PATIENT REGISTRATION JAMESPETERSON

FAMILY & COSMETIC DENTISTRY

First Name: Last Name: Middle Initial:
Patient Is: |:| Policy Holder |:| Responsible Party Preferred Name:
—— Responsible Party (if someone other than the patient)
First Name: Last Name: Middle Initial:
Address: Address 2:
City: State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers License:
|:| Responsible Party is also a Policy Holder for Patient D Primary Insurance Policy Holder D Secondary Insurance Policy Holder
—— Patient Information
Address: Address 2:
City: State, Zip: Pager:
Home Phone: Work Phone: Ex Cellular:

Sex: |:| Male

Birth Date:

|:| Female

t:
Marital Status: |:|Married DSingle |:|Divorced |:| Separated |:|Wid0wed

Age: Soc Sec: Drivers License:

E-mail:

Section 2

|:| I would like to receive correspondences via e-mail.

Section 3

I:l Part Time
I:l Part Time

Employment Status: I:I Full Time

Student Status: I:I Full Time

Employer ID:

Carrier ID:

Pref. Pharmacy:

Pre Med:

I:l Retired

Primary Insurance Information

Name of Insured:

|:|spouse I:IChild DOther

Relationship to Insured: [_] Self

Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

Secondary Insurance Information

Name of Insured:

Relationship to Insured: |:| Self |:| Spouse |:|Child DOther

Insured Soc. Sec:

Insured Birth Date:

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:




Dr. James S Peterson

Medical History JAMESPETERSON

FAMILY & COSMETIC DENTISTRY

Patient Name: Birth Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is part of your entire body. Health 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.

OYesO No —> If Yes | |
OYesO No — If Yes | |

OYesO No — If Yes | |
OYesO No — If Yes | |
|
|

Are you under a physician’s care now?

Have you ever been hospitalized or had a major
operation?

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

OYesO No — If Yes |
OYesO No — If Yes |
OYesO No
OYesO No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

Are you a special diet?
Do you use tobacco?

Women: Are you . . .
D Taking oral contraceptives?

D Nursing?

l:l Pregnant/Trying to get pregnant?

Are you allergic to any of the following?
D Aspirin

I:I Metal

Other?[_]

Do you use controlled substances?

D Penicillin I:l Nursing?
I:I Latex

El Codeine

I:l Sulfa Drugs

—> If Yes | |

OYesO No —> If Yes | |

I:l Acrylic

D Local Anesthetics

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

AIDS/HIV Positive
Alzheimer’s Disease
Anaphylaxis
Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chest Pains

OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo

Cold Sores/Fever Blisters O Yes ONo
Congenital Heart Disorder O Yes ONo

Convulsions

Have you ever had any serious illness not listed

Comments:

OYes ONo

Cortisone Medicine
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst

OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo

Fainting Spells/Dizziness O Yes O No

Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attach/Failure
Heart Murmur

Heart Pacemaker

OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo

Heart Trouble/Disease () Yes ONo

OYes O No

Hemophiliia
Hepatitis A

Hepatitis B or C

Herpes

OYes ONo
OYes ONo
OYes ONo
OYes ONo

High Blood Pressure O Yes O No
High Cholesterol O Yes O No
Hives or Rash O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
Liver Disease O Yes O No
Low Blood Pressure O Yes O No
Lung Disease O Yes O No
Mitral Valve Prolaps O Yes O No
Osteoporosis O Yes O No
Pain in Jaw Joints O Yes O No
Parathyroid Disease O Yes O No

OYes O No

Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia

Psychiatric Care

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida

OYesO No
OYes O No
OYes O No
OYes O No
OYes O No
OYes O No
OYes O No
OYes O No
OYes O No
OYes O No

Stomach/Intestinal Disease O Yes O No

Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growth
Ulcers

Venereal Disease
Yellow Jaundice

OYes O No
OYes O No
OYes O No
QO Yes QO No
QO Yes QO No
O Yes O No
OYes O No
OYes O No
O Yes O No

If yes |

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 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:




JAMESPETERSON

FAMILY & COSMETIC DENTISTRY

PATIENT ACKNOWLEDGMENT OF THE NOTICE OF
PRIVACY PRACTICES AND CONSENT FOR USE AND
DISCLOSURE OF PERSONAL HEALTH INFORMATION

(Signature of Patient or Parent or Legal Guardian)
acknowledge that | have received a copy of this office’s NOTICE OF PRIVACY
PRACTICES or that this office’s NOTICE OF PRIVACY PRACTICES was made available
to me to receive. | consent to the use and disclosure of my personal health information
by your office for Treatment, Billing/Payment, and Healthcare Operations as outlined

in the NOTICE OF PRIVACY PRACTICES.

Authorization to Release or Share Information

I, , herby
(Print Patient/Guardian Name)
authorize the following people to have access to my personal healthcare information.

Financial Medical

Information | Information Name Relationship

(Signature of Patient or Parent or Legal Guardian) Date



JAMESPETERSON

FAMILY & COSMETIC DENTISTRY

Authorization for Use and Disclosure of PHI - Photos/Videos

Authorization:

By my signature below, | affirm, as a patient of the Practice named above OR as the parent or legal guardian of a
minor child that is a patient of the Practice named above (the "Patient"), that | authorize the Practice: (i) to capture
photographic or video images of the Patient (the "Images"); (ii) to reproduce, use, and disclose the Images, with

or without the Patient's name; (iii) to publicize the fact that dental services were provided to the Patient; (iv) to
reproduce and publish any testimonials the Patient provides regarding the Practice (collectively referred to herein
as the "Information"); and (v) to secure copyright registration for any materials that incorporate the Information, at
the election and sole expense of the Practice. The authorization is given to the Practice listed above, for disclosures
to any persons, without limitation, who may view the Information in printed or digital form in promotional materials
including social media or Internet sites.

Purpose:

The purpose of this authorization is to permit the Information, including Images, to be used for marketing of the
Practice, and | explicitly consent to the use of Information for advertising and marketing activities to promote the
Practice. | acknowledge and agree that no compensation will be provided for the use of the Information.

Expiration and Revocability:

If Patient is signing on his or her own behalf, this authorization expires when the Patient informs the Practice that he
or she is no longer a patient of the Practice. If Patient is signing on behalf of a minor child, this authorization expires
when the Patient reaches the age of majority, but the authorization remains valid for protected health information
already used or disclosed until revoked by the Patient who has attained majority. However, | understand that protected
health information already used or disclosed prior to any revocation may no longer be protected. | understand that |
may revoke this authorization at any time by notifying the Practice by Certified Mail, return receipt requested, but that
revocation will only affect uses and disclosures initiated after the date notice is received by the Practice. Upon
receipt of the notice of revocation, the Practice will make reasonable efforts to remove protected health information
from social media platforms over which it has control, but cannot guarantee removal from all sites . | understand and
explicitly acknowledge that the Internet allows for wide sharing and forwarding of information, and that the Practice
cannot control all re-disclosure of information.

No Effect on Treatment:

This authorization is voluntary. | understand that the Practice cannot condition treatment of the Patient on whether |
sign this Authorization, and that my decision not to sign will not influence or affect the Patient's treatment in any way.

Name of Patient (printed):

(Self or minor child)

Date of Birth of Patient:

Signature of Patient OR
Parent/Legal Guardian (if signing for minor):

Printed Name of Parent or Guardian:
(If signing on behalf of minor child)

Today’s Date: Witness:
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