PATIENT INFORMATION DATE

NAME [CIMARRIED [ISINGLE [ JMINOR [JMALE [ JFEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT. # CITY STATE 21P
BIRTHDATE TELEPHONE
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS

IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [JPATIENT [JGUARDIAN [ ]SPOUSE [JFATHER [ JMOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

| INSURANCE INFORMATION |

iF NO INSURANCE COMPLETE

PRIMARY INSURED / FOR RESPONSIBLE PARTY SECONDARY INSURED

(AST FIRST M [AST FIRST M
STREET Ty STATE ZiP STREET CIY STATE 7P
FHOME WORK CELL E-MAIL FOME WORK CELL E-MAIL
BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT BIRTHOATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

EMPLOYER DENTAL INS. CO EMPLOYER DENTAL INS. CO
S5% SUBSCRIBER # GROUP # SUBSCRIBER # GROUP #
PERSONTO CONTACT Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY [1Yes [INo
Whom may we thank for referring you to our office?
Name
Address
. METHOD OF PAYMENT
City/State/ZIP
Responsible party currently has an account with this office
Telephone # OYes [INo
AUTHORIZATION [JPayment in full at each appointment (cash or personal check)

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

Patient or Responsible Party

Date State Driver’s License #

[IPayment in full at each appointment ( CJVISA TOMC [ZJOTHER)
Card # Exp. Date
1 wish to discuss the Dental Office’s Financial Policy

SERVICE CHARGE

If | do not pay the entire new balance within ‘00 days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of '/ Z %
per month (or a minimum charge of $ for a balance under
$ ) which is an annual percentage rate of % applied to
the last month’s balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.
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PATIENT NAME DATE
Primary reason for this dental appointment: [ ] Examination [ ] Emergency [ Consultation
Dental History Please Circle
Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No
Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):
Medical History
Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
O Aspirin O penicitin - L1 codeine {1 Acrylic [ Metal [ Latex Rubber (I mik [ Other
Women (Please check): O Pregnant/trying to get pregnant Ll Nursing O Taking oral contraceptives Discuss Yes No
Do you now have or have you-ever had any. of the following? Do you take any of these medicines? Please check appropriate boxes.
*if yes to any of the starred conditions, please call prior to your appointment... premedication or ¢changes in medication may be required.
. Yes No Yes No Yes No Yes Ne Yes Mo
Heart Disease/Surgery* [ [ Excessive Bleeding O O Chemotherapy O 3 Might Sweats O [ Cold Sores Mg
Heart Murmur or Defect * [ [J Sickle Cell Disease O OO Osteoporosis O 0O Yeliow Jaundice [0 [ Fever Blisters o a
Irreg_ular Heart Bgat 0 [J Hemophilia [0 O Bisphosphonates o0 Kidney Problems OO0 Herpes |
Angina/Chest Pain 1 €1 Methemoglobinemia O O Osteonecrosis of Jaw [ [ Renal Dialysis O [ Stroke 0o
Heart Attack/Failure .0 O Leukemia . O [ Aredia LV. ReclastlV. [ [ Thyroid Disease O [J Convulsions O o
Congsnital Heart Disorder'[] [ Recent Blood Transfusion] [ Zometa I.V. 5} [ Parathyroid Disease O [ Epilepsy or Seizures o a
glgallezléll:';lserfmpse 03 O Swelling of Limbs O O Fosamax, Actonel, Boniva [ [ Arthritis/Gout [0 [ Fainting or Dizziness O g
Rhaumatic Fover * U L1 Lung Disease O O Stomach/intestinal Disease [] [ Rheumatism O O Glaucoma |
Aﬂ?}f‘f."‘;‘;j nvv e * O [ Breathing Problem O O Uicers 03 [ Pain in Jaw Joints O g Tumors or Growths OO
ificial Heal a\:e [ 13 Shortness of Breath OO Recent Weight Loss O o Cortisone Medicine 0O o Nervousness g
giﬁ;torf:ces'ﬁﬁf O O Frequent Cough 0 o Frequent Diarrhea 0O 0 Artificial Joint * O [0 Psychiatric Care 00
: J L U Hay Fever 0 O piabstes SexuallyTransmitted Disease [] [] Alzheimer’s Disease OO
High Blood Pressure 0 [ Sinus Trouble O o0 O o0 ) >
Low Blood Pressure 1 3 Asthma O O Excessive Thirst O 0gAbs OO AI!erg.les (Medicines) oo
Bacterial Endocarditis® [J [ Bloody Sputum O o Hypoglycemia o0 g Hv 'Posmve O 0O Allergies (Pollen / Dust) [0 O
Unexplained Fever 0O [3J Emphysema OO Liver Disease O O Genital Herpes O [ Hives or Hash' ) 0o
Bruise Easily/Blood Disease [ 7] Tuberculosis o o Hepatitis A (Infectious) OO Drug Addiction/AIcohoIism O 3 Need Premedication? O g
Anemia [0 [J Cancer O [J Hepatitis B or C O [ Tattoos/Body Piercing 0O O Evertakenfen-phen?” [ 0O
Coronary Stent* 0 O X-Ray Treatments (Radiaton) [ [] Protease Inhibitor O g Cochlear implants? OO
Have you ever had any other serious iliness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No

To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.

X Date

PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed By Doctor Date_ BP

Pulse

History Review and Significant Findings

Medical Updates

| have read my MEDICAL HISTORY dated

and confirm that it adequately states past and present conditions.

DATE EXCEPTIONS PATIENT'S SIGNATURE " 8P PULSE REVIEWED BY
None O & Dr.
None [J Dr.
None OO Dr.
None 0O Dr.
None 0O Dr.
None 00 ; Dr.
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect _5_/ {77 /.63, and will remain in effect untit we replace it:

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an autharization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
{including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person's involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions. medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannat practicably do sa. (You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you request copies, we will charge you $0. J5¢' for each page,
$ ggj" per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additiona! restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
and it must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Natice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
if you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file
a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: V\ ('/\L\ SQvl\"\"

Telephone: ’7&;53- LG‘S‘C‘! - 32 g ‘l Fax: ’?(95 - b[é ‘3 - (,?‘Dgf!'
E-mail; \/l‘b\L\ © Smilcdsz\e . CQ m
Address: i '3\':) s \ N J\;Q[Lb%(\ S-‘g .

Yoo nkopt, Tn  Upoul

© 2002 American Dental Association
All Rights Reserved

Repraduction 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 approvat of the American Dental Association,

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement™

L , have received a copy of this

office’'s Notice of Privacy Practices.

Please Print Name

Signature

Date

T

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:

1 individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

O
3 An emergency situation prevented us from obtaining acknowledgement
1

Other (Please Specify)

© 2002 American Dentat Association
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 American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, faw (August 14, 2002).



Smile Evaluation

1. Do you like the way your teeth look? Yes__ No___
Explain

2. Are you happy with the color of yourteeth ? Yes __ No ___
Explain

3. Would you like your teeth to be whiter? Yes_ No ___
Explain

4. Would you like your teeth to be straighter? Yes __No___
Explain

5. Do you have spaces between your teeth you would like closed ? Yes No
If so, where ?

6. Would you like your teeth longer? Yes __ No
If so, Upper ___ Lower__

7. Do you have missing teeth you would like replaced? Yes __ No ___
Explain

8. Do you like the shape of your teeth? Yes__No ____
Explain?

9. Do you have old silver fillings you would like replaced with tooth-colored fillings?
Yes  No_ _ Explain?

10. If you could change anything about your smile, what would you change?

I agree to let Dr. Rothenberger take photos of me to utilize them for educational or
promotional purposes.

Signature Date

PIU\S& Qﬁﬁ\oier Lront ond E&U@



NAME

DATE DATE OF BIRTH

SCREENING HISTORY

0=NO YES: 1=MILD 2= MODERATE 3=SEVERE
NO YES

1. Do you have difficulty opening your mouth? 0 1 2 3
2. Do you hear noises from your jaw joints? 0 I 2 3
3. Does your jaw get stuck, locked, or go out? | 0 1 2 3
4. Do you have pain in or about your ears or cheeks? 0 1 2 3
5. Does chewing, yawning, or opening widely cause pain? ., 0 I 2 3
6. Does your bite feel uncomfortable or unusual? 0 1 2 3
7. Has vour jaw, head, or neck ever been injured? -0 1 2 3
8. Have you ever had arthritis? ’ o 0 1 2 3
9. Do you have frequent headaches? 0 i 2 3
10. Do you have muscle or joint problems? 0 P2 3
11. Have you ever been treated for jaw joint or TMJ disorders? 0 12 3

PLEASE CIRCLE THE NUMBER THAT MOST CLOSELY RELATES TO YOUR PRESENT LEVEL OF
HEAD/NECK PAIN. *
0 1 2 3 4 5 6 7 8 9 10

(NO PAIN=0 WORSE PAIN=10)

COMPLETE THE FOLLOWING IF YOU HAD ANY YES RESPONSES TO THE ABOVE QUESTIONS

NO YES
Do you grind your teeth? 0 1 2 3
Do you clench your teeth? 0 I 2 3
Has your bite ever changed? 0 1 2 3
Does your jaw condition prevent you from doing anything? 0 12 3

COMMENTS:
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