FLCOME
TO OUR PRACTICE!

Please lake a few minutes to answer the following
questions so we can betler assisl you with your dental needs,

PATIENT INFORMATIO

Date Soc. Sec. # Birthdate
Name Home Phone
Last Name First Name Initial
Address Cell Phone
City State Zip E-mail
sex. LIm Or [ IMinor DSingle Cmarried [ Long Term Partner [(Ipivorced  [Widowed [ Separated
Employer Business Phone
Business Address Occupation

Who should we thank for referring you?

In case of emergency, who should we contact? Phone

PRIMARY DENTAL INS!

Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation

Insurance Company

Insurance Company Address

Subscriber 1.D. # Group #
ADDITIONAL INSURANGE

Insured Name

Last Name First Name Initial

Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Insured Employed By Business Phone

Insurance Company

Insurance Company Address

Subscriber L.D. # Group #

0’ Please complete reverse side



DENTAL HISTORY

Former Dentist

g 3
S .2
i Sacs A

City, State

Date of Last X-Rays

Date of Last Dental Visit

Please check all that apply:
Bad Breath..........cocooeroccrrr [
Bleeding Gums
Blisters on Lips or Mouth
Finger Nail Biting .........cccovverevirne
Grinding Teeth
Lip or Cheek Biting ...

MEDICAL HISTORY

Loose Teeth or Broken Fillings......... ]
Orthodontic Treatment
Pain Around Ear
Periodontal Treatment .....
Sensitivity to Cold
Sensilivity to Heal

How Often Do You Floss?
How Often Do You Brush?

Sensitivity to Sweets .......cooeeevieeenees
Sensitivity When Biting
Frequent Headaches
Jaw, Head or Neck Injuries
Jaw Difficulty: Clicking and/or Pain.[_]
Tooth Pain

Physician’s Name Date of Last Visit
Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ........... 1 ] Yes  No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) .............. [] ]
or operations? n [] Penicillin or other Antibiotics ....ccocoveceeiin % %
1fd DIIES s
3. Are you currently taking any medication? ................ ] ] SBl;;rt:turatges (s1eeping pills) wrroerorer ] ]
Please describe: SeUatIVES i ] ]
JOAINE ..vvvrveereeeeeeeresiesssesesessssesss s sreeaeeas (] g
4. DOYOU SMIOKE? 0o U i, % O
5. Do you use alcohol, cocaine or other drugs? ............. ] U] 8. (Women Only) Are You: ] ]
Pregnant? ... ... sissarsiimissirinminins
6. Do you wear contact 1enses? ...............coevueresrerers L ] Nursing? . T ]
Taking bll“l]’l contrnl pllis? .U ]
Please check all that apply:
AIDS O EMphySema ....cccoeceeemeemservesceinnnanes [] PACEMAKEr.....coecvcveererrersercrecsccciiiiins ]
Anemia.... e ] Epilepsy ....cccoeiniinnn. e Psychiatric Care ........coeceeeivirrirreennnes O]
Arthritis, Rheumatlsm .U Fainting or Dizziness .........ccccceevees ] Radiation Treatment.......c.ccccccnvenns L]
Artificial Heart Valves .................... [] Glaucoma T ] Respiratory Disease ]
Artificial JOIES wooovevrreereerorresse L Headaches.......oovcecceersiniinsnisesiennns L] Rheumatic Fever ........ -
Asthma —— ] Heart MUIMUT «...oooooceerernnnnnns L] Scarlet Fever .............. ]
Back Problems ...........cceesesesssssmmmmness | Heart Problems O] Shortness of Breath .............ccooeeeee [
Bleeding abnormally, Hepatitis-Type - Sinus Trouble.........cceeoeeenneeseaneneas ]
with extractions or surgery ................. ] 5 ) [:] SKin Rash .oveveeeeeeeieeeecemeeceenevenens D
Blood Disease L] High Blood Pressure ........ccococoeeiivnen, ] Stroke .. s S——
Cancer L] |1 LT ST (11 T————————— Ol Swellmg of Feet/Ankles .................... H
Chemical Dependency ............ccccvene [] JaUNdice .coimaminnnnmne ] Swollen Neck Glands.............ccccooeeees [
Chemotherapy ...........ccceeeumsmmseenes ] S0 L R —— ] Thyroid Problems............ceevvvuusnne. ]
Chronic Fatigue Syndrome ............ [ LateX SENSIHVILY .uuureemmmssssccssrsssssssns ] TONSHIEES crvereeeeemeeeeemmmemmenneenseneneee ]
Circulatory Problems .............. ] Kidney Disease .........c..ccouonivnnnneas ] Tuberculosis.... e
Congenital Heart Lesions................ ] Liver DiSease.....coummrerecesenrareenes ] Tumor or growth on head/neck. ............. ]
Cortisone Treatments ........c.cccecceenne ] Low Blood Pressure ... ] 0115 O I
Cough - persistent or bloody............ ] Mitral Valve Prolapse.........ccoucun. ] Venereal DiSEase ......oveeerrereessennes U
Diabetes ] Nervous Problems........c.coveuveeevrivenns |

ASSIGNMENT " AND F

| hereby authorize payment directly to

for all insurance benefits otherwise payable to me for

services rendered. 1 understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services

rendered on my behalf or my dependents.

[ authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions.

Date

Signature of Responsible Party




HUGHESﬁﬂENTAL
_"'"'_'Cj RO UP
Fa ly,«& Cn:_;imetic Dentistry

/
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FINANCIAL AGREEMENT FOR THE OFFICE OF
BRADLEY HUGHES, DDS

This agreement is to inform you of your financial obligation to our practice. We are committed to
providing you with the most comprehensive dental care using only the highest quality materials and
technology available in the market today. We are also committed to providing you with up-to-date
information and educational tools so that you may fully participate in maintaining optimum oral health.
This financial agreement is intended to facilitate our ability to provide excellent service to you while
minimizing our administrative costs.

All charges you incur are your responsibility regardless of your insurance coverage. We must
emphasize that as your dental care provider, our relationship is with you, our patient, not with your
insurance company. Your insurance policy is an agreement between you, your employer, and the
insurance company. Our practice is not a party to that agreement. If payment from your insurance
company is not received within 60 days from date of service, you will be expected to pay the balance
in full.

As a courtesy to you we will help you process all your insurance claims. You may direct your insurance
company to pay your benefits directly to our practice by signing the authorization on the Assignment of
Benefits Agreement. In order for our practice to file your insurance claim, you must bring in a completed
dental insurance form or proof of insurance at each appointment.

Your estimated copayment for treatment, which is the amount not covered by your insurance, is due
at the time treatment is provided. Your estimated copayment may be adjusted after the time of
treatment depending upon the final reconciliation of insurance payments. Our practice accepts cash,
personal checks, MasterCard, Visa, and Discover. Extended payment financing is available upon
request and approval.

Please do not hesitate to ask if you have any questions regarding this financial agreement. We are
committed to providing you with the ultimate experience in dental care.

Print Name of Patient or Responsible Party

X
Signature of Patient or Responsible Party Date




HUGHEg

G R U p—
Famil Cosmetic Dentistry

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

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 our treatment, payment activity 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 imporiant matters

about your protected 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 revised Notice of
Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we maintain.

Y ou may obtain a copy of our Notice of Privacy Practices, including revisions of our Notice, at any time by contacting Hughes Dental Group.
Right to Revoke: You will have the right to revoke this Consent at any time by giving us a written notice of your revocation submitted to Hughes Dental Group, Please
understand that the 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 to continue treating you if you revoke this Consent.

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

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. Include completed Consent in patients chart,

PLEASE CHECK ALL THAT APPLY

[[Ivou may disclose information to my family members and or non-family members. Please list name, phone number, and
relationship.

NAME PHONE NUMBER RELATIONSHIP

[[JVou may leave Protected Health Information on my answering machine/ voicemail.

Home Phone #: Cell Phone #:

D REVOCATION OF CONSENT
I revoke my Consent for use and disclosure of my protected health information for treatment, payment activities, and healthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice of Revocation, | also
understand that you may decline to treat or to continue to treat me after | have revoked my Consent.

Name of Patient:

Signature: Date:




