OFFICE USE ONLY: Acct #_ -
Long Falls Dentis

Patient Information

Please Print

Circle One: Dr/Mr/Mrs/Ms/Miss

First: Middle: Last: Jr/sr:
Street: City: State: Zip:
Home Phone: Work Phone:

Cell Phone:

Email Address: May we contact you by email? (circle) Yes No
Patient Social Security Number: Patient Date of Birth: Sex: (circle) M F
Emergency Contact: Phone:
How did you hear about Long Falls?

O Newspaper O Radio O TV O internet O Referral O Other:

Insurance Information

Do you have Dental Insurance? (circle) Yes No Do you have Secondary Dental Insurance? (circle) Yes No

Primary Insured Secondary Insured

Subscriber Name Subscriber Name

Subscriber SSN Subscriber SSN

Date of Birth Date of Birth

Relationship to Relationship to i
Subscriber 4 O self O Spouse O Child O Other subscriber P 0 Self O Spouse O Child [J Other

Employer Name Employer Name

Employer Phone

Employer Phone

insurance Company

Insurance Company

Insurance Group #

Insurance Group #

insurance Phone #

insurance Phone #

*Please present your insurance card to our patient servicesre

presentative to be photocopied*

Authorization for Release of Health Records to External Parties

| authorize the disclosure of information from my treatment records to:

Name of Recipient:

Relationship to the Patient:

| give authorization to disclose the following information:
O All treatment information
O Information specifically related to these treatment dates

Starting Date:

End Date:

| understand that | may withdraw or revoke my permission at any time. | may revoke this authorizatio

Long Falls Dentistry in writing.

Signature of Patient (or Patient Representative)
Printed Name of Patient (or Patient Representative)

n by noting

] - e




Time 1:43 PM Long Falls Dentistry Date 9/18/2019
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Are you under a physidan's care now? ) Yes B No If yes | |
Have you ever been hospitaized o had amajor operation?  Byyes BNo  Ifyes | ]
Have you ever had a serious head or nedk imjury? ) ves @ No Ifyes| J
Are you taking any medications, pills, or drugs? BYes ©No  IFyes | |
Do you take, or have you taken, Phen-Fen or Redux? B Yes & No Ifyes | |
mﬁww&m%;mﬁwmyuﬁﬂ @ Yes @ No vaes[ t
Are you on a spedal diet? @ Yes @ No

Do you use tobacco? @& Yes ¢ No

Do you use controlled substances? @ Yes @ No If yes _1

[F Taking oral contraceptives?
! B s e
[ sulfa Drugs [FlLocal Anesthetics .

Other? IFyes!— |

o pouave, e oo, e vy o “
AIDS/MIV Positive @ vYes @No |Cortisone Medidne B Yes @ No |Hemophilia © ves @ No |Radiation Treatments @ Yes @ No
Alzheimer’s Disease @ Yes @ No |Diabetes @ ves ©)No |Hepatitis A @ Yes @ No |RecentWeightloss @ Yes @ No
Anaphylaxis @ Yes @ No |Drug Addiction @ Yes ®)No |HepatiisBorC @ Yes @ No |Renal Dialysis & Yes ©No
Anemia ® Yes @ No |Easily Winded @ ves ©No |Herpes @ Yes @ No |RheumaticFever @ ves & No
Angina @iYes @i No |Emphysema @ Yes @ No |High Blood Pressure @ Yes @ No |Rheumatism @ Yes @ No
Arthrifis /Gout @ vYes @ No |Epilepsyor Seizures # Yes @ No |High Cholesterol @ Yes @ No |ScarletFever @ Yes @ No
Artificial Heart Valve @ Yes @ No |Excessive Bleeding B Yes @ No |HivesorRash @ Yes @ No | Shingles ) Yes & No
Artifical Joint @ ves @ No |Excessive Thirst #1ves @ No |Hypoglycemia @ Yes @ No |Sicde Cell Disease & Yes @ No
Asthma @ Yes @ No |Fainting Spelis/Dizziness # ves @ nNo |Irregular Heartbeat # Yes @ Mo |Sinus Trouble ) Yes & No
Blood Disease ® vYes &Moo | Frequent Cough @ Yes @ MNo |Kdney Problems @ vYes ©No |SpinaBifida @ Yes ©HNo
Blood Transfusion @ Yes & MNo |FrequentDiarrhea @ Yes §No |Leukemia @ Yes @ No |Stomach/Intestinal Disease & Yes & No
Breathing Problems @ vYes @ No |FreguentHeadaches ) ves € No |Liver Disease #ves @ No |Stroke & vYes @ No
Bruise Easily @Yes @ No |Genital Herpes @ Yes @ No |Low Blood Pressure & Yes ) No |Swelling of Limbs @ vyes & No
i Cancer @Yes ®No |Gaucoma @Yes ©No |LungDisease @ Yes @ No |Thyroid Disease @ Yes D No
Hdmn!herm #Yes & No |HayFever @ Yes @) No |Mitral Valve Prolapse @ Yes @ No |Tonsdlitis @ ves & No
Chest Pains @ vYes BiNo |Heart AttackfFailure @ ves @ No |Ostecporosis @ Yes @ No |Tuberculosis @ ves @No
Cok:lSaresfevaBis:er! @ives ©No |HeartMurmur @ Yes @) No |Painin Jaw Jonts @ Yes @ No |Tumorsor Growths @ ves ©No
Congenital Heart Disorder @ Yes @ No | Heart Pacemaker @ Yes ) No |Parathyroid Disease &Yes @No |Ulcers @ves @ No
Conmvulsions ® Yes @ No |HeartTrouble/Disease ves @ No |Psydhiatric Care @ ves @ No |Venereal Disease ®yves ©No

! Have you ever had any serious finess not listed above? @ Yes @ No [fm|

{ To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patients) health. Itis my
. responshiity to inform the dental office of any changes in medical status.
|

Signature of Patient, Parent or Guardian:
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_ \L/L)r\: G FALLS DENTISTRY
Your friendly neighborhvod dentis!
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Office Policy

This policy has been established in order to provide the highest level of Dental Services
to all of our patients. It has been proven that consistent attendance provides for the greatest
opportunity for success. By providing us notice of a cancellation, we may be able to
accommodate other patients with your appointment slot.

. Patients must call at least 24-hours priorito their <cheduled time, when they knowingly are
unable to make their appointment. Cancellations within 24-hours of appointment will be
considered a late cancellation and be charged a late cancellation fee of 25$.

- A patient will be allowed to continue with their treatment after one no-show/late cancellation,
provided an explanation is supplied to the practice manager.

. After two (2) no shows/late cancellations, the patient will be discharged from treatment.
At this time, a letter will be sent to the patient and all future appointments will be removed from
schedule.

. We do understand that emergencies arise and that it may not be possible to give such a notice.
Exceptions to the No-Show/Late Cancellation Policy will be determined by the Practice Manager
of Long Falls Dentistry.

- Please update all information at each appointment. It is a courtesy to send out reminders, via
text/ email/ phone calls. Patients will always be provided copies of their scheduled
appointments.

Sign: Date:




GENERAL JDENTISTRY CONSEN™ FORM

Zarshien Ol 2P

Dentist: Patient:__

Dentistry is not an exact science and reputable practitioners cannot properly guarantee
results. Despite the most diligent care and precaution, unanticipated complications or
unintended results, although rare, may occur. A treatment plan is based on the best evidence
available during the examination. There is no guarantee that this plan will not change. During
treatment, it may be necessary to change or add procedures because of conditions that were
not evident during examination, but were found during the course of treatment. For example,
root canal treatment may be needed during routine restorative procedures. Any change in
treatment plan may result in additional fees.

Guarantees and assurances cannot be made by anyone regarding the dental treatment which
you have requested and authorized. It is essential that you keep your appointments and
cooperate in your treatment to help insure the best possible result. Please read the following
and initial and sign where noted.

SERVICES THAT MAY BE PROVIDED INCLUDE THE FOLLOWING

1. FILLINGS

Care must be exercised in chewing on filled teeth, especially on large fillings and during the
first 24 hours, to avoid breakage. A more extensive restorative procedure than originally diag-
nosed may be necessary, due to more decay than anticipated. Sensitivity can occur following

a newly placed filling and will usually go away with time.
' (Initials )

2. CROWNS, BRIDGES AND LAMINATES ‘

These restorations involve permanent alteration of the tooth structure. It is not always possi-
ble to match the color of the natural teeth exactly with artificial teeth. Temporary restorations
may come off easily. Care must be taken to insure that they are kept on until the permanent
restorations are delivered. The final opportunity to make changes to the new crowns, bridges
or laminates (including the shape, fit, size and color) will be before cementation. It is neces-
sary to keep the appointment for permanent cementation. Excessive delays may allow for
tooth movement, necessitating the remaking of the restoration and additional charges may

be incurred.
(Initials )

3. DENTURES (FULL AND PARTIAL)

The wearing of dentures can be difficult. Sore spots, altered speech and difficulty in eating
are common problems. Due to jaw ridge loss, retention of full dentures can be a problem.
Immediate dentures may require considerable adjusting and several relines. A permanent

“ reline will be needéd later (this is not included in the denture fee). You are responsible to
return for delivery of the dentures. Failure to do so may result in poorly fitting dentures and
remakes will require additional charges. Failure to wear partial dentures every day will likely
lead to tooth movement, resulting in a partial that no longer fits.

(Initials )

% % Please Flfp over &2




4. PERIODONTAL DISEASE

Periodontal disease affects the gums and bone which support the teeth. It is a serious, pro-
gressive infection, causing breakdown of the gums and bone and eventual loss of teeth. It is
best treated in its early stage. Treatment options may include gum surgery, extractions and
replacements. Undertaking any dental procedure may have a future adverse effect on the
periodontia.

(Initials )

5. ENDODONTIC TREATMENT (ROOT CANAL)

Although over 90% effective, there is no guarantee that root canal treatment will succeed and
complications can occur from the treatment. Endodontic files and reamers are very fine
instruments and can separate during use. Additional surgical procedures may be necessary
following root canal treatment. Despite all efforts to save it, the tooth may still be lost.

(Initials )

6. REMOVAL OF TEETH (EXTRACTIONS)

Teeth may need to be extracted for various reasons, such as non-restorability, lack of bone
support, part of orthodontic treatment, impactions, etc. There are alternatives to the removal
of treatable teeth and these options include root canal treatment, periodontal treatment and
crowns. Removal of teeth does not always remove the infection, if present, and further treat-
ment may be necessary. There are risks involved in having teeth removed, including, but not
limited to pain, swelling, spread of infection, dry socket, loss of feeling in the teeth, lips,
tongue and surrounding tissues (which is usually temporary, but in rare cases is permanent),
sinus involvement and jaw fracture. If complications arise during or following treatment, refer-
ral to a specialist may be needed, requiring further treatment and additional cost.

(Initials )

7. DRUGS, MEDICATIONS, AND ANESTHETICS
" Antibiotics, analgesics, natural supplements and other medications can cause allergic reac-
tions such as redness and swelling of tissues, pain, itching, vomiting and/ or anaphylactic
'shock. Injections of local anesthetics can cause paresthesia (numbness) of teeth, lips and
surrounding tissues. Thtjugh quite rare, this numbness can sometimes be permanent.
Studies have shown that Bisphosphonate (ex. Fosomax) therapy for osteoporosis can com-

promise treatment results.
' s (Initials )

‘Signature of Patient Date

Signature of Dentist: . : Date




Abuse or Neglect

We will notify government authorities if we believe

a patient is the victim of abuse, neglect or domestic violence.
We will make this disclosure only when we are compelled

by our ethical judgment, when we believe we are specifically
required or authorized by law or with the patient's agreement.

Public Health and National Security

‘We may be required to disclose to Federal officials

or military authorities health information necessary to complete
an investigation related to public health or national security.
Health information could be important when the government
believes that the public safety could benefit when

the information could lead to the control or prevention

of an epidemic or the understanding of new side effects

of a drug treatment or medical device.

For Law Enforcement

As permitted or required by State or Federal law, we may
disclose your health information to a law enforcement official
for certain law enforcement purposes, including, under certain
limited circumstances, if you are a victim of a crime

or in order to report a crime.

Family, Friends and Caregivers

We may share your health information with those you tell

us will be helping you with your home hygiene, treatment,
medications, or payment. We will be sure to ask your
permission first. In the case of an emergency, where you

are unable to tell us what you want we will use our very best
judgment when sharing your health information only when
it will be important to those participating

in providing your care.

Authorization to Use or Disclose
Health Information

Other than is stated above or where Federal, State or Local law
requires us, we will not disclose your health information other
than with your written authorization. You may revoke that
authorization in writing at any time.

Patient Rights

This new law is careful to describe that you have the following
rights related to your health information.

Restrictions

You have the right to request restrictions on certain uses and disclosures
of your health information. Our office will make every effort to honor
reasonable restriction preferences from our patients.

Confidential Communications

You have the right to request that we communicate with you

in a certain way. You may request that we only communicate your
health information privately with no other family members present
or through mailed communications that are sealed. We will make
every effort to honor your reasonable requests

for confidential communications.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health
information, including your complete chart, x-rays and billing
records. If you would like a copy of your health information,
please let us know. We may need to charge you a reasonable fee
to duplicate and assemble your copy.

Amend Your Health Information

You have the right to ask us to update or modify your records

if you believe your health information records are incorrect

or incomplete. We will be happy to accommodate you as long
as our office maintains this information. In order to standardize
our process, please provide us with your request in writing

and describe your reason for the change.

Your request may be denied if the health information record

in question was not created by our office, is not part of our records
or if the records containing your health information are determined
to be accurate and complete.

Documentation of Health Information

You have the right to ask us for a description of how and where

your health information was used by our office for any reason other
than for treatment, payment or health operations. Our documentation
procedures will enable us to provide information on health information
usage from April 14, 2003 and forward. Please let us know in writing
the time period for which you are interested. Thank you for limiting
your request to no more than six years at a time. We may need

to charge you a reasonable fee for your request.

Request a Paper Copy of this Notice

You have the right to obtain a copy of this Notice of Privacy
Practices directly from our office at any time. Stop by or give
us a call and we will mail or email a copy to you.

‘We are required by law to maintain the privacy of your health
information and to provide to you and your representative this Notice
of our Privacy Practices. We are required to practice the policies

and procedures described in this notice but we do reserve the right

to change the terms of our Notice. If we change our privacy practices
we will be sure all of our patients receive a copy of the revised Notice.

You have the right to express complaints to us or to the Secretary

of Health and Human Services if you believe your privacy rights

have been compromised. We encourage you to express any concerns you
may have regarding the privacy of your information. Please

let us know of your concerns or complaints in writing.




