PATIENT INFORMATION

First Name Last Name M

Date of Birth ! f SS# / f Sex M F Marital Status M S Other
Address City State Zip

Home Phone( ) - Work/Cell Number({ ) -

Employer Occupation

Emergency Contact Emergency Contact Phone( ) -

INSURANCE INFORMATION

Policy Holder's Name Relationship

Policy Holder's S5# - - Policy Holder's Employer

Policy Holder's Phone Number( b = Policy Holder's Date of Birth / !
Dental Insurance Company Name Group #

Insurance Phone Number - -

PRIVACY AGREEMENT

We are required by applicable federal and state law to maintain the privacy of your health information. We are alse required to give you this Matica abaout
our privacy practices, our legal duties, and your rights concerning your health infarmation. We must follow the privacy practices that are described in this
Motice while it is in effect. We reserve the right to change our privacy practices and the terms of this Motice at any time, provided such changes are
permitted by applicable law. Before we make a significant change in our privacy practices we will change this notice and make it available upon request.

OUR NOTICE OF PRIVACY PRACTICES IS AVAILABLE AT ANY TIME UPON REQUEST

USES AND DISCLOSURES OF HEALTH INFORMATION

TREATMENT-We may use of disclose your health information to a physician or other health care pravider providing treatment to you.
PAYMENT- We may use and disclose your health information to obtain payment for services we provide ta you.
HEALTH CARE OPERATIONS- We may use and disclose your health information in connection with our dental operations (reviewing competence of
dental prefessionals, conducting training programs, accrediation, cenification, licensing or credentialing activities).
YOUR AUTHORIZATION-In addition, you may give us written authorization to use your health information or to disclose it to anyona for any purpose.
You may also revoke this authorization in writing- but revocation will not affect any of aur cther disclosure procedures.
REQUIRED BY LAW- We may use or disclose your health information when we are reguired to do so by law,
ABUSE OR NEGLECT- We may use or disclose your health infarmation to appropriate autherities if we reazonably believe that you are a possible victim
of abuse, neglect, or domestic violence, or the possible victim of other crimes. We may disclose your health information to the extent nacessary to avert
a serious threat to your health or safety or the health or safety of othars,

ASSIGNMENT AND RELEASE

I , the undersigned, cetify that | have read, understand, and agree to the above privacy agreement and disclosure practices. The fallowing person can
speak with Imagix Dental and any of their staff regarding my personal information {other than the above listed enlities)

Mame Relationship

| will notify the staff of Imagix Dental, in writing, should | wish to revoke this consent
| also certify that the policy holder listed above has insurance with (Ins Co Name ), and that | am a covered party under that
insurance policy. The policy helder assigns directly to Imagix Dental, all insurance benefits, if any, otherwize payable to me for services rendered.

| UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER PAID OR NOT PAID BY INSURANCE.
| ALSO UNDERSTAND THAT PAYMENT AND COPAYS ARE DUE AT TIME OF SERVICE. IF THESE FEES ARE NOT PAID AT

TIME OF SERVICES RENDERED | UNDERSTAND THAT | MAY BE RESPONSIELE FOR ADDITIONAL CHARGES AS INDICATED
BY MY DENTIST'S CONTRACT WITH MY INSURANCE COMPANY.

| hereby authorize the dentist to release all information necessary to secure payment of benefits. | authorize the use of this signature, on behalf of the
paolicy halder, on all insurance submissions,

Responsible Party Signature Relatienship Date




MEDICAL HISTORY

Have you EVER had any of the following (check all that apply)

_____ Heart Problems __ Rheumatic Fever __ Heart Murmur

____ Mitral Valve Prolapse ____ Pacemaker ____ Epilepsy or Seizures
Sinusitis __ Tuberculosis ______ High Blood Pressure

__ Respiratory Disease __ Diabetes ___ Cancer (type)

______ Blood Disease _ Asthma __ Hepatitis{A,B, or C)

___ Venereal Disease ____ HiwiAIDS __ Latex Allergy

_____ Eating Disorders ____ Avrtificial Joints ____ Plates, Pins, Shunts, Stents
Replacement Surgeries _ Heart Surgeries ___ Hospital Stay in Last Two Years (date)

Have you EVER taken /used , or are you taking, any of the following (check all that apply and list dates taken)

Phen Fen Coumadin Chemotherapy

Birth Control Cigarrettes Smokeless Tobacco

List any medical conditions not mentioned above

Are you pregnant? Estimated Due Date Are you nursing?
Are you under the care of a physician? Physician’s Name
Reason Physician's Phone( ) -

List any medications you are currently taking

List ALL Allergies (food, medicines, etc)

DENTAL HISTORY
Have you ever had cold sores? YES NO Do your gums bleed when brushing or flossing? YES NO
Are your teeth loose? YES NO Do you feel nervous about dental treatment? YES NO

Have you been told you have bad breath? YES NO Have you ever been told you have gum disease? YES NO
Do you grind or clench your teeth? YES NO Have you ever had a "special" or “deep” cleaning? YES NO
Have you ever had to premed before dental treatment? YES NO Date of last panoramic/fmx xray

Have you ever had heavy bleeding during or after dental treatment? YES NO

Have you ever had a bad experience in the dental office? YES NO

Do you wish to have to have deep sedation (nitrous) for dental work? YES NO

Are your teeth sensitive to: (Circle all that apply) SWEET COLD HEAT PRESSURE

Is there anything else you would like to bring to the dentist's attention?

What would you like to change about your smile?







