Patient Registration

PATIENT INFORMATION DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.

ID #

Address Group #
E-mail Is patient covered by additional insurance? L] ves L No
City Subscribers Name
State Zip Birthdate Group #
Sex [ ] M []JF Age Relationship to Patient
Birthdate Insurance Co.
L] Married L] widowed [ Single [] Minor ASSIGNMENT AND RELEASE

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

[ ] Separated [ ] Divorced [ ] Partnered for years and assign directly to
. Dr. all insurances benefits, if any, otherwise
Patient Employer/ School ’ ’
ploy / payable to me for services rendered. | understand that | am financially responsible for all
Occupation charges whether or not paid by insurance. | authorize the use of my signature on all
insurance submissions.
Employer/ School Address
The above-named dentists may use my health care information and may disclose such
information to the above-named insurance company (ies) and their agents for the purpose
Employer/ School Phone of obtaining payment for services and determining insurance benefits or the benefits
payable for related service. This consent will end when my current treatment plan is
Spouse’s Name complete or one year from the date signed below.
Birthdate
SSH Signature of Patient, Parent, Guardian, or Personal Representative
Spouse’s Employer
. Please print name of patient, parent, guardian, or personal representative
Whom may we thank for referring you?
Date Relationship to Patient
PHONE NUMBERS
Home ( ) Work ( ) Ext. Cell Phone ( )
Spouse’s work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (specify someone who does not live in your household)
Name Relationship
Home Phone ( ) Work Phone ( )
DENTAIL HISTORY
Reasori for today’s visit . . .
Burning sensation on tongue [ ] Yes [ ]No Mouth breathing [ ] vYes [ ]No
Chew on one side of mouth [ ] Yes [ ]No Mouth pain, brushing [ ] Yes [ ]No
Former Dentist .
Cigarette, pipe, or cigar smoking [ ] Yes [ ]No Orthodontic treatment D Yes D No
City/State .

v/ Clicking or popping jaw D Yes D No  Pain around ear D Yes D No
Date of last dental visit Dry mouth [ ] Yes [ ] No Periodontal treatment [ ] Yes [ ]No
Date of last dental X-rays Fingernail biting [ ] Yes [ ] No Sensitivity to cold [ ] Yes [ ]No

Food collection between the teeth D Yes D No  Sensitivity to heat D Yes D No
Please a mark on “yes” or “no” to indicate if you Grinding tooth [] Yes [ |No sensitivity to sweets ] Yes [ ]No
have had any of the following: Gums swollen or tender [] Yes [ |No sensitivity to biting ] Yes [ ]No
Bad teeth [ ves [ ] No Jaw pain or tenderness [ ] Yes [ |No Soresorgrowthsinyour mouth | | Yes [_INo
Bleeding gums [ Jves [ ] No Lip or cheek biting [ ] Yes [ ]No How often do you floss?
Blisters on lip/mouth
o/ [Ives [[]No Loose teeth or broken fillings [ ] Yes [ [No How often do you brush?




About your Medical History

For the following questions, check YES or NO, whichever applies. Your answers are for our
records only and will be confidential.

Your
Medica
I

Your
Cardiovasc

Your
Centra
|

M~ s~

Your
Respirat

mvys

Sex:

THESE FACTS HAVE A DIRECT BEARING ON YOUR DENTAL HEALTH

Name:

Height: ——  Weight: Age:

A W N

.Are you in good general health?........couiiiiiii e
. Has there been ANY change in your general health in the past year?......c..cccccoeevveeeenns
. My last Physical Examination was on, approximate date?.......ccccccceeevvveeeiciveeeeecnveeennn,
. Are you PRESENTLY under a phySiCian’s Care?......ccccuvevirecieieiiiiiieeessieeeeesiveeeesssneeeeaens

If YES, what condition?

. The physician’s name and address:

. Have you had any serious illness or operation?..........ccccceeeeeeeeeeiicciiiiieeeeee e eeeecccnnee s

If YES, please list:

. Have you been hospitalized or had a serious illness within the past 5 years®................

CV1. Do you or have you ever had any of the following, Please Check:

[J Heart trouble [] Heart attack [ ] Coronary insufficiency [Stroke [ ] Damaged heart valves [ ] Congenital heart disease

Cv2.
Cv3.
Cva.
CV5.
Cve.
CVv7.
Cvs.

Rheumatic heart disease, heart murmur? (Circle one, if Yes)......cccveeveveveneeevreerene.
Chest Pain after EXEIrtiION?.....ccii e et e e e rre e e e s e e bes e
Shortness of breath after mild eXercise?.......cccoveveiviiiiiii e

DO YOUr @NKIES SWEII?.....oeeieeieee e e e e ateste e s
Do you use extra Pillows t0 SIEEP? ... e e
Do you have a cardiac PacemMaker?.......cocciiieiiiiiiie et e
Do you have any blood pressure problems?..........ccceeeiviiiieeiiiiiiiee e

CN1.

CN2.

Do you have or have you ever had:

OV N oY1 1T o 1 VRSP
CVI1B. FAINtiNG SPEIIT oottt e e e e re e e e s ebae e e e e aeeaes
CVLC. SEIZUIBS? .neiiiiee ettt ettt ettt e e st e e s st e e e s et e e s e abbeeesennbeeesesnbeeeas
CV1D. Emotional disturbanCes? ......c..ueiiiiiiiiiiiiiiiiee sttt

Do vou follow anv treatment for a nervous diSease?...........couuveeiiieiiiiiiiieeeeeiiiieeeeees

RE1.
RE2.
RE3.
RE4.
RES.

Do you have a persistent cough or cold? .......coeiiviiiiiiiiiii e
Do you have or have ever had tuberculosis? ........ccccceeeeeiiiiiiiciiirreeee e
Is there ANY history of tuberculosis in your family? ..........ccccooiiiiiiiiiiee e,
Do you have any sinusitis, SiNUS trouble? ..........coeivviiiiiiiiiiiie e
Do you have emphysema, chronic bronchitis, asthma? (Circle one, if yes)..................

Date
A

[ |Yes[ INo
| ]Yes| |No

[ Iyves[ INo

" lvesl INo

[ ]Yes[ INo

[ ]Yes [ |No
[ ]Yes| ]No
[ ]Yes| ]No
[ ]Yes] ]No
[ ]Yes[ |No
[ ]Yes [ |No
] High[ | Low

[ ]Yes[ ]No
] Yes[ ] No
[ ]Yes] ]No
[ ]Yes[ |No
[ ] Yes[ |No

[ ]Yes| |No
[ ]Yes[ ]No
[ ]Yes] ]No
[ ]Yes[ ]No
" lYes[ INo




Your
Digestiv

a

Your
Endocri

Your
Hematopoi
etic system

Your
Allergies

Your
Genitourin
ary

Your
Bones

[o]

Gl1. Do you have ANY stomach UICEIS?.......cuuiiiiiiiiiie ettt evre e
GI2. Do you have or have you ever had:
(G D o [T o F- | ) {3 P UPPPP SRR
GI2B. JAUNGICE? ..eiiiiiiiiiee ettt e e st e e e e s sata e e e s sabeeeessenbtaeeesannes
GI2C. HIV/ AIDS..... oottt ettt st sss st st sea et et s sea s ses s eas et ste st sas st sasses st ate st eas sesbesann
GI2D. LIVEE dISEASE? ..viiiiiiiieieeeiiitteeeseitteeesitee e e s sabreeeesataeeeessabbaeeessntaeesennsseeeaesnsnees
GI3. Have you ever vomited blood? ...t
Gl4. Do you have ANY diarrha? ...coeueiie ittt e e e

ENL. DO yoU have diabetes? .......coiiiiiiiii ettt ee e e e
EN2. Does anyone in your family have diabetes? .......cccccveviiiiiiiiiiiiiiee e
EN3. Do you urinate more than six times @ day? .....ccccveveiieiiiei e
EN4. Are you thirsty very often or do you have a dry mouth? ..........occociiiiiiiiiiees
ENS. Do you have hypothyroidism or hyperthyroidism? (Circle one, if yes)........ccccueeuneee..

HB1. Do you have anemia, Sickle Cell disease, blood disorder? ..........ccoovvveeeereeieiiiiccinnnnns
HB2. Is there ANY family history of blood disorders?.........cccccoiiiieeiieiiiiciiceeee e,
HB3. Are yoU hemMOPhiliC? ....coiciiiii i e s e
HB4. Have you had abnormal bleeding after any surgery, extraction, or trauma®............
HB5. Have you ever had a blood transfusion?..........ccceeveeeiiii i,
HB6. Immunodeficiency Problem? ........uuiiiiiiiiiee e e e e

AL1L. Are you allergic to or have you acted adversely to:
ALLA. LOCal @Ne@StheTiCS? ....uuiiiiiiiiiiii ettt
AL1B. Antibiotics, Penicillin, SUlfa Drugs? .......cccoeeeeeeeiieccciieeee e e e
AL1C. Barbiturates, sedatives, or sleeping pills? .......ccceeiiviiiiiiiiiiiiie e
FAY 1 TR XY o 11 1 1SR
FAN I T T Yo [ o = PRSPPI
ALLF. Codeine or other NArcotiCs? .....uuiiiiiiiiieiiiie et e
AL1G. Others, please SPECITY: ...cc.uuiii it

AL2. Do you have asthma or hay fever? (Circle one, if y&s) ...ccccceeeecieieieciiiee e,
AL3. Do you have or have you ever had hives or skin rash? (Circle one, if yes)...................

UR1. Do you have or have you ever had:
URLA. Kidney trouble? ....ccooiie et e e e e e ee e
UR1B. Syphilis, BONOIThEa? ........eeeiiiiieeee e e

BJ1. Do you have:
2 A AN o Y | o 3 SRR SP
BJ1B. Inflammatory rheumatism? .........cccoociiiiiiiiiie e
BJLC. BONE INTECHIONT .oeiiieiiie ettt e e s s e e s e
BJLD. OStEOPOIOSIS? ceeieieiieiiiiiittteeeeeesisiiiiiretteeeeeeseesssiirbaraeeeeeeesssssssssreneaeeeasesssnnesnnns

[ ]Yes[ |No

__IYes[ INo
[ ]Yes | ]No
__lYes[ INo
 JYes [ INo
| JYes [ INo
[ Ives [_INo

] Yes! I No
[ ]Yes| |No
I Yes! | No
[ Jyes INo
[_Ives[ INo

| JYes[ INo
[ ]Yes[ |No
. JYes[ |No
__lYes|[ |No
" lYes[ ]No
[ ]Yes| |No

__IYes| |No
[ ]Yes| |No
__IYes[ INo
[ JYes [ INo
. IYes [ _INo
[ Jves[ INo

[ ]Yes| |No

[ ]Yes[ |No
[ ]Yes | |No

__IYes [ _INo
__lYes [ INo

__lYes [ INo
" IYes [ ]No
. IYes[ |INo
| ]Yes[ |No




Your

Nlaennlac

Your
NMadirati

For
Women

Your
Dental
History

TR1. Do you have or have you ever had:
TR1A. TUMOT OF MAlIZNANCY? ..ottt e et e e e e e e s e e e e e
TR1B. Chemotherapy, or radiation therapy? .......cccocvveeeeiciieee e
TR2. Do you have or have you ever had ANY disease, condition, or problem NOT listed
above that you think we should know about? ..........cccciiiiiiiiiiciee e,
If so please explain:

TR3. Are you regularly exposed to x-ray or ANY other ionizing radiation or toxic
SUDSTANCES P e tieeetiee ettt ette et e st e ettt ste e e sate e e sttt e et teessabee e bteesbeee s bteesbeeeebeeenataeeenrebeeens
TR4A. DO YOU haVe SlaUCOM@? ...ttt ettt e e et e e s sta e e s ssntee e e s sntnraeeessnnraeeessnes

TR5. Are you wearing or do you wear contact |ensSes? ........ccccvvvieeeieeeeeeecccciirrrreeeeee e

TR6. DO YOU drink @lCONOI? ..ottt e e e s senaee e s
If so how often?

TR7. Do you smoke or use oral tobacCo? .......ccecviveieeicciiiiiieee e e e
If so, how much and how often?

MEL. Are you taking any of the following medications:
MELA. Antibiotics Or U drUZS? .cciviviieeeiiiee ettt e e
ME1B. Anticoagulants, blood thinning agents? ........ccecvvvvie e
ME1C. Medicine for high blood Pressure? .........ccieeicieeeeiciieeeeeccieee e eeeeeee e
MELD. TranQUIlIZEIS? w.oeeeeeieeieiireee ettt estre et e e st e e e et e e e s sabae e e s s nbaaeessnnnes
MELE. 1OQINE? .ttt e st e e st e e sabe e ssabe e e sabeessasaessabaeenns
MELF. Codeine or 0ther NArCOLICS? ....cuviiviririnerriieeriee et srre e sre e see e s aee e
Y 3 G @ o =T o PSPPI
If so please explain:

F AN R o T o =Y - 4 - | A USSP
ATE YOU NUISINE? eoitiitiiiiiieeeeeeeeeeeeeeteteeeeeeeesesessssstatesaeeaaaseesssansssnsssresaeaeeesesesnanssnns
Do you have any problems associated with your menstrual period? .........ccc..........
Are you taking oral contraceptives or hormonal therapy? .....ccccccevvviiciiiinnvivnennnn.n.

What is your chief dental complaint?
Are you experiencing any discomfort or pain at this time? ..........cccccceeeciieeeeecnneen.
Are you satisfied with the appearance of your teeth?........cccccceeeiiiiiiiiiiiieeeeeeenennn,
Are you able to eat and chew foods satisfactory?........ccoceeeiccvieiiicciieee e
Do you have headaches, ear aches, or neck pain? .......ccccccceeeeeiiiiiicccciineiiieeeeee e,
Do you frequently experience sinus problems? ........ccceevciiiiiiiniiiee s
Have you had ANY serious trouble associated with ANY previous dental treatment?......
If yes, please explain:

[ IYes [ | No
[ ]Yes[ ]No

[ ]Yes[ | No

. IYes[ |No
[ ]Yes| |No
[ |Wide[ ]Close
[ ]Yes[ |No
[ |Yes[ ]No

[ Ives[ INo

__IYes|[ INo
[ ]Yes| |No
__IYes[ INo
[ Jyes[ INo
. JYes | ]No
__IYes[ INo
[ JYes[ |No

[ ]Yes[ ]No
[ ]Yes[ |No
[ ]Yes[ |No
[ ]Yes[ |No

[ ]Yes[ ]No
[ ]Yes[ ]No
[ ]Yes[ |No
[ ]Yes[ ]No
[ |Yes [ ]No
[ ]Yes[ ]No




Other
Conditio
ns

NI 1

General
dental
Responsibili

v

| hereby authorize and request the performance of dental service for myself or for:

| also give my consent to ANY advisable and necessary dental procedures, medications
or anesthetics to be administered by the attending dentist or his supervised staff for
diagnostic purposes or dental treatment. These records may include study models,
photographs, x-rays, and blood studies. | understand and acknowledge that | am
financially responsible for the services provided for myself or the above name,
regardless of insurance coverage. Treatment plans involving extended credit
circumstances are subject to a credit check. | also understand that the treatment
estimate presented to me is only an estimate. Occasionally, the need may arise to
modify treatment. In such a case, | will be informed of the need for additional
treatment, and its fee modification.

To the best of my knowledge the information provided in this form is accurate.

Signature of patient or guardian Date

Signature of Witness Date

Signatures of the Doctor Date




Gaithersburg Sedation Dentistry L.L.C.

Notice of Privacy Policy

This notice describebow medical information about you may be used and disclosed and how you can get access to thiomféfewde review it
carefully.
Understanding your Health Record

A record is made each time you visit a hospital, physician, or other health cadeprdidgur symptoms, examinations and test results, diagnc
treat ment , and a plan for future care are recor de drecord, fand servesm$ ahagisd
planning your care and treatmeritalso serves as a means of communication among any and all other health professionals who may contribute to
Understanding what information is retained is your record and how that information may be used will help you ensuraciys acdwgable you to relate
to who, what, when, where, and why others may be allowed access your health information. This effort is being madgoto iassiaking informed
decisions before authorizing the disclosure of your medical information to others.

Y o wedealth Information Rights
1  You have the right to inspect and copy your protected health information.
You have the right to request a restriction of your protected health information.
You have the right to request to receive confidential communicationmss by alternative means or at an alternative location.
You may have the right to have your provider amend your protected health information.
You have the right to receive an accounting of certain disclosures we have made, if any, of your protetiatbhaaition.
1  You have the right to obtain a paper copy of this notice from us.
Our Responsibilities
This office is required to maintain the privacy of your health information and to provide you with notice of our legalnoemraitd privacy
practiceswith respect to the information we collect and maintain about you. This office is required to abide by the terms afdétaachtai notify you if we
are unable to grant your requested restrictions or reasonable desires to communicate your healtiorniigraiternative means or to alternative location
This office reserves the right to change its practices and effect new provisions that enhance the privacy standatiésiofmeatjzal information.
In the event that changes are made, this offilenotify you at the current address provided on your medical file.
Other than reasons described in this notice, this office agrees not to use or disclose your health information withithubryzraticn.

= =4 —a -

To Receive Additional Information or to Rapa Problem

For further explanation of this notice, you may contact our staff at (3014787

If you believe your privacy rights have been violated, you have the right to file a complaint with our office or withrétense€ Health and
Human Senges with no fear of retaliation by this office.

Uses and Disclosures of Protected Health Information

Treatment Information obtained by your health practitioner in this office will be recorded in your medical record and used to disteroinse
of treatment that should work best for you. This consists of your physician recording his/her own expectatiase arfidthers involved in providing you
care, such as specialty physicians or lab technicians.

Payment Your health care information will be used in order to receive payments for services by this office. A bill may be $emtytoedr a
third part @yer with accompanying documentation that identifies you, your diagnosis, procedures performed and supplies used.

Health Care OperationsThe medical staff in this office will use this authorization at any time, in writing, except to the extent thaewakiea
an action in reliance on the use or disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or Opportunity to Object

We may use and disclose your protected healthrimdtion in the following instances. You have the opportunity to agree or object to the 1
disclosure of all or part of your protected health information. If you are not present or able to agree or object wr tisalgsure of the protected healt
information, then we may, using professional judgement, determine whether the disclosure is in your best interestsén dhig t@e protected healt
information that is relevant to your health care will be disclosed.

We will not use your health farmation for marketing communications without your written authorization.

Other Permitted and Required Uses and Disclosures That May BeWitmrityour Authorization
We may use or disclose your protected health information in the following situafitiesit your authorization:

' Required by Law f  Legal Proceedings 1 Military Activity and National
1 Public Health 1  Law Enforcement Security

T Communicable Disea 1 Coroners, Funeral Directors, 3 f  Workers Compensation

1  Health Oversight Organ Donation 1 Inmates

1  Abuse or Neglect 1 Research 1  Health and Human Services
T Food and Drug Admir i Criminal Activity

Notice of Privacy Practices Availability
The terms described in this notice will be posted where registration occurs. All individuals receieinglldag given a printed copy.

Adopted Effective: April 14, 2003.



Office Policy and Consent Form

[ hereby authorize “Fatemi Family Dentistry, LLC.” to apply for benefits on my behalf for covered services
rendered. I certify that the information I have reported with regard to my insurance coverage is correct. I
further authorize the release of any necessary information, including medical and dental information for this
or any related claim to my insurance carrier.

This authorization may be revoked by me or my insurance carrier at any time in writing. A copy of this
authorization may be used in place of the original.

Major dental work policy (crown, veneers, bridge, partial dentures, full dentures)

We stand behind our treatment only when the patient is seen on a regular basis and is under our regular care
every six months, or as recommended by the doctor.

Any work that will require one hour appointments and/or may cost more than $300.00 will require a deposit
of $100.00 per blocked hour before that appointment can be arranged. When you arrive to your appointment,
that deposit will go towards your treatment. We require a 48 business hour advance notice of cancellation.
You may not cancel your appointment during the weekend since we cannot fill that appointment time.

I understand and agree that | am financially responsible for charges not paid by my insurance company.
Charges not paid within 90 days by insurance company will be made “patient responsible.” I further agree in
the event of non-payment, to be responsible for the cost of collections, and or court costs and any reasonable
legal fees should this receive. I understand that returned checks will result in a $25.00 penalty.

Patient Signature: Date:

Authorization for photographs

I hereby authorize Fatemi Family Dentistry, LLC., their doctors, and their employees to take photographs of
my dental conditions. These photographs may be used to aid in communication with a dental lab, other dental
care providers, insurance companies, or for internal marketing purposes.

[ understand that I can revoke this authorization in writing at any time.

Patient Signature: Date:

Acknowledgement and Receipt of Notice of Privacy Practices
(You may refuse to sign this acknowledgment)
__I'read Fatemi family dentistry’s notice of privacy and don’t require a copy.
__T'have received a copy of Fatemi family dentistry’s notice of privacy practices.

Patient Signature: Date:

We attempted to obtain written acknowledgement of receipt of our notice of privacy practice, but it could not
be obtained because

__Individual refused to sign

__An emergency situation prevented us from obtaining acknowledgement




