Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we’ll be glad to help you.
We look forward to working with you in maintaining your dental health.
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Pafient Information

Name Soc. Sec. #

Last Name First Name Initeal
Address = -
City State Zip Home Phone —
Cell Phone Email = s =
Sex UM UF Age_ Birthdate 1 Single 1 Married 3 Widowed 1 Separated O Divorced
Patient Employed by Occupation = -_
Business Address Business Phone

Business Email

Whom may we thank tor referring you?
Notify in case of emergency

Cell Phone

Email

Home Phone

Business Phone

Primary Insurance

Person Responsible for Account .
Last Name

: F 'r':: :;»'a'ne indial
Relation to Patient _____ Birthdate Soc. Sec. # \
Address (if different from patient) Home Phone
City State Zip —
Cell Phone _ Email — //é‘
Person Responsible Employed by _ Occupation N
Business Address Business Phone_
Busingss Email __ — e
Insurance Company _ Phene
Insurance Address . —— >
Contract # Group # Subscriber # -~
Name of other dependents under this plan
Pharmacy . Phone a4 B %
T — - e —
~— Additional Insurance ,
Is patient covered by additional insurance? JYes U No
Subscriber Name Relation to Patient S Birthdate
Address (if different from patient) Soc. Sec. # R -
A\ ' City State Zip Home Phone ) 7
S Cell Phone = Email N
Subscriber Employed by Business Phone ’-‘
= ¥ Business Email —k L L :
/41, Insurance Company Phone
Insurance Address =
Contract # = Group #____ __ Subscriber#
o b Name of other dependents under this plan . S—
.§ Please complete both sides. y/ %
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Dental History

What would you like us to do today? Are you in dental discomfort today?

Former Dentist Address___

Dentist's Email _ - Phone

Dateof lastdentalcare Date of last x-rays . —
Check ( v ) yes or no if you have had problcms with any of the following:

Y JN Bad breath 'Y 1N Food collection between teeth 'Y J'N Periodontal treatment Q'Y O N Sensitivity to sweets
Y QN Bleeding gums QY QN Grnding or clenching teeth 'Y 11 N Sensitivity to cold LY J N Sensitivity when biting
Y N Chcking or popping jaw ~ J'Y 1 N Loose teeth or broken filings 'Y L N Sensitivity 1o hot QY U N Sores or growths in mouth
How often do you brush? Floss?

How do you feel about the appearance of yourteeth? - —

Do you wish your teeth were straighter? QY N Do you wish your teeth were whiter? Y N

Are you unhappy with any fillings, crowns or bridges? e

Have you ever experienced an adverse reaction during or in conjunction with a medlcal or dental procedure‘? JY aN
Other information about your dental health or previous treatment

— — e——— e —————— e ——— aa

s Sy T Medtcal Hlsfory

e e

Physician’s name
Date of last visit ___
It yes, describe =

Are you currently under physiciancare? 4Y UN | yes, describe
Have you ever had a blood transtusion? 1Y UN If yes, give approximate dates
Have you ever taken Fen-Phen/Redux? QY 4N

s ST Phone =
Have you had any serious illnesses or operations? UY N

Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didrone! and Boniva. 1Y O N
Do you smoke or use other tobacco/smokeless producls? (1Y LN Please circle af that apply: Cigaretes Cigars Vape Marijuana Chew Other
Waomen: Are you pregnant? LY UN  Nursing? Y QON  Taking birth control pills? Y ON

Check ( v ) yes or no whether you have had any of the following:

Y ON AIDSHIV Positive QY ON Cough. persistent dY N Jaw pain JY JN Shingles
Y AN Anaphylaxis dY UN Cough up blood dY AN Kidney disease or Y O N Shorness of breath
LY UN Anemia OY ON Diabetes malfunction 2 Y N Skin rash
OY AN Arhnitis, Rheumatism Y U N Epilepsy <Y AN Lver disease 2Y JN Spina Bifida
LY ON Arificial heartvalves  OY ON Fainting JY N Matenal allergies Y ON Stoke
QY ON Aificial joints JY QN Food allergies Jarex ool metal Ly AN Surgical implant
QY QN Asthma Y ON Glaucoma QY ON Miral vaive profapse JY ON Swelling of feel
Y AN Aopic (allergy prone) QY U N Headaches Y ON Nervous problems - . 24 anklles‘
QY AN Back problems QY ON Heart murmur AYON Pacemaker JY AN L‘g{mg{'}iﬁase or
QY UN Bloed disease JY N Heart problems Heart surgery g e
QY UN Cancer Desctibe Y UN Psychiatric care Y, R T o el
QY ON Chemical dependency = Y U N Hemophilia/ ) JY JN Rapid weight gain or loss JY UN Tonsillits !
LY ON Chemotherapy Abnormal bleeding Oy 0N Badidion lre'a R Uy UN Tuberculosis

aY adN Hemes JY O N Ulcer/Colitis

Y ON Circulatory problems
ayY AN Corisone treatments

Y O N Respiratory disease

JY ON Hepattis 2
Y AN Rheumatic/Scarlet lever

OY ON High blood pressure
Are you currently taking any medications? Il yes, list all: Do you have any drug allergies? If yes, list all:

Y JN Venereal disease

S — e ——
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| have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. | understand that this information
will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical status,
| will inform the dentist.

| authorize the insurance company indicated an this form to pay to the dentist all insurance benefits otherwise payable to me for
services rendered. | authorize the use of this signature on all insurance submissions.,

I authorize the dentist to release all information necessary to secure the payment of benefits. | understand that | am financially
responsible for all charges whether or not paid by insurance.

Signature = Date

Payment is due in full at time of treatment. unless prior arrangements have been approved.
CSmanPractiee™ Al ights reserved RE0507 A




Mark D. Pabst, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May refuse to sign This Acknowledgement**

, 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 acknowledgement could not be obtained because:

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

Other (Please Specify)
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AUTHORIZATION TO RELEASE HEALTH INFORMATION

Conmunications berween Patients and their Families, Friends, or Caregivers

This formallows Db Mot Fabsh ‘ to communicate information

: (Nameof Practice) T 2
about your care(e.g., appointments, labs, medication, treatment plans, billing information) to you and

those you list on this form. Signing this form is optional, is not required to receive treatment, and does
not expire until you end it in writing.

Patient Name:
: (Last (First) (Middie Tnitlal)
Date of Birth; Main Contact Number: { )
mmiddfyyyy 0O Home 0O Cell* 0 Work
Mailing Address:
(Strest)
(Ciy) (State) (Zip)
COMMUNICATING WITH YOU
PHONE DETAILED MESSAGES PERMITTED
‘ %Mm’n Contact Numbey Above %ext (SMsS)* voicemail/answering machine 1 None
O Other:( ) % 4 2 : A
O text (SMS)* Oy I ring machine 00 None
O Home O Cell* O Work iy, 1 emalloering
EN %*
L All information from this practice O Data breach notifications
O Appointment information only (request/confirm/cancel) [ Billing/insurance information

COMMUNICATING WITH YOUR FAMILY, FRIENDS, OR CAREGIVERS

_ﬂ This practice may communicate to the family members, friends, or caregivers listed below.
A

Spouse/Partner: Other:
Flrstand Lasi Name First ond Last Name
Phone:f ) Phone: ( )
Email:* Email:*
Relationship:

Check the box next to each type-of information this practice may share.

O All information [J Prescriptions 00 Appointments (request/confirm/cancel) [J Billing/Insurance
0O Other: -

Do not include: .
U] Mental health records [J Communicable diseases (e.g., HIV/AIDS) O Alcohol/drug abuse treatment

read by a third party. I am willing to accept this risk.

This practice is not responsible for the privacy or security of your health information once it js sent to you, or

the recipient(s) listed above.

% I understand that emails and texts are not always secure ways to communicate and could be intercepted and
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YOUR PHOTOS & MULTIMEDIA

Photos/Images may be used/posted:
5 Photo received from you or personal representative [ In office el
[1 Photo taken by staff (e.g., pre/post procedure) [ On office’s website |
O Otﬁﬂ': [ Other:

PATIENT RIGHTS & SIGNATURE

\
Y

You can end this authorization at any time in writing. See our Notice' of Privacy Practices for
exceptions. A lermination will not apply to any releases of information that happen before we receive
a written termination from you.

The recipient of the information could use or release it in a way that federal or state laws do not protect.
This practice is not responsible for the privacy or security of your health information after it is sentto
those listed on this authorization.

You can review or copy the information that will be used or released as described in this authorization.
You do not have to sign this authorization to receive treatment from this practice,

You understand that the information that will be used or released might include a communicable

disease diagnosis such as HIV or a diagnosis related to mental health or substance abuse unless you
exclude it above.

All changes or updates to this form must be made in writing and signed by you (patient) or your
personal representative. Minor edits (e.g., new phone number) can be made on this form, initialed, and

_dated instead of requiring a new form.’

/ Patient/Personnl Representative Signnture Daste: mm/ddiyyvy

Printed name and description of Personal Representative’s authority (e.g., healthcare power of attorney)

(Attach documentation to support the-personal representative’s authority if not already on file with the praclice)

FOR OFFICE USE & REFERENCE ONLY

O

This authorization has been terminated:
matiddyyyy
The termination must be in writing and filed with the original authorization.

Date original signed authorization received:

mmiddlyyyy
[ Copy-of original authorization provided to patient/personal representative (check if yes)

Notes:

It is recommended that the practice review this form with the patient or their personal representative periodically
for changes (e.g., annually with insurance verification). ‘ *
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