oral health. Please fill ont this
form completely. The better we com-

municate, the better we can care for youn.
i

The benefits of a happy, healthy
smile are immeasurable! Our goal is to
help you reach and maintain maximum

Today's Date:
E-moil Address: Dental Coverage: [ Yes [] No
Name: - - “ ———— Insuronce Co. Nome:
| prefer o be called: | Male [ Female Insurance Co. Address:
Batinkie: ) e 55 & Insurance Co. Phone # | ]
Home Address: Group & [Plan, Local or Policy #):
AFLICONDO &
- Insured’s Name: Relation:
oy STAZE o
[ Single [] Married [ Divorced | Widowed [ Separated Insured's Birthdate: __/  /  Insured's ID #:
Hm # ( } Pager / Cell & Insured's Employer:
Wk # ) Ext __ DL# Secondary
Emplayer: Dental Coverage: [ Yes L] No
i ; Insurance Co. Nome:
How long there? Oceupation: I b
Where & when are best fimes o reach you? I'If:ltl'ﬂl'l..E o e
Whom may we Thank for referring you? Insurance Co. Phone &: |
Other family members seen by us: Group # (Plan, Local or Policy #);
Frﬁﬁ?‘lﬁ' ,"':“I:'iresenl Denlist: Insured’s Nome: Relation:
Last Visit Date: Insured's Birthdote: [/ Insured'siD#:
. e M N i e N O N e o e e M W e
_ Insured's Employer:
h S e U e o e e
SPOUSE INFORMATION g . )
. In the event of an emergency, is there someone
His / Her Name: who lives near you that we should contact?
Employer: His / Her Mome: Relation:
Wkl ) Bt SS# Wk () Hmi: ()
Birthdate: __/ /  Driver's License #:
r s o
Person Responsible for Account: ) MEDICAL HISTORY
Wk () Bxt___Hm#& ([ ) Do you have a personal physician? [ Yes [ No
Billing Address: Physician's Name:
Rel 56 4 Phone #: ( ) Date of lask visik:
> Are you currently under the care of a physician? = Yes E No
Employer: DL #: Please explain:

CONTINUED ON BACK



MEDICAL HISTORY continued

Your current physical health ist | Good [ Fair [ ¢
Are you taking any prescription/

over-the-counter or herbal supplement drugs?
Please list each one:

[l

Have you ever loken Fosomax, or any other bisphosphonate?
Have you ever laken Phen-fen?

For Women: Are you using o prescribed method of bicheontrol? - (1100
Are you pregnant? [ ] Ne Week #:

Are you nursing? | L No
B W W, S W, S W, W N S M O N, S N, S W O W N W

(1

N Abnormal Bleeding N Hepatifis
N Alcohol / Drug Abuse " Herpes / Fever Blisters
N Anemia N Blood Pressure
I Arhrifis N HIV* [ AIDS
N Arifciol Bones / Joints /Valves N Hospitolized for Any Reoson
N Asthma N Kidney Pmblﬂmw
N Blood Transfusion M Liver Diseose
N Cancer /Chemotherapy N Low Blood Pressure
N Colitis M Mitral Vialve Prolapse
N Congenital Heort Defect M Pacemaker
N Diabetes ' Psychiatric Problems
! Difficulty Breathing " Radiation Treatment
N M Rheumatic / Scarlet Fever
N M Seizures
M Fainting Spells " Shingles
M Frequent Heodaches " Sickle Cell Disease / Traits
N Glaveoma M Sinus Problems
M Hay Fever M Stroke
N Heart Attack " Thyroid Problems
M Heart Murmur N Tubsrculosis [T8)
N Heart Surgery N Uleers
N Hemophilio N Venereol Disease

Please list any serious medical condition(s) that you have ever had:

N ﬁ.’rp;'l'iﬂ M El}"l'l.l’ﬂ'l'l".l’(h M Ml’
N Codeine N Jewelry M Penicillin
M Dental Anesthetics M latex N Tetrocycline

Please list any other drugs/materials that you are allergic to:

~ DinnaiHistory
Why have you come to the dentist today?

Do you require anfibiofics before denial treatment? OYes ONo
Are you currently in pain? [ /=< = No Do your gums ever bleed? 11 1: 1o
Have you ever had a serious / difficult problem associated

with any previous dental work? o 2 No
Do you now or have you ever experienced pain /

discomfort in your jaw joint (TMJ / TMD? ElYes ENo
Your current dental healthis: 0 Good  CFRir
Do you like your smile? DYes B

Would you like whiter feeth? (= /=« " No  Fresher breath? 2 No
How many times o week do you floss? aday do you brush? _____
Type of brises? Ot  DOMedum OF

Do you smoke or use lobacco in any other form? @Yes ©No

N

0 understand that the information that | have
given today is correct to the best of my
knowledge. | also understand that this information
will be held in the strictest contidence and it is my
responsibility to inform this office of any changes in my
medical status. orize the dental staff to per

Signature Date

B W W W e e N O W e N e O e W e W W e W o W o W W W W W Wy

b

If this office occepls insurance, | understond that | am responsible for
B payment of services rendered ond also responsible for paying amy co-
4 payment ond deductibles that my insurance does not cover,

Signature Date

Our affice is HIPAA Compliant and cemmitted to meeting or exceeding the

standards of infection contral mandated by OSHA, the COC and the ADA.

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OI'FICE USE ONLY OFFICE USE ONLY

Doctor’'s Comments:

MEDICAL HISTORY UPDATE
1. Date: Comments: Signature:
2. Date: Comments: Signature:
3. Date: Comments: Signature:




Financial-Cancellation Policy

Payment is expected as services are rendered. If you are covered by insurance,
we expect deductibles and co-payments on the date of service.

For those patients who are covered by private insurance, we are happy to extend
to you the courtesy of billing your insurance company for you.

However, in order to provide this service to you, we must have complete
insurance information and confirmation of your coverage. It isyour responsibility to fill
out the necessary forms that give us al the insurance information required. If this
information is not provided to usin atimely manner, we will be unable to bill your
insurance company for you and you will be expected to pay in full for services rendered.

After confirmation of your insurance coverage, you will be expected to meet your
deductible and pay your percentage, and any that is not covered by your insurance.
Anything not covered by your insurance is expected to be paid for at the time of service.

It isimportant for you to know that if we have not received payment from your
insurance company within 60 days of billing them, the balance becomes your
responsibility. The insurance agreement is between you and your insurance company,
and you will be expected to deal with your insurance company directly if a problem
should arise.

We expect al balances to be cleared in less than 60 days. Accordingly, there will
be a service charge of 1.5% per month for all accounts with unpaid balances exceeding
60 days.

| fully understand that | will be charged $45.00 per %2 hour of an appointment
time for cancellations without 48-hour (2 working days) notice or failing an
appointment.
(initial)

Should this account become past due, | agree to pay any reasonable collection
agency or legal fees necessary to collect on this account.

Signature Date




Gregg Trent, DDS Notice of Privacy Practices

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

At Dr. Trent’s practice, we have always kept your health information secure and confidential. A new law
requires us to continue maintaining your privacy, to give you this notice and to follow the terms of this
notice.

The law permits us to use or disclose your health information to those involved in your treatment. For
example, a review of your file by a specialist doctor whom we may involve in your care.

We may use or disclose your health information for payment of your services. For example, we may send
a report of your progress to your insurance company.

We may use or disclose your health information for our normal healthcare operations. For example, one
of our staff will enter your information into our computer.

We may share your medical information with our business associates, such as a billing service. We have
a written Contract with each business associate that requires them to protect your privacy.

We may use your information to contact you. For example, we may send newsletters or other
information. We may also want to call and remind you about your appointments. If you are not home,
we may 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 your health information when required by law.

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

Except as described above, this practice will not use or disclose your health information without prior
written authorization.

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

You have the right to know of any uses or disclosures we make with your health information beyond the
above normal uses.

As we will need to contact you from time to time, we will use 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 for you.

You have the right to see and receive a copy of your health information, with a few exceptions. Give us a
written request regarding the information you want to see. If you want a copy of your records, we may
charge you a reasonable fee for the copies.

You have the right to request an amendment or change to your health information. Give us your request
to make changes in writing. If you wish to include a statement in your file, please give it to us in writing.
We may or may not make the changes you request, but will be happy to include your statement in your
file. If we agree to an amendment or change, we will not remove nor alter earlier documents, but will add
new information.

You have the right to receive a copy of this notice.

If we change any of the details of this notice, we will notify you of the changes in writing.

You may file a complaint with the Department of Health and Human Services, 200 Independence Avenue,
S.W., Room 509F, and Washington, DC 20201. You will not be retaliated against for filing a complaint.
However, before filing a complaint, or for more information or assistance regarding your health
information privacy, please contact our Privacy Officer, Jodie Chisholm at (408) 358-2161.

This notice goes into effect as of June 15, 2006.

Acknowledgement
I have received a copy of the Notice of Privacy Practices. Date

Signed Print Name

If signing as a parent or guardian, please note the name of the patient.






