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Paul S. Kozy, D.D.S
  Bridget Kozy Snyder, D.D.S - Jacqueline Kozy Baither, D.D.S
3349 Executive Parkway Ste F
419-578-2380               
  www.kozydentalcare.com

Patient Name 





Today’ Date _________________________
Soc. Sec# __________________ Sex (circle one):    M    F   Date of Birth _____________

Single        Married        Widowed        Divorced         Separated                 

Street Address












City






State


 Zip Code


Home Phone



 Cell Phone 


 Email___________________
Patient Employed By ____________________________Position__________________________
In case of emergency, whom do we notify? 


Phone #



How did you hear about our office?  (circle  one)
Insurance Website   Google   Kozy Dental Care website   phonebook   or Friend ___________

Have you reviewed our website at www.kozydentalcare.com? …YES    NO

Who will pay for this account?





Previous Dentist ___________________________ Why did you leave ?___________________
Chief Complaint  (Why are you seeking care?) ​​​​​​​​​​​​








Medical History:
1. Do you have or have you had any of the following?

a.  Artificial Heart Valve
YES   NO

b. Infective Endocarditis
YES   NO

c. Heart Disease or Heart Attack, Explain?
YES   NO

d. Heart or Coronary Stent, When?
YES   NO

e. Irregular Heart Beat
YES   NO

f. Pace maker 
YES   NO

g. Unrepaired Congenital Heart Disease 
YES   NO

h. High Blood Pressure
YES   NO

i. Chest Pains or Angina 
YES   NO

j. Stroke 
YES   NO
Any other heart problems ? Please Explain







k. Artificial joint, when?
YES   NO

l. Hepatitis/ Liver Disease
YES   NO

m. Tuberculosis
YES   NO

n. Thyroid Disease
YES   NO

o. Kidney Disease 
YES   NO

p. Diabetes, Type?
YES   NO
If Yes, Is your blood sugar well controlled?
YES   NO

q. Asthma or Emphysema
YES   NO

r. HIV or other immunosuppressive disease 
YES   NO

s. Radiation or Cancer Therapy 
YES   NO

t. Osteopenia, Osteoporosis, Paget’s Disease of the Bone, Multiple 
Myeloma, or other bone cancer
YES   NO

u. Any disorder treated with oral or I.V. bisphosphonates (such as 
Fosamax ® or Zometa ®)
YES   NO

v. Heart Burn or Acid Reflux
YES   NO

w. Arthritis
YES   NO

x. Epilepsy, Seizures, or Convulsions
YES   NO
y. Difficulties in Hearing or Eye Disease
YES   NO

z. Psychiatric or Nervous Disorders
YES   NO

aa. Severe Headaches 
YES   NO

ab. Sinus Problems, Allergies, Hay Fever 
YES   NO

2. Do you have or have you had any other disease, condition, or problem not listed here?

3. Have you ever been hospitalized?

4. Do you take “pre-medication” antibiotics prior to dental treatment? If yes, for what reason?

5. Have you had excessive or prolonged bleeding requiring special treatment?

6. Have you had an allergic reaction or adverse effect to any of the following?

a. Penicillin
YES   NO

b. Codeine
YES   NO

c.  Aspirin
YES   NO

d.  Anesthetic
YES   NO

e. Other (please specify)









7. Are you currently pregnant or nursing? Estimated Date of Delivery?



8. Do you smoke or use smokeless tobacco? If yes, packs per day?
YES   NO
9. Are you dependant on alcohol? 
YES   NO
10. How often do you have dental checkups?

  Date of last exam 



11. Have you had poor experiences with dental treatment?
YES   NO



If yes, please explain









12. Please rate your anxiety level about dental treatment: Circle answer, 

Not Anxious at all, 0…..1…..2…..3…..4…..5 Extremely Anxious about treatment

13. How are you most comfortable with dental treatment? Please check the box (es) that best apply. 
· I rarely need to be “numbed-up”

· I prefer to be “numbed-up” for all procedures

· I prefer to be “put to sleep” with an I.V. for major procedures

· I prefer to be “put to sleep”  with an I.V. for all procedures

14. Do you have a history of problems with local anesthesia or problems “getting numb”? YES  NO

If yes, please explain_____________________________________________

15. Are you currently under the care of a physician?
YES   NO


When were you last seen?










Why were you seeking care? 










Name of physician












Street Address












City 





 State



 Zip Code

 

Phone number______________________​_
Any other Specialists: ________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

16. Are you currently taking ANY medications? (Such as antibiotics, heart medicine, birth control pills…etc.)

	Trade Name
	Generic Name
	Dose/Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I have reviewed the information I have provided, and to the best of my knowledge, it is correct and complete.

Patient/Guardian signature






Date:




INSURANCE AGREEMENT

As a courtesy, we file your dental insurance claims for you.  However, it is your responsible to be

 Aware of the correct active dental coverage for yourself, your spouse, and any dependents before your arrive at our office.  His includes being aware of services that may or may not be covered by your plan, all active members, and benefit breakdowns.

Please be ready to present us with your current active dental coverage for yourself and all family members covered under your policy.  We also ask that you notify our office immediately of any changes to your dental coverage, including change in carriers, policy cancellation, and addition/subtraction of spouse and/or dependents.  Failure to do so may result in unpaid claims which become the responsibility of the patient.
DENTAL INSURANCE
Name of insured 










 

You are (circle one):
 insured party
spouse
dependent
Social Security ___________________   DOB____________________________
Primary Insurance Company: 









Insurance Company Address: 










Insurance Company Phone: 









Employer: 












Employer’s Phone: 




 Group #: 






Group Name: 












If you have secondary insurance:

Name of insured 










 

You are (circle one):
 insured party
spouse
dependent
Social Security ___________________   DOB____________________________
Secondary Insurance Company: 









Insurance Company Address: 










Insurance Company Phone: 









Employer: 












Employer’s Phone: 




 Group #: 






Group Name: 











FINANCIAL RESPONSIBILITY AGREEMENT
I, 





 understand that I am responsible to pay my  

Financial obligation in full by completion date if there is no insurance involved. 

If insurance exists, we will estimate your co-pay. Payment is due at time of treatment.

If for some reason I am unable to pay this obligation in full when balance is due, I will 

be held accountable for all late fees, collection fees, interest or finance charges, etc. 

that may accrue.

Patient Signature



_________         Date: ____________________         
Paul S. Kozy, D.D.S

Bridget Kozy Snyder, D.D.S
Jacqueline Kozy Baither D.D.S
General, Reconstructive and Cosmetic Dentistry
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name: 













Address: 












Telephone: 



  E-mail: 







Patient #: 


 Social Security#: 









SECTION B: TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters about your protected health information. A copy of our Notice is attached on the clipboard. We encourage you to read it carefully and completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 
Paul S. Kozy, D.D.S, Bridget Kozy Snyder, D.D.S and Jacqueline Kozy Baither D.D.S
3349 Executive Parkway Suite F
Toledo, OH 43606 or 2271 S. Byrne Rd Toledo, OH 43614
Phone (419) 578-2380
Fax (419) 578-2381

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or continue treating you if you revoke this Consent.

SIGNATURE
I, 





, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature: 





 Date: 






If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name: 










Relationship to Patient: 











Cancellation Policy
Our office believes that your time is as valuable to you as ours is to us. An appointment on our schedule is an agreement that we will be here to serve the patient, and in turn, the patient will be present and on time for treatment. 

Kozy Dentalcare requires a 24-hour notice for cancellation of appointments. We reserve the right to charge a fee for appointments cancelled with less than 24-hours' notice. Our office does not allow more than three short notice cancellations or missed appointments. After three missed appointments, we reserve the right to terminate the relationship.

In order to avoid procuring any expense, we encourage all of our patients to call with as much notice as possible to reschedule appointments.

I 





 have read and understand the cancellation policy


(print patient name)











​



Patient Signature 



 Date

*copy of cancellation policy provided upon request
Photo Agreement

The use of photographs is essential to the planning and evaluation of Dental or reconstructive surgery. Your surgery has been photographically documented before, possibly during, and now after the procedure. These photographs are a permanent part of your medical record and will never be shown to anyone else without your consent.

For various reasons, Paul S. Kozy, D.D.S., Bridget Kozy Snyder, D.D.S and Jacqueline Kozy Baither D.D.S. are often asked to show before and after photos of patients. Many patients, happy with results have given permission to use their photos. We now ask that you do so as well. Please either authorize or deny use of your dental procedure photos for use in educational, web, and brochure circumstances.

**Signing this document gives the office permission to use the 
photos  of the patient for various Medias.**
Patient name: 







Patient signature:






Date:




Witness signature: 






Date:



