Welcome to Indiana Family Dentistry, LLC
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Today's Date: / /

PATIENT NAME:
LAST FIRST ML

O Male OFemaIe

What you prefer to be called:
Birthdate: / / Age: SS#

Mailing Address:
' |
CITY STATE ZIP

| Home Phone#

Work Phone# Ext:
Other Phone# |
Email Address:

Referred by:

Employer: How Long?:__ |
| Employer’s Address: |
: ciTYy STATE ZIP
|

Occupation:

Status: O Minor O Single O Married O Divorced O Separated OWidowed

Spouse’s Name:
Do you have any family members that are current patients?
Oves Ono Name

Do you have children? O ves Ono How Many?

ACCOUNT INFO

Person uitimately responsible for account

Relation:

Name: ‘

‘ Billing Address:

Y STATE ZIP
SS#: ‘

‘ Drivers License#:

Work Phone#:

Payment method:

(O cash  ()cCheck

(O Credit Card-Enter card # above (If accepted)
‘ | hereby authorize assignment of my insurance rights and

benefits directly to the provider for services rendered. | fully
— understand | am solely responsible for any balance not paid by
Initials my insurance company (if offered at this office).

| ER

INFORMATION
(i INSURANCE INFO
" PRIMARY DENTAL INSURANCE |
Co. Name ‘
Address: ‘
ary STATE zIp
Phone#:

Insured’s SS#:

GI’OUp# (Plan, Local, or Policy#)

Insured’s Name:

Relation: Birthdate: / /

Insured’s Employer:

SECONDARY DENTAL INSURANCE

Co. Name
Address:

ary STATE P
Phone#:

Insured’s SS#:

Group# (Plan, Local, or Policy#)

Insured’s Name:

Relation:_ Birthdate: / /

Insured’s Employer: '

=

Who should we contact?: ‘

Relation:

Home Phone#:
Work Phone#: ‘

Who is your medical Doctor?:

M.D.’s Phonet#: |

PLEASE CONTINUE ON BACK >



5 ; B DENTAL INFORMATION
‘ Reason for today’s visit: () Exam (O Emergency (O Consultation

Are you in pain? (O No () Yes How Long?

Please indicate @ any of the following problems: '
(O Discomfort, clicking or popping in jaw O Lost/broken filling(s) QO Broken/chipped tooth

O Red, swollen or bleeding gums O Teeth grinding O Stained teeth

O Sensitive tooth, teeth or gums O Ringing in ears O Locking jaw

(O Bad breath O Blisters/sores in or around mouth

O Other(s):
Do you require pre-medication? (O Yes (O No (O Don't Know

Previous Dentist (—_ )

Name Phone#
Last Dental exam: / / Last Dental X-rays: /
Times per day you brush? Times per week you floss?

What type of tooth brush bristles do you use? (O soft (O Medium () Hard
How would you rate your smile? Worst 1 2 3 4 5 6 7 8 9 10 Best

(6 ) MEDICAL HISTORY

IF YOU HAVE OR (HAVE BEEN TOLD YOU HAVE) ANY OF THE FOLLOWING, PLEASE CIRCLE Y OR N. ‘
IF YES, PLEASE CIRCLE THE APPROPRIATE CONDITION. |

Chest Pains

Heart Attack / Stroke

Pacemaker / Artificial Valves
Congenital Heart Defect

Heart Disease

Mitral Valve Prolapse

Nephritis / Kidney Disease

Have you taken Bisphosphonates
Hepatitis B C D / Liver Disease
STD's Cancer / Tumor Do you Drink Alcohol
Diabetes / Hypoglycemia Frequent Sore Throat Cold Sores / Herpes / Shingles
Please list any other medical condition(s) you have or ever had: ‘

Epilepsy / Seizures / Fainting
Penicillin / Drug Allergy
Arthritis / Rheumatism
Headaches / Neck Pain
Glaucoma

Drug / Alcohol Treatment

Ulcer / Stomach / Irritable Bowel
Need Antibiotic b/f treatment
Radiation / Chemo / Therapy

Artificial Joints / Implants
TMJ / TMD / Jaw Problems
Asthma / Emphysema
Tuberculosis TB

Bleeding Problems
HIV / AIDS / ARC

High / Low Blood Pressure
Thyroid Conditions

Do You Smoke or Chew
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ARE YOU TAKING ANY OF THE FOLLOWING MEDICATIONS?

Pain Medication Y N Muscle Relaxers Y N Stimulants Y N
Blood Thinners Y N Tranquilizers Y N Insulin Y N
Others:

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?

Latex Y N Aspirin Y N Sulfa Y N
Penicillin / Amoxicillin Y N Dental Anesthetics Y N Other: ‘
FOR WOMEN:

Are you taking Birth Control Pills Y N Are you pregnant Y N Are you nursing Y N

INDIANA FAMILY DENTISTRY, LLC PATIENT CONSENT

The undersigned hereby authorizes the treating Dentists, employed by Indiana Family Dentistry, L.L.C. to take x-rays, study models, photographs, or perform any other
diagnostic measures as deemed appropriate and necessary, to make a thorough diagnosis. | also authorize the Doctor to perform any and all forms of treatment or therapy,
and dispense any medicaments or prescribe medications that may be indicated for my treatment or the treatment of my minor child or guardian based on his or her
professional diagnoses. | understand that the Doctor chooses and employs such Dental Assistants as deems fit, assuring they comply with the certification standards set forth
by the State of IN. I also understand the use of anesthetic agents embody certain risks.

Patient’s Name Patient’s Signature

Parent/Respansible Party's Signature Relationship to Patient

Signature Witnessed by

INSURANCE ASSIGNMENT:

ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize and request my insurance company to pay directly to the Doctor the amount due on my claim for services
rendered to me or my dependent. | further agree that should the amount be insufficient to cover the entire medical and surgical expense, | will be responsible for payment
of the difference; and if the nature of the disability be such that it is not covered by the policy, | will be responsible to the Doctor for payment of the entire bill.

Signed: Date: -




INDIANA FAMILY DENTISTRY, L.L.C.
WILLIAM C. HINE, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICE

You May Refuse To Sign This Acknowledgement*

I, , have received a copy of the
(Name of Patient/Parent)

Notice of Privacy Practices, for Indiana Family Dentistry, L.L.C.

(Please print your name or names of your minor children)

(Patient/Parents Signature)

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
O Communication barriers prohibited obtaining the acknowledgement

[J An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

C 2002 ADA
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use duplication or distribution of this form by any other party
requires the prior written approval of the ADA.

This form is educational only, does not constitute legal advice and covers only federal, not state law. (8/24/02)




INDIANA FAMILY DENTISTRY, L.L.C.

505 N. Green Street

Brownsburg, IN 46112

317-852-5999

HIPAA CONTACT CONSENT FOR PROTECTED HEALTH INFORMATION

I

, Date of Birth: |

, consent to the

disclosure of my Protected Health Information under HIPAA, which may include my name,
diagnoses, prognoses, test results, and the dates and descriptions of all treatment needed as well
as received, including all fees related to these services, to the person or persons listed below:

NAME

RELATIONSHIP

PHONE NUMBER

Please indicate with a check if we may leave messages pertaining to your Protected Health
Information on the following automated systems:

Answering Machine: Home Yes No

Answering Machine Work Yes No

Voicemail Home/Cell Yes No

Voicemail Work Yes No

E-mail. Yes No

Other Yes No

Printed Name of Patient Social Security Number

Patients Signature (Guardian, if Minor) Date

Witness (optional) Date







