S Today’s Date:
~ E-mail Address:

Name:

Mi

I Male [ Female

Last First Mr Mrs Ms  Dr

| prefer to be called:
Birthdate: /[

Age: SSi#:

- Home Address:

Api/Condo #
iy State 7
[ Single []Married [ Partnered [ Divorced/Separated [ Widowed
Z Hm #: ( ) Cell #:( )
Wk #: ( ) Ext: DL #:
Employer:
Employer’s Address:
4 Cy State Zp
~ How long there? Occupation:

Where & when are best times fo reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Previous / Present Dentist:

{Please Circle)

Person Responsible

gy
. ‘ 7

for Account:
R

His / Her Name: ¥
Employer: 3
W () B SS# |

Birthdate:  / /  DL# 1

Relative or Friend not living with you (for emergency).
His / Her Name:

Wk #: (

b7

Relation:

L%

¢l o S
" The benefits of a happy, healthy smile are immeasurable!
-/ Ourgoal is to help you reach and maintain optimal oral heu(_l‘f
© Please fill out this form completely. The hetter we communica
: ' the better we can care for you.

Primary 4
Orthodontic Coverage? [1Yes [JNo Dental Coverage? [1Yes [INo

Insurance Co. Name:

Insurance Co. Address:

City Stcle Zp

Insurance Co. Phone #: | )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:
Insured’s Birthdate: / / Insured’s SS #:

Insured’s Employer:

Employer’s Address:

City State Zip
Secondary

Orthodontic Coverage? [1Yes [INo Dental Coverage? [1Yes [INo
Insurance Co. Name:

Insurance Co. Address:

City State Zip

Insurance Co. Phone #: | )

Group # (Plan, Local or Policy #):

Relation:
Insured’s SS #: k44

Insured’s Name:
Insured’s Birthdate: / /

Insured’s Employer:

Employer’s Address:

City Stote Zip

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

If this office accepts insurance, | understand that | am responsible for payment
of services rendered and dlso responsible for paying any co-payment and
deductibles that my insurance does not cover. | hereby authorize payment of
the group insurance benefits (otherwise payable to me) directly to this office.
| understand that | am responsible for all costs of orthodontic treatment. | hereby
authorize release of any information, including the diagnosis and records of
treatment or examination rendered, to my insurance company.

Signature




Do you have a personal physician? OYes LONo "% What are the main concerns that you would like orthodontics to
Physician’s Name: accomplish?

- Phone #: ( ) Date of last visit:
"~ Your current physical health is: [ Good [ Fair [ Poor

Avre you currently under the care of a physician? [JYes [JNo Have you ever had or been evaluated for orthodontic treatment?
Please explain: [JYes [INo
Do you smoke or use fobacco in any other form? OYes CINo Have you ever had a serious / difficult problem
: ’ associated with any previous dental work? OYes [INo
Have you had any metal rods, pins or implants2 [ Yes [INo . )
] I Do you now or have you ever experienced pain /
Are you taking any prescription / over-the-counter drugs? [ Yes [ No discomfort in your jaw joint (TMJ / TMDJ? CYes [ No
Please list each one: Your current dental health is: [ Good [ Fair [ Poor
Have you ever taken Phen-Fen? (Also known as Redux or Pondimin) ] Yes ] No Do you sfill have wisdom teeth? OYes [ No
.+ If so, when? Have you ever had an injury to your:  Mouth  Teeth  Chin' {Please Circle)
Have you ever taken Fosamax, or any other bisphosphonate? [] Yes [ No Do you have any speech problems? =
For Women: Are you using a prescribed method of birth controlz [ Yes [ No Do you generally breathe through your mouth? OYes ONo
% If yes, please circle: While Awake2 While Asleep? >
~ Areyou pregnant? [ Yes [INo Week #:

et "
Aot OFsinga IR | Do you have any missing or extra permanent teeth? [JYes [INo
- . Are you happy with the way your smile looks? [ Yes []No
Have you ever had any of the following diseases or medical problems
- If not, what would you change?

" Y N Abnormal Bleeding / Hemophilia Y N Herpes / Fever Blisters |
Y N AIDS Y N HigE Blood Pressure !
Y N Alcohol / Drug Abuse Y N HV
Y N Anemia Y N Hospitalized for Any Reason
Y N Arthrifis Y N Kidney Problems
Y N Arfificial Bones / Joints / Valves Y N Liver Disease ‘ , . :
Y N Asthma Y N Low Blood Pressure | understand that the information that | have given foday is correct fo the best of my knowledge.
Y N Blsod Transhigion Y N lupus I also understand that this information will be held in the strictest confidence and that it is my = =
Y N Cancer / Chemotherapy Y N Mitral Valve Prolapse responsibility fo inform this office of any changes in my medical status. | authorize the dental sta?; =
Y N Colitis ¥ N Pacermakar fo perform any necessary dental services that | may need during diagnosis and treatment, with my
¥ N Conaeilicl Hoar Dafet ¥ N Dsvshicirie Prolosic informed consent. This office reserves the right to verify the credit status of pofential patients and/or
Y N Diak?efes Y N Roi]iqﬁon Treatment pareEis of paﬁenf? prior fo exfending credit for treatment fees and may, at the discretion of the office,

. . : ] the services of one or more credit reporting services.

Y N Difficulty Breathing Y N Rheumatic / Scarlet Fever e 5 perig
Y N Emphysema Y N Seizuges
Y N Epilepsy Y N Shingles { Sianat Dat
Y N Fainting Spells Y N Sickle Cell Disease / Traits R J e =l
Y N Freqient Headaches Y N Sinus Problems - Sy s 4 o \ R
Y N Glaucoma Y N SLroked i zemeems : Fma g
Y N Hay Fever - Y N Thyroid Problems A - T
Y N Heart Attack / Surgery Y N Tugercu|osis (TB) g FPICE USE ONLY O - E ONLY
Y N Heart Murmur Y N Ulcers | e Ll S =
Y N Hepatitis Y N Veneredl Disease
Hlsiia |isf|:1ny serians meliea] sondindl it you havesorerhad: | verbally reviewed the medical / dental information with the patient named herein.

3 Inificls: Date:

‘ . Are you allergic to any of the following? " Doctor’s Comments:
Y N Aspirin Y N Erythromycin Y N Penicillin
. Y N Codeine Y N Jewelry/Metals Y N Tetracycline i
.Y N Dental Anesthetics Y N Latex Y N Other :

. Please list any other drugs/materials that you are dllergic to:

ed fo meefing or exceeding the staéij tﬁl;;o,ni control mandated by OSHA, the CDC and the ADA.
MEDICAL HISTORY UPDATE

Has there been any change in your health status since your last visit? Y N

, Patient Signature Date
If Yes, please explain. v
Dentist Signature Date b
Has there been any change in your health status since your last visit? Y N Pafient Signafure Date 4
If Yes, please explain.

Dentist Signature Date

FORM # 9780-ORTHO-/§V\{5’ _ GQO_D MORNlNG ‘ORTHOM o www. infgr«mic‘mlrine com

 ©2014 RFORMS  1-800-722-4884




AUTHORIZED PATIENT NOTIFICATION LIST

(Required of HIPAA) Health Insurance Portability and Accountability

I authorize all Wiregrass Orthodontic Physicians and/or whomsoever he/she may
designate as his/her professional representative/assistant to discuss any aspect of my
orthodontic care, to include: appointments, financial obligations, surgical procedures,
prescriptions, and any other pertinent information pertaining to my care with the
following designated people:

This document will be part of your permanent record. In the event that any of the selected
representatives that you have designated change, it will be necessary to update our
records with a written notification. You will need to state who you would like to have
removed from or added to the Authorized Notification List.

Patient/Other Person Authorized to Sign Date

Relation to Above Signature Date

Witness Signature Date




Wiregrass Orthodontic Specialists
CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

Section A: PATIENT GIVING CONSENT

Patients Name:

Address:

Telephone: Email:

Patient #: Social Security #:

Section B: TO THE PATIENT---PLEAE READ THE FOLLOWING STATEMENT CAREFULLY

Purpose of Consent: By signing this form, you will consent our use and disclosure of your protected health
information to carry out treatment, payment activities, and health 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 health information. A copy of our Notice accompanies this Consent. 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 rived Notice of Privacy Practices, which will contain the changes. Those changes
may apply to any of your protected health information that we maintain.

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 of this Consent before we received your revocation, and that we may decline to
treat you or to continue if you revoke this Consent.

Contact Officer
Hillary Franks Wiregrass Orthodontic Specialists
(334) 792-1000 100 O’Brannan Park Drive
Dothan, AL 36303
(334) 792-1000
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 car 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:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT

Include completed consent in the patient’s chart




Wiregrass Orthodontic Specialists
Acknowledgement of Receipt of
Notice of Privacy Practices

I, have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

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:

I:I Individual refused to sign
|:| Communication barriers prohibited obtaining the acknowledgement
|:| An Emergency situation prevented us from obtaining acknowledgement

|:| Other ( Please Specify)

This form is educational only, does not constitute legal advice, and covers only Federal, not state law (Aug.14, 2000)
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