Patient Registration

Patient Information: All Information in this section is Required.

First Name: Last Name: Middle Initial:
Preferred Name: Gender: |:| Male |:| Female

Address: Address 2, e.g. PO Box:

City: ST: Zip Code:

Home Ph: Work Ph: Ext: Cell:

Best # to call for appt reminders?  [_] Home [] work [ cell [Jother:

Birth Date: Age: Social Security:

Drivers License: ST: Are you a full-time student? [_] Yes [_] No

Marital Status: [ _|Married [ |Single [ ]Divorced [ ]Separated [ ]Widowed
Email Address:
Would you like to receive correspondences via: [_|Email? [ _]Text Message to Cell?  [_]Both?

*|s the Patient the Responsible Party? [_]Yes [JNo **If NO, Responsible Party Information Must Be Completed

Responsible Party Information: All Information in this section is Required.

First Name: Last Name: Middle Initial:
Birth Date: Social Security:

Home Ph: Work Ph: Ext: Cell:

Relationship to Patient: [ |Parent  [_]Spouse [Jother:

Is the address the same as the patient? |:| Yes |:| No **|f No, put the Responsible Party Address Info Below
Address: Address 2, e.g. PO Box:

City: ST: Zip Code:

Insurance Information

Primary: If the Patient is NOT the Policy Holder: Relationship, Date of Birth and Social Security MUST be completed.

Name of Insured: Relationship to Patient;
If Insured is not the patient;  Date of Birth: Social Security:
Employer: Ins. Company:
Address: Group #:
City, ST & Zip: Patient ID #:

Secondary: If the Patient is NOT the Policy Holder: Relationship, Date of Birth and Social Security MUST be completed.

Name of Insured: Relationship to Patient:
If Insured is not the patient:  Date of Birth: Social Security:
Employer: Ins. Company:
Address: Group #:
City, ST & Zip: Patient ID #:
Patients Signature: Date:

Responsible Party Signature: Date:




Name:

G

aesthetic general dentistry

Brook Derenzy, DDS

Medical History

Date of Birth:

Although dental personnel primarily treat the area in and around your mouth, your mouth is part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?
Are you on a special diet?
Do you use tobacco?

Women: Are you

Pregnant/Trying to get pregnant? []Yes [INo

Are you allergic to any of the following?

[ Aspirin
[ other

AIDS/HIV Paositive
Alzheimer's Disease
Anaphylaxis
Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains

If yes,

Are you under a physician's care now? [] Yes []No
Have you ever been hospitalized or had a major operation? [] Yes []No

[ Yes [JNo
[ Yes CINo
[ ves [ONo
O Yes [ONo
O Yes [ONo

Do you use controlled substances? [] Yes [JNo

Taking oral contraceptives? []Yes [INo

If yes, pl explain:
If yes, please explain:
If yes, pl explain:

If yes, please explain:

Nursing? [JYes [No

Cold Sores/Fever Blisters [ Yes (] No
Congenital Heart Disorder[] Yes [ No

O Penicillin [ codeine O Acrylic CMetal O Latex [ Local Anesthetics
please explain:
Do you have, or have you had, any of the following?

dvesCOno | Cortisone Medicine [ves CONo | Hemophilia [ ves CINo | Renal Dialysis dves CONo
Ovyes[ONo | Diabetes Jvyes [ONo | Hepatitis A [ Yes [ONo | Rheumatic Fever [ ves [CONo
[dv¥es[INo | Drug Addiction [Jes [JNo | Hepatitis B or C [ Yes [INo | Rheumatism [ es [ONo
O ves COne Easily Winded Oves CINo Herpes [ ves I no Scarlet Fever [ ves CINe
[ ves (o Emphysema ves CINo High Blood Pressure [ ves OO no Shingles [ ves CIno
D Yes D No Epilepsy or Seizures D Yes D Mo Hives or Rash D Yes D Mo Sickle Cell Disease D Yes D MNo
[ ves Cno Excessive Bleeding [ ves [INo Hypoglycemia [ Yes CINo | sinus Trouble [ yes O no
|:| Yes |:| No Excessive Thirst |:| Yes |:| No Irregular Heartbeat |:| Yes |:|No Spina Bifida |:| Yes |:| No
vesCNo | Fainting Spells/Dizziness[_]Yes [JNo | Kidney Problems  []Yes [No | Stomach/intestinal Disease [] Yes [ No
[JvesCNo | Frequent Cough [Jves CINo | Leukemia dves CINo | stroke [ ves C o
[ ves CIno Frequent Diarrhea CJves Clo Liver Disease ves Clno Swelling of Limbs [ yes CIno
ves CINo Frequent Headaches ves Lo Low Blood Pressure [1ves Lo Thyroid Disease Yes LA No
|:| Yes |:| No Genital Herpes |:| Yes El No Lung Disease |:| Yes DND Tonsillitis |:| Yes El No
[dves CINo | Glaucoma [dves [INo | Mitral Valve Prolapse []Yes [INo | Tuberculosis [dves nNo
O ves O no Hay Fever O ves CINo Painin Jaw Joints  []Yes CINo Tumors or Growths Yes No
|:| Yes |:| No Heart Attack/Failure El Yes D No Parathyroid Disease |:| Yes |:| No Ulcers Yes No
Heart Murmur Oves ONo Psychiatric Care Oves Cno Venereal Disease Yes No
Heart Pace Maker [ ves Cno Radiation Treatments[] Yes CINo Yellow Jaundice Yes No

O ves Cne Heart Trouble/Disease [ ] Yes [INo Recent Weight Loss [] Yes [INo

Convulsions

Have you ever had any serious illness not listed above?

Comments:

Yes No If yes, please explain:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous
to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:




Dental History

PatientName: Dateof Birth:

How did you hearaboutour office?

WhenwasyourlastDental. . . .. Check-up ... X-rays: ... Cleaning
Whichtypeof toothbrushdoyouuse?. ............... [ Hard [ Medium [ soft [ Electric
How oftendoyou.. . ... Brushyourteeth: perday........ Floss perweek
Are YOUSENSItIVEIO . . ..ottt CHot Ccold [sweets

If Yes,what?

Rateyour smileonascaleof 1 to 10.
(Thehighestbeing10.)

Information below this line to be completed by Staff

BP: HR:

ORAL CANCER SCREENING:
Extra-Oral Examination:

TMJ: 1 2 3 4 5 6 7 8 9 10 PainScale
Temporalis: 1 2 3 4 5 6 7 8 9 10 PainScale
Masseters: 1 2 3 4 5 6 7 8 9 10 Pain Scale

Submandibular Nodes:

Submental Nodes:

Thyroid:

Cervical Nodes:

Vermillion borders:

Intra-Oral Examination:
Hard Palate:

Soft Palate:

Oropharynx:

Buccal Mucosa:

Tongue:

Gingiva:

Floor of Mouth:




All patients, please read the following...

Payment is due at the time treatment is providedsh, Visa and MasterCard are accepted. Personal
Checks are accepted upon office approval. Please sptasiur Office Manager, before you receive
treatment, if you are planning to pay by check.

If an extended payment plan is desired ask us abargCredit or Chase Health Advance. If treatment
requires multiple appointments, payment may be divided over the number of appointments. Please ask
about discounts available when full payment is made o treatment. A Financial Agreement, specific

to each patient, will be made bef@mey additional treatment is provided.

If you have dental insurance...

As a courtesy to our patients, we submit claimsést insurance carriers. Please understand any portion
you are asked to pay at the time of treatment isséimate based on the gesdébenefit information

provided to us by your insurance carrier and nagxatt amount or guarantee of your actual responsible
balance. Depending on the payment received froam insurance carrier, a statement for additional
payment may be sent to you and is due in 30 days.

For exact benefit information or questionggde contact your insurance carrier directly.

If you have any questions regarding payment or insurance, please feel free to ask.

| understand and agree that all treatment renderednyneependents or others assigned by me to my
account are charged directly to me. | further undedstam personally responsible for payment. If |
suspend or terminate care and treatment for @agon, fees for treatments rendered will be immediately
due and payable. Should the fees for treatmerbb@aid in accordance with the provisions herein,
reasonable attorney’s fees, plus applicable ieazharges and disbursements, allowances and costs
provided by law shall be included in the computattbthe amount due. If the account is in default and
turned over for collection, a collection fee may be added.

I understand that insurance is an agreement betmieeand the insurance company. | also understand
that the insurance company is the entity thatrdgtees the amount of coverage based on my plan, and
NOT the dentist.

Date:

Responsible Party Signature:

If you are signing as a personal representative of ttienpadescribe your relationship to the patient and
the source of your authority to sign this form:

Relationship to Patient:
Print Name:

Source of Authority:

1553 N Canal BLVD Ste. A Redmond, OR 97756 Phone: 541.923.2880 www.RedmondTeeth.com



Dear Valued Patient:

At Aesthetic General Dentistry we are determiteedhow each and every patient an outstanding
experience. We are seeing an unfortunate isereacancellations and no shows for appointments and
we wish we could figure out why.

It's always been our contention that your time isaflle. So we have one theory about scheduling, you
deserve our undivided attention. For this reasengdon't double-book like other practices and accept
drop-ins only in the event of an emergency.

When we schedule a dental visit, that time is yolirbelongs to you. So when cancellations happen,
sometimes as little as an hour ahead of time, wdikeelve have been stoagp for a very important
appointment, an appointment that has everything to do with your on-going dental health.

Of course flat tires, sick children and family emerxges do happen and we understand. But the cost of
needlessly missed appointments is borne by us allerhead, time, energy and eventually, in patient
fees.

Our staff has made a promise, professionally andpelly, to give you the concern, respect and care
that makes our office a comfortable and pleasant place to visit.

We ask our patients to give us 24 hours notice, fifiey cannot keep an appointment. We try very
hard to keep to our schedule and hope our patientsy, too. If the 24 notice is not upheld and there
is either a no show to the scheduled appointmenrt “less than” 24 hours notice then we may charge
your account $50.00 or request a deposit of 50% of your balance for your next appointment be paid
via credit card to reserve your next appointment.

Our feeling is this, your dental healthingportant and it deserves respect—yours and ours.

I have read and acknowledge the above statement.

Date:

Responsible Party Signature:

If you are signing as a personal representative of ttienpadescribe your relationship to the patient and
the source of your authority to sign this form:

Relationship to Patient:
Print Name:

Source of Authority:

1553 N Canal BLVD Ste. A Redmond, OR 97756 Phone: 541.923.2880 www.RedmondTeeth.com



AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient Name:
Date of Birth:

| authorize the professional office of my dentiamed above to release health information
identifying me (including if applicable, inforation about HIV infection or AIDS, information
about substance abuse treatment, and irgtom about mental health services) under the
following terms and conditions:

1. Detailed description of the information to be released.

2. Towhom may the information be released, names or classes of recipients.

3. The purposes for the release, if the authdioras initiated by the individual, it is
permissible to state “at the request of the individual” as the purpose, if desired by the
individual.

4. Expiration date or event relating to the individual or purpose for the release.

It is completely your decision whether or not to sign this authorization form. We cannot refuse to
treat you if you choose not to sign this authorization.

If you sign this authorization, you can revoke it fat€he only exception to your right to revoke
is if we have already acted in reliance uponatthorization. If you want to revoke your
authorization, send us a written or electron ndte¢eus that your authorization is revoked.
Send this note to the office contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often
has no legal duty to protect its confidentialitj. many cases, the recipient may re-disclose the
information as he/she wishes. Sometimatesor federal law changes this possibility.

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. |
AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN
THIS FORM.

Date:

Patient Signature:

If you are signing as a personal representative of the patient, describe your relationship to the
patient and the source of your authority to sign this form:

Relationship to Patient:
Print Name:

Source of Authority:

1553 N Canal BLVD Ste. A Redmond, OR 97756 Phone: 541.923.2880 www.RedmondTeeth.com



ACKNOWLEDGEMENT OF RECEIPT
| acknowledge that | received a copy of Brook Derenzy's Notice of Privacy Practices.
Patient Name:

Signature:

Date:

If you are signing as a personal representatitaepatient, describe your relationship to
the patient and the source of your authoritgigm this form, i.e. Power of Attorney.

Print Name:

Relationship to Patient:

Source of Authority:

1553 N Canal BLVD Ste. A Redmond, OR 97756 Phone: 541.923.2880 www.RedmondTeeth.com
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