PATIENT REGISTRATION

Patient Information:

First Name: Last Name: Middle Initial:

Preferred Name:
Address:

City, State, Zip:
Home Phone: Work Phone: Cell Phone:

Sex: o Female o Male Marital Status: o Married o Single o Divorced o Separated o Widowed

Birth date: Social Security #:

E-mail: 0 I would like to receive email correspondences

Employment Status: o Full Time © Part Time o Self Employed © Retired © Unemployed
Referred By:

Responsible Party: ( if someone other than the patient )

First Name: Last Name: Middle Initial: _
Address:

City, State, Zip:

Home Phone: Work Phone: Cell Phone:

Birth date: Social Security #:

© Responsible Party is Policy Holder for Patient o Primary Policy Holder © Secondary Policy Holder

Primary Insurance Information;

Name of Insured:

Relationship to Insured: oSelf oSpouse oChild o Other

ID#: Group #:
Insured Social Security #: Insured Birth date:
Employer: Insurance Company:

Insurance Company Mailing Address:

0 By checking this box, I consent to the following: Mirror Lake Family Dentistry may contact me to provide health
care information such as appointment reminders and information about treatment, payment, my account or
insurance, using artificial or prerecorded voice or telephone equipment that may be capable of automatic dialing,

Mirror Lake Family Dentistry may: 0 Call me and text me O Call me O Text me

Signature: Date:




MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heallh problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? Yes No If yes, please explain:
Have you ever been hospitalized or had a major operation? Yes No If yes, please explain:
Have you ever had a serious head or neck injury? Yes  No If yes, please explain:
Are you taking any medications, pills, or drugs? Yes No If yes, please explain:
Have you ever taken Fosamax, Boniva, Actenel or any
other medications containing bisphosphonates?  Yes No
Are you on a special diet? Yes No
Do you use tobacco?  Yes No
Do you use contrelled substances? Yes No
Do you need to pre-medicate? Yes No |f yes, please explain;

Women: Are you Pregnant/Trying to get pregnant?  Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Are you allergic to any of the following?
Aspirin Penicillin Sulfa Codeine Acrylic Metal Latex Local Anesthetics

Other If yes, please explain:

Do you have, or have you had, any of the follawing?

AIDS/HIV Positive Yes  No Corlisone Medicine Yes No Hemophilia Yes No Renal Dialysis Yes No
Alzheimer's Disease Yes No  Diabetes Yes No Hepatitis A Yes No  Rheumatic Fever Yes No
Anaphylaxis Yes No Drug Addiction Yes No Hepatitis B or C Yes No Rheumatism Yes No
Anemia Yes No Easily Winded Yes No Herpes Yes No Scarlet Faver Yes No
Angina Yes No  Emphysema Yes No  HighBlood Pressure  Yes No  Shingles Yes No
Arthritis/Gout Yes Ne Epllepsy or Seizures Yes No Hives or Rash Yes No Sickle Cell Disease Yes No
Artificial Heant Valve Yes No Excessive Bleeding Yes No Hypoglycemia Yes No Sinus Trouble Yes No
Artificial Joint Yes No Excessive Thirst Yes No Irregular Heartbeat Yes No Spina Bifda Yes No
Asthma Yes No Fainting Spells/Dizziness Yes  No Kidney Problems Yes No Stomach/Intestinal Disease  Yes  No
Blood Disease Yes No Frequent Cough Yes No Leukemia Yes No Stroke Yes No
Biood Transfusion Yes No Frequent Diarrhea Yes No Liver Disease Yes No Swelling of Limbs Yes  No
Breathing Problem Yes Ne Frequent Headaches Yes No Low Blood Pressure Yes Ne Thyrold Disease Yes No
Bruise Easily Yes No  Genilal Herpes Yes No Lung Disease Yes No Tonsillitis Yes No
Cancer Yeas No Glaucoma Yes No Mitral Valve Prolapse  Yes No Tuberculosis Yes No
Chemotherapy Yes No Hay Fever Yes No Pain in Jaw Joints Yes No Tumers or Growths Yes No
Chest Pains Yes No Hearl Altack/Failure Yes No Parathyroid Disease Yes No Uicers Yes No
Cold Sores/Fever Blisters  Yes  No  Heart Murmur Yes No Psychiatric Care Yes No  Venereal Disease Yes No
Congenital Heart Disorder  Yes  No Heart Pace Maker Yes No Radiation Treatments Yes  No Yeliow Jaundice Yes No
Convulsions Yes No Heart Trouble/Disease Yes No Recent Weight Loss Yes No

Have you ever had any serious illness not listed above? Yes No If yes, please explain:

Comments:

To the best qf my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous
to my (or patient's} health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Compound Authori

zation for Release of Information

Name of Patient

Date of Birth

Mirtor Lake Family Dentistry, p
information about the above named pati
patient or others in keeping with the pat

ent to the entities
ent’s instructions,

. Is authorized to release protected health
named below. The purpose is to inform the

Entity to Receive Information.
Check each person/entity that you appro
receive information.

ve to

Description of information to be released.
Check each that can be given to persor/entity on
the left in the same section.

Q Voice Mail

Q) Results of lab tests/x-rays
O Other

O Give information to employer
U Give information to school

d Appointment absentee information

Q Spouse

(O Family billing information
O Financial
0 Medical as follows:

O parent (provide name)

U Family Billing Information

QJ Financial
J Medical as follows:

O Other (provide name)

U Financial

O Medical as follows

Q Support Group (provide name)

d Demographic Information

Rights of the Patient
I understand that I have the right to revok
inspect or copy the protected health infor
sending a written notification to __ pyjprd
I understand that a revocation is not effed
disclosed but will be effective going forw

I understand that information used or dis
redisclosure by the recipient and may no

I understand that I have the right to refuse
conditioned on signing. This authorizatio;

e this authorization at any time and that I have the right to

mation to be disclosed as described in this document by

r Lake Familv Dentistry..
tive In cases where the

ard,

Plﬁio'rmatlon has already been
losed as a result of this authorization may be subject to
longer be protected by federal or state law.

> to sign this authorization and that my treatment will not be
1 shall be in effect until revoked by the patient,

Date

Signature of Patient or Personal Representative

Description of Personal Representative's

Authority (attach necessary documentation)




Rights of the Patient

I'understand that I have the right to revpke this authorization at any time by sending a written
notification to:

—'William P Swinderman, QDS, BA

I understand that a revocation is not effecrive in cases where the information has already been
used or disclosed but will be effective oing forward.

I understand that information used or disclosed as a result of this authorization may be subject to
redisclosure by the recipient and may np longer be protected by federal or state law. Any
information received by this office for gur own use will continue to be protected by the Federal
Privacy Rule,

I understand that I have the right to inspect or copy the protected health information to be used or
disclosed as described in this document, I can do this by written notification to:

—idliam-R Swinderman, DPDS, PA

I understand that my treatment will not be conditioned on signing this authorization.

['understand that I have the right to refuse to sign this authorization.

Date

Signature of Patient or Personal Represéntative

Print or Type Name of Patient or Persofjal Representative

Description of Personal Representative’s Authority (attach necessary documentation)




