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.

Alt. Phone ( )
SSMHIC/Patient ID #

Last Name
Address

City

Sex[OM [IF Ags

Patient Employer/School

Employer/School Address

Middie Inilial

E-mail

State

Zp

[1 Married

O Widowed [ Single J Minor

[0 Separated [ JDivorced [JParineredfor _____ years

Occupation

Employer/School Phone (

Whom may we thank for refarring you?
In cass of emergency who should be notifled?

' Primary Insurance

Person Responsible for Account

Last Name
| Relation to Patient. Birthdate ID#/Soc. Sec. #

" Address (If differant from patient's) Phone ( )

4 City State Zip
Person Responsible Employed By Occupation
Business Addrass Business Phone (
Insurance Company
Contract # Group #
Names of other dependents covered under this plan

Is pal!am covered by additional insurance? [JYes [INo
1 Subscriber Name
Address (Il different from patient's)
City State
Subscriber Employed by Business Phone (
insurance Company. Soc. Sec. #
Contract # Group #
Names of cther dependents covered under this plan

Relation to Patlent

Subscriber #




Reason for Today's Visit
il Former Dentist
§ Addrass
Check ( ¢ ) if you have had problefns with any of the following:
[] Bad breath [ Grinding testh
[} Bleeding gums [ Loose teeth or broken fillings

1 Clicking or popping jJaw [ Periodontal treatment
{71 Food collection between testh ] Sensitivity to cold

Date of last dental care
Datis of last dental X-rays

L1 Sensitivity to hot

[ Sensttivity to sweets

] Sensitivity when biting

{1 Sores or growths In your mouth

How often do you brush?

Physician’s Name Date of Last Visit
Hava you ever used a bisphosphonate medication? Corhmon brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. [JYes [JNo

Have you ever taken any of the group of drugs collectively refarred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
hames of phentermine), Pondimin (fenfiuramine) and Redux (dexienfiuraming). [lYes [ No

3 Have you had any serious illnesses or operations? [JYes [No
Have you ever had a blood transfusion? [JYes [INo
(Women) Are you pregnant? [lYes [JNo

Check { v ) If you have or have had any of the following:
[ Anemia [ Cortisone Treatments
{0 Arthritis, Rheumatism {1 Cough, Persistant
[ Arifficial Heart Valves [ Cough up Blood
{1 Artificial Joints [] Diabetes

If yes, describe

If yes, give approximate dates
Nursing? [lYes [JNo Taking birth control pills? [JYes [JNo

] Scarlet Fever

[ Shortness of Breath
"] skin Rash

] Stroke

[ Hepatitis

[ High Blood Pressure
1 HIVIAIDS

] Jaw Pain

[J Asthma

[ Back Problems

[ Bigod Disease

[0 Cancer

] Chemicat Dependency
[] Chemotherapy

[ Circulatory Problems

[ Epilepsy
{1 Fainting

[ Glaucoma
[} Headaches

[ Heart Murmur
] Heart Problems

[ Hemophilia

[ Kidney Disease

] Liver Disease

[ Mitral Valve Prolapse
] Pacemaker

[ Radiation Treatment

[J Respiratory Disease

1 Rheumatic Fever

[J Sweiling of Feat or Ankles
[} Thyroid Problams

[ Tobacco Hahit

[ Tonstiitis

[ Tuberculosis

[ Uicer

[J Veneraal Diseass

MEDICATIONS: List medications you are currently taking: ALLERGIES

¥ | certify that |, and/or my dependent(s), have insurance coverage with and assign directly to

Name of Insurance Company(iss)

" Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand
4 that | am financlally responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all Insurance submissions.

The above-named dentist may use my health care information and may disclose such information to the above-named Insurance Company(ies) and
their agents for the purpose of obtaining payment for sarvices and determining insurance benefits or the benefits payabie for related services. This
consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patiant, Parent, Guardian or Personal Represantative Date

Piease print name of Patient, Parenl, Guardian or Personai Representative Relationship to Petient

Psyment Is due In full at time of treatment uniess prior arrangements have been approved.

S A e S




INNOVA DENTAL NG

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

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

Personal Representative's name

Relationship to Patient

For Program Use Only

We attempted to obtain written acknowled

gement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because: .

[ individual refused to sign
[l Communications barriers prohibited obtaining the acknowledgement

1 An emergency situation prevented us from obtaining acknowledgement

L1 Other (Please Specify)




INNOVA DENTAL SOLUTIONS

e -

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information zbout how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your niext visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for freatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health

Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healtheare information and potentially anonymous

usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive.

By signing this form, I understand that:

Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
i e The practice reserves the right to chan ge the privacy policy as allowed by law.

©  The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.

The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If' YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)

Signature; Date:

Witness: Date:




APPOINTMENT POLICY

Here at Innova Dental Solutions we are committed ta glving you the best quality dental care possible. Unlike many other
medical/dental practices in this area, WE DO NOT overfill our appointment schedule. Scheduling in this manner has
helped us give patients the individual attention they deserve and allow for completion of treatments in an efficient
manner. We confirm appointments ONLY AS A Courtesy to our patients. We understand how busy everyone is, but we
expect our patienis to remember and keep the appointments made. If you require to change vour scheduled
appointment, we require a 24-hour notice. Failure 1o show for an appointment without giving us proper notification will

result in 2 broken appointment fee of $35.00 charged to your account. We thank you for your understanding and your
commitment in helping us deliver the best care possible.

L

EXPLANATION OF YOUR DENTAL BENEFITS

Your dental benefiis are one of the most beneficial yet misundersiood components in dental treatment today. Dental
benefit is a contract between the patient’s employer and the dental benefit carrier. The extent of coverage varies greatly
from emplover to emplover, and sometimes varies by position within the company. The o)
to pay detines the type of coverage you receive. All carriers offar 2 variety of plans.
ara athical

remium the employer is willing
There is no good or bad carrier. We
ly and professionally obligated to offer you the best possibie care regardless of your dental banefit limitations.

We can send as pre-treatment estimate o your carrier to accurately determine what treatment items are covered
benefits. '

The entire fee is the responsibility of the patient. We do our best to estimate your

co-payment and expect payment in
full at the'time ser

vices are rendered, uniess previous financial arrangements were made prior. We accept ASSIGNMENT

OF BENEFITS from your insurance carrier as a courtesy for our patients. Should our estimate of your co-payment be too

high, you will receive a check from us once vour carrier has made its payment. If our estimate is too low, you will receive
a bill for the amount not covered by your carrier,

I authorize inrove Denigl Solutions to release any information to any third party necessary for the payment of any

insurance claim. | authorize my insurance carrier to pay directly to fnnova Dental Solutions any benefit otherwise
pavable to me. ! agree to be responsible for payment of all services rendered to me, regardless of insurance payments.

CONSENT FOR TREATMENT

As a condition of your treatment by our oifice, financial agreements must be made in advance. The practice depends
upon the reimbursement from patients for the cost of their care. In consideration of the professional service rendered o
me | agres to pay the reasonable value of such service to the Doctor or his assignee at the time services were rendered
or within five days of billing If credit should be extended tome. | further agree that the value of such services will be the
amount billed. |further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver
of any further term or condition. 1 agree to pay all casts and attorney’s fees if suit were instituted for failure to pay my
balance. In the event of default of payment, | also agree to pay legal interest on the indebtedness together with such
collections costs and attorneys fees that may be required to effect collection. | Erant permission for you or your assignee
to contact me at home or at work to discuss any past due balance. The financial responsibility is individual and several. |
assume the responsibility for charges incurred by my spouse and/or dependent children.

| have read the above conditions of treatments and poyments, and agree to their contents

Batient Name
- - - +
Signature of patient, parent, or guardian Date

t Yy




Financial Policy

Asa c:andi"’iigon of your treaiment, you are respensible for all fees incurred at the time services are rendered,
regardless of your insuvance coverage, if any. We can do a pre-ireatment estimats to dseterming your
aticipated out-of-pocket expense or we can proceed with ireatment based on the general information which
we have on record from your insurance carier.

We accept the following forms of payment:

o Cash

o (heck

o Credit Cards - Mastercard, Visa , Discover, American Epress
o Healih credit cards, third party - Cars Credl Citiheaith Card

L Monthly payment plans are handled through Care Credii

1
v

A booklesping couriesy is offerad for freatment that is paid in full ene weel prior fo the commencement of
ireatment.
For all of my oud-of-pocket expenses, | elect that following option to pay for my frealment:
Cash, Check, approved credit card
Care Creditor Citihealth Card

Payment in full in advance with bookkeeping courtesy

Patient signaiure!

Daiss




