W

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this &/orm

completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.
Patient #
. - SS#/SIN
Patient Information (coxrmenTiA Date
Name Birthdate Home Phone __
Address City Tg’f'%.e/ ZPl%
Email Cell Phone
Check Appropriate Box: [ Minor ~ [ Single [ Married U Divorced O Widowed [ Separated
State/ Full Part
If Student, Name of School/College City Prov. O Time O Time
Patient or Parent/Guardian’s Employer Work Phone :
Address City ?’trge.e/ ZPII%
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party .
elationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office? [ Yes O No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ Cash O Personal Check Credit Card O VISA [ MasterCard

Insurance Information

O I'wish to discuss the office’s payment policy.

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/
Address of Employer City Prov. PC.
Insurance Company _Group # Policy/ID #

State/ Zip/
Ins. Co. Address City Prov. PC

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

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes O No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Zli;a/
Address of Employer City Prov. ’C
Insurance Company Group # Policy/ID #
State/ ZPip/
Ins. Co. Address City Prov. i

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

Over Please

Max. annual benefit



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment NOW? .............cc.cccccevonricrveicnnnae 28 10. Are you wearing contdct lenses?............c.ccccouvcvcrinnicnnnn, a5 8
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... = = Local Anesthetics (e.g. NOVOCAIN) .........cccvcvrenrernnvinisrens L]
If yes, please explain Penicillin or any other Antibiotics ..............cccccccvvveunn. £l L
Sulfa Drugs ]
3. Are you taking any medication(s) Basbiturates. ... .. ... ... B[
including non-prescription medicine? ..............cccccccceveveercnsonnias e L Sedatbes.. ... .. .. ... . & 8
If yes, what medication(s) are you taking? ledine. . = ... ... . . . =2 B
ASpiifl oo e L]
4. Have you ever taken Fen-Phen/Redux? ............cccccovvnivniirsiencnnn. =l B Any Metals (e.g. nickel, mercury, €tc.)........ccccccoricvriunrires [ [l
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer lalexRubber. ... . . O ]
medications containing bisphosphonates?...........cc.ccooccouevvcrionnes Bl b Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
mithelast24hours? .. . B 5 associated with a known illness (lasting more than 3 weeks)?... [1 [
7. Do you use tobacco? ....................... U 13. Women Only:
8. Do you use controlled SUDSEANCES? ............cccccvivviviioiriiriiiiniciriirins Bl f a) Are you pregnant or think you may be pregnant?........ EL [
e DAryoumuning?.. .. o =5oe
2 Doph s o i myos s oy il foloving: ©) Are you taking oral contraceptives?............c....c.o....... B L
Yes No Yes No No
High Blood Pressure....................... Ll B Hedrt DiSEase .............ooovveevrrianeeion. B2 E L]
Hemrbdliack. ..o oo Ll [ Cardiac Pacemake ....................... 3 ]
Rheumatic Fever .... Bkl Heart Murmur EE L
SwollenAnkles. o o B s 1 [1 .  HayFever/Allergies. i o = oaE
Fainting / SEizures ............c.covuvvvuene TR Bl e s 1 [
Asthma B el Radiation Therapy... Bl L
Low Blood Pressure = [ Ll Gliitomd.. 55 d i Bl [
Epilepsy / Convulsions.................... £t [} E] RecentVWeightlos - -........0 o
Leukemia s mdosnnn o ] Bl S inerDilse . 5o o By L]
Didbetes i oo He Joint Replacement or Implant.......... e B Hearthrouble ..c.v.. oo B
Kidney Diseases e e Hepatitis / Jaundice..............cc........ bl Respiratory Problems....................... £ ]
AIDS or HIV Infection................... BB Sexually Transmitted Disease.......... B & Mitral Valve Prolapse....................... B3
Thyroid Problem oo B = Stomach Troubles / Ulcers.............. ] Other B =
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.......................... e [ 8. Do you have frequent headaches?..........cc.ccccccouvcuninnuc. BieE
2. Are your teeth sensitive to hot or cold liquids/foods?.................... BB 9. Do you clench or grind your teeth?............cco.ccocvreurecnnee. Ll
3. Are your teeth sensitive to sweet or sour liquids/foods? ................ Pl 10. Do you bite your lips or cheeks frequently? .................... B3
4. Do you feel pain to any of your teeth?.............ccccocveuvvninnencnne. Bk 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?............ [1 [ mithenaste e = e s &8
6. Have you had any head, neck or jaw injuries?.....................cc...... bk o] 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following followingediachions? ..o e B W
problems in your jaw? 13. Have you had any orthodontic treatment?... EE L]
Clfing, . B 14. Do you wear dentures or partials?............c.c..cccccevvruices =
Pain (oint, ear, side of face) ........ Bl If yes, date of placement
Difficulty in opening or closing £l 15. Have you ever received oral hygiene instructions
Difficiliyinchewing oo B regarding the care of your teeth and gums? ................... z 8
16. Doyoulikeyoursmile? ... ... El [

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

Patterson #051-1014



Hyde Park Dental
Frances Tran, D.M.D.

Patient Consent to the Use and Disclosure of Health Information
For Treatment, Pavment or Healthcare Operations

I understand that as part of my health care, the practice originates and maintains
paper and/or electronic records describing my health history, symptoms, examina-
tion, test results, diagnosis, treatment and any plans for future care or treatment. |
understand that this information serves as:

A basis for planning my care and treatment

A means of communication among the health professionals who contribute to
my care, such as referrals

A source of information for applying my diagnosis and treatment information
to my bill

A means by which a third-party payer can verify that services billed were actu-
ally provided

A tool for routine healthcare operations, such as assessing quality and review-
ing the competence of staff

I have been informed of the “Notice of Patient Privacy Practices” that pro-
vides a more complete description of information uses and disclosures and
will be given one upon request. I understand that [ have the following rights
and privileges:

The right to review “Notices” prior to acknowledging this consent

The right to restrict or revoke the use or disclosure of my health information
for other uses or purposes in writing to this office

The right to request restrictions as to how my health information may be used
or disclosed to carry out treatment, payment or healthcare options

950 South Tamiami Trail, Suite #105, Sarasota, FL 34236; Phone (941) 953-4044; Fax (941) 951-2535




Hyde Park Dental
Frances Tran, D.M.D.

Please tell us with whom we may discuss your/patient’s treatment, payment, or healthcare opera-
tion: Example: Spouse (name), children (names), relative (names), caregivers (names), etc.

Messages or Appointment Reminders: (Messages will be a non-sensitive nature, such as appointment
reminders)

May we leave a message at your home using doctor/practice name: Yes( )No ()

May we leave a message at your work using doctor/practice name: Yes( )No ()

May we leave a message on your cell phone using doctor/practice name: Yes () No ( )

May we leave a message on your email listed using doctor/practice name: Yes ( ) No ( )

Do not leave a message: ()

I understand that as part of treatment, payment, or healthcare operations, it may become necessary to disclose
health information to another entity, i.e. referrals to other health care providers. I consent to such disclosure
for these uses as permitted by law.

[ fully understand and accept/decline (please circle one) the information of this consent.:

Patient/Guardian Signature Patient name-Printed

*If other than the patient is signing, are you the legal guardian, custodian, or have Power of Attorney for this
patient, treatment, payment, or healthcare operations. Yes ( ) No ( )

Date
DATE INITIAL
DATE INITIAL
DATE INITIAL
For Office Use Only

( ) “Consent form” received and signed
() “Consent form” signature refused by patient
( ) “Consent form” placed in patient’s chart




Hyde Park Dental
Frances Tran, D.M.D.

CANCELLATION POLICY

We certainly understand that occasionally, circumstances arise that prevent patients from
keeping their appointments. It happens to the best of us! In the future, if you find it im-
possible to keep an appointment please give us 48 hours notice. With this notice, we can
reschedule your appointment and let another patient have the appointment that was origi-
nally reserved for you.

CANCELLATION POLICY: 48 HOUR NOTICE IS REQUIRED
1* missed appointment = no charge

2" missed appointment = $25 charge per hour reserved

3" missed appointment = please seek another dental office

We request this courtesy because it allows us to see our patients promptly. It also helps us
provide more efficient dental care for all our patients.

Thank you in advance for your cooperation. Having understanding patients enables us to
better serve the needs of all our patients.

Frances Tran, DMD & Staff

Date Signature
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