ DLEt&K Dﬂﬁﬁsbmgs Di.oca!ﬁnﬁtheﬁﬁ

Other? | yes |

Dayuul-mve,nrhav_eyauhad,aﬁfofﬂ\efblwving?.

AIDS/HIV Positive Oifes ONo | CortizonsMedidne Ofes Qo |Hemophilz Cves ONe  |RadistionTreatments Otes O
Alzheimer's Disease Crves OINo | Disbetss OiYes OnNag  |Hepatitis A Oves ONe  |RecentWeightloss Qres JOo
Anapinplads QOves {OMo | DrugAddiction Cives (Oino  {HepatitisBarC Oxves OiMo | Rensi Dialysis Cives Oo
Anemla Oves Omo  fEesibywinded Oves ONo  |Hemps Oves Gio  |Rheumatic Fever Cives O
Angina Ortes (N | Emphiysems OYes Mo |High Blood Pressure Oves Oibe  |Rheumatism QOtes {ito
ArthiitisfGout OYes {JMNa |Epilepsyor Selzures {OYes (Mo }High Cholestercl Oves ONo | Scarlet Fever CYes Mo
Ardificiz]l ReartValve OYes DR |Bwessvedleedng OYes (ONe  {Hivez orRash OYas CONo  |Shingles Qtes Tilo
&rtifidal Jaint OYes OiNo | BxcessiveThirst Ovar Ono | Hypoghyesmia OYes Mo |SitklaCell Diseme Oves Ono
Astima Dves (ONe |FaintingSpellsfDiginess (OYes (Ne | IregularHearthear Otes OMNo | Sines Trosble Ores Orie
Elond Disesse Oives Mg |Frequant Cough DYas OiNe | KGdaey Problame Oves (UMe [ Spina Bifids Oves Cide
Blood Teansfusion Oves ONe | Frequentbiarrhea ¥es [DNo  |Levksmiz Cires Owno jStomach/Intesting! Diseme  (Cives (OiNo
_Breathing Problems Oives CiNg | FrequentHeadadhes Oives Mo |LiverDisesse Cives (OiNg | Stroks Over QMo
Bruls=Easlly Oives (ONo | Ganitzl Harpes {Oves ONo  |LowBlood Prassure Ovyes ONo  |Swelling ofLimbs OYes Owno
Cancer OvYes OnNe | Glzvesa Oives Ono  |LungDisezse Cves (ONe  |Thyrold Disessa QOves ONo
Chemaotherapy Ofes ONo | Hay Fever Oves Owe | Mitral valve Praiapse Oves One  |Tonsilliis Cives ORo
ChestPains Otes Cino | HemrtastadiiFellure {OYes (Mo | Ostesporosis Ores Oo | Tuberculosis Oves Cilo
- Cold SoresfFeverBlisies Cives (OMe | Haset Murmur Oifes (ONo | Pain indaw Joinks OiYes OMo  {Tumors orGrowths Otes Owe
LConganitel Heart Disorder {Oves (ONo | He=rt Pacamaker {D¥as (DONo  |Parathyrsid Dismse Oives ONo  {Uicers O tes CiNo
Convulsions OvYes {ONo |HesrtTroubie/Dissase Oites One | PeydilatricCare Cives (Mo |Venereal Disease Ofes Oido

Yelfow Japndice Oes Oo

Haveyou ever had any serfous lliness notlisted above? Crves OiNo Fyes |

Comm=ntst

. To the best of my kwowledge, the questions on this form have been saarately awwered, I undersiand that providing incorrect informaSian @i be dangerous to my (or patient's} health. Itis my
ressponsibilily to Tdiorm the dentz! office of any changes in medical szius. :

Signature of Patient, Farentor Giuerdan:

x Date:

— — - 5 -



PASUI FAMILY DENTISTRY

**Important Information for Qur Patients**
Dental Insurance

We wilt gladly assist you with your dental insurance plan. To help us assist you in determining
your maximum benefit, please bring your insurance card to your visit, Most plans cover only a portion of
the dental fee, therefore as a courtesy to our patients we will file your primary insurance for you but we
ask that you pay tha non-coverad balance at the time of service unless prior arrangements have been
made. If your insurance company has not paid within 60 days you will be billed for the unpaid balance
and payment in full will b& expected ai this time. We recommend you become directly invoived in
communication with your insurance company in order to expedite payment.

Payment Options

+ We accept all major credit cards, Care Credit, money order, cash, or personal check.
» A convenient interest free payment plan through an outside financial institution.
Appointments

In order to allow the best possible care for cur patients, we reserve a specific time just for you
and make every effort to see you as scheduled. We appreciate your promptness and your consideration
in not changing your scheduled time. However, if you need to change your appointment a 24-hour
notice is expected.

Patient Agreement

e [ understand that my insurance policy is an agreemant between the insurance company and me,
therefore | am ultimately responsible for all fees incurred for my dental treatment regardless of
payment or denial of my insurance claims by my insurance company.

¢ | authorize Insurance payment directly to Pasui Family Dentistry.

e [ authorize the release of necessary information to my insurance company to determine liability for
payment and to obtain reimbursement for any claims.

e If this account is assigned to an attorney or collection agency, | agree to be responsible for any
attorney fees, collection fees, and court cost incurred.

Signature: Date:




