Time 7:21 PM

Patient Name:

Park Center Family Dentistry
Adult Medical History(Copy)
Birth Date:

Date Created:

Date 1/30/2017

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

Are you under a physician's care now other than @ Yes © No If yes | |
routine care?
Have you ever had a serious head or neck injury? ) Yas () No If yes | |
Are you taking any medications, pills, or drugs? ) Yas () No If yes | |
Do you take, or have you taken, Phen-Fen or Redux?  (7) Yes (O No If yes | |
Have you ever taken Fosamax, Boniva, Actonel or ) Yas () No If yes | |
any other medications containing bisphosphonates?
Do you use tobacco? ) Yes () No
Women: Are you...
] Pregnant/Trying to get pregnant? ] Nursing? DTaking oral contraceptives?
Are you allergic to any of the following?
[T Aspirin [Cl Penicillin [ codeine [ acrylic
[ metal [ Latex [7] sulfa Drugs [ Local Anesthetics
Do you use controlled substances? @ Yes © No If yes | |
COther? [ If yes | |
Current Health
Do you have, or have you had, any of the following?
AIDS/HIV Positive ) Yes ) No | Hemophilia ) Yes (' No | Radiation Treatments ) Yes (0 NO | Alzheimer's Disease ) Yes (0) No
Diabetes ) Yes ) No | Hepatitis A ) Yes () No  |Recent Weight Loss ) Yes (0 No | Anaphylaxis @ Yes @ No
Drug Addiction O Yes (O Mo | Hepatitis B or C O Yes (O Ho | Renal Dialysis D Yes ) No | Anemia 2 Yes @ No
Easily Winded T ¥es (O Ho | Herpes 71 Yes (0 No | Rheumatic Fever D Yes () No | Angina 7 Yes @ No
Emphysema ) Yes () No  [High Blood Pressure () Yes (0 No | Rheumnatism ) Yes (0 No | Arthritis/Gout 2 Yes () No
Epilepsy or Seizures () Yes (O Ne | High Cholesteral ) Yes (O No | Scarlet Fever ) Yes (0 No | Artificial Heart valve ) Yes () No
Excessive Bleeding ) Yes ) No [ Hives or Rash ) Yes (D No | Shingles ) ¥es (O No | Artificial Joint @ Yes @ No
Excessive Thirst ) Yes () No | Hypoglycemia ) Yes (D No | Sickle Cell Disease ) Yes (D No | Asthma @ Yes @ No
Fainting Spells/Dizziness ) Yes (O Mo | Trregular Heartbeat () Yes (U No | Sinus Trouble @ Yes (D) No | Blood Disease © Yes @ No
Frequent Cough ) Yes (O No | Kidney Problems ) Yes (' No | Blood Transfusion 1 Yes D No | Leukemia ) Yes () No
Stomach/Intesting| Disease () Yes () No | Breathing Problems 0 Yes (Mo | Frequent Headaches ) Yes (0 No | Liver Disease D Yes @ No
Stroke O ¥es (O Mo | Bruise Easily O Yes (O Mo | Genital Herpes JYes () No | Low Blood Pressure 2 Yes @ No
Sweelling of Limbs 1 Yes ) No [ cCancer ) Yes ) No | Glaucoma ) Yes () No | Lung Disease @ Yes @ No
Thyroid Disease ) Yes (0 No [ chematherapy ) Yes (D No | Hay Fever ) Yes (D No | Mitral Valve Prolapse ) Yes () No
Tonsillitis ) Yes (Mo | Chest Pains ) Yes (0 No | Heart Attack/Failure ) Yes () No | Osteoporosis @ Yes @ No
Tuberculosis ) Yes (O Mo | Cold Sores/Fever Blisters () Yes (0 Mo | Heart Murmur ) ¥es (D No | Pain in Jaw Joints @ Yes © No
Tumors or Growths ) Yes (0 No | Congenital Heart Disorder () Yes (0 No | Heart Pacemaker ) Yes (0 No | Parathyroid Disease () Yes (0) No
Ulcers O Yes (O Mo | Convulsions ) Yes (Mo | Heart Trouble/Disease ) Yes (0 No | Psychiatric Care ) Yes () No
Venereal Disease O Yes (Mo | Yellow Jaundice ) Yes (D No | Acid Reflux/GERD D Yes (D No | Sleep Apnea ) Yes (2 Mo
Have you ever had any serious illness not listed ) Yes () No If yes
Dental History
Do you have, or have you had, any of the following?
Bleeding Gums © Yes 0 No | Dry Mouth ) Yes (D No | Cold Sensitivity ) Yes (0 Mo
Hot Sensitivity ) Yes () No | Mouth Ulcers ) Yes O No | Grinding/Clenching ) Yes (0 MNo
Teeth Whitening ) Yes ) No | Gag Easily ) Yes (0 No | Chewing Discomfort ) Yes ) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be danaerous 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:

X

Date:




Financial Options for Our Patients

We believe it is important to provide both the highest quality dental care and to make this care affordable for
our patients. The options below allow payments to be convenient and flexible. We are committed to helping
you receive the dental care you desire and the most pleasant experience possible.

To help keep costs down, our goal is to eliminate sending you a bill. By having patients choose one of the
payment options below, we can avoid charging higher fees to cover the additional expense of processing
thousands of statements each year. By eliminating the costs associated with billing, we pass the savings
along to you! Please choose one of our convenient payment options:

[] OPTION 1 Payment in full at the time of treatment with cash, check, or credit card. We offer a

5% courtesy adjustment when you chose this option. We will gladly process your insurance claim for
your direct reimbursement (to you). This option is not available for PPO plans that we participate in.

[] OPTION 2 Payment of your estimated co-payment at the time of treatment with cash, check,

or credit card following insurance benefit verification. Please be aware that we cannot guarantee this
estimate and that there may be a balance after insurance pays.

[] oPTION 3 Payment of 1/2 of fee at first visit, remaining 1/2 at final visit.

[] OPTION 4 Care Credit (a national medical financing program) -- no or low interest payment
plan based on credit approval by that program. ASK for more information.

Your Financial Responsibility

We are happy to process any insurance claim as a convenience for you. Please keep in mind that any
estimate that we provide to you is only an estimate and that you are responsible for all fees not paid by
insurance. Your insurance plan is based upon a contract between your employer and your insurance
company. Any dollar amount a plan reimburses for dental services is determined by that agreement between
the employer and the insurance company, not by Spector Family Dental.

Please be aware that some insurance companies may not allow you to assign benefits to our office — they will
only send a reimbursement check to you. IF THAT IS THE POLICY OF YOUR INSURANCE COMPANY, we
ask that you choose an alternative payment option. We will gladly process your insurance claim for your direct
reimbursement.

Default payment on account balances can result in collection fees associated with using collection agencies,
attorneys, legal services and court costs. These fees will be the responsibility of the delinquent account holder
and added to the balance owed by the patient.

MISSED APPOINTMENTS. There is a $50 charge for all broken appointments. If you do not arrive for your
appointment or if you do not give the office notice at least one full business day before your appointment, you
will be charged $50. Missed appointments increase costs for this office far greater than $50 — PLEASE keep
your appointment and help us keep fees as low as possible.

I understand my financial options and obligations as described above.

Signature of Patient (or Responsible Party) Date

Submit Park Center Family DenFistry
14207 Park Center Dr. Suite 105
Laurel, MD 20707



Park Center
Family Dentistry

ACKNOWLEDGMENT FORM
HIPAA NoTICE OF PRIVACY PRACTICES

Acknowledgment:

My signature below indicates that | am aware of the Park Center Family Dentistry HIPAA Notice of
Privacy Practices dated January 1, 2017. | acknowledge that copies of the notice are available to me
on request.

Consent to Email Protected Health Information:

My signature below indicates that | give Park Center Family Dentistry permission to communicate
with me by regular (i.e., unencrypted) email with the understanding that such email may include
Protected Health Information.

Furthermore, my signature below indicates that | give Park Center Family Dentistry permission to
send my x-rays by regular (i.e., unencrypted) email to other dentists, dental specialists (e.g.,
endodontists, oral surgeons, and periodontists), or my insurer with the understanding that such email
will include the patient’s name, but no additional data about the patient. PCFD may send my x-rays at
my verbal request or when PCFD feels it is helpful to facilitate my dental health or insurance
coverage.

| can opt out of email communications by checking the box at the end of this paragraph. However,
doing so is likely to decrease efficiency and we may not be able to reach you as quickly as you (or
we) might like.

Do not email me and do not email others:

Signature: Date:

Please Print:

Patient Name(s):
(if different from signer)

Relationship to Patient:

Consents granted above may be withdrawn at anytime
by informing Park Center Family Dentistry in writing.



