" ‘ b @ We are pleased to welcome you to our practice.

Please take a few minutes to fill out this form as completely
as you can. If you have questions we’ll be glad to belp you. We look
forward to working with you in maintaining your dental health.

Patient Information

Date Home Phone ( ) Cell Phone ( )
Name e e T SS/HIC/Patient ID #
Address E-mail
City State Zip :
Sex(OM [OF Age Birthdate [J Married [JWidowed []Single [ Minor
] Separated [J] Divorced [ Partnered for years
Patient Employer/School Occupation
Employer/School Address Employer/School Phone ( )
Whom may we thank for referring you!?
In case of emergency who should be notified? Phone ( )
Primary Insurance
Person Responsible for Account — — AT
Relation to Patient Birthdate Soc.Sec. #
Address (If different from patient’s) Phone ( )
Ciry State Zip
Person Responsible Employed by Occupation
Business Address Business Phone ( )

Insurance Company

Contract # Group # Subscriber #

Names of other dependents covered under this plan

Authorization

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

MName of Insurance Company(ies)
Wﬁ[ﬂaﬂd&z- D-M-D-! PA' all insurance benefits, if any, otherwise payable to me for services rendered. | understand that
am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.
The above-named dentist may use my health care information and may disclose such information to the above-named Insurance Company(ies)

and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related
services. This consent will end when my current treatment plan is completed or one year from the date signed below.

Signatre of Patient, Parent, Guardian or Personal Represenative Date

Please print name of Patient, Parent, Guardian or Personal Representtive Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.
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Name " Date

/’ | F e r n an d e Z Michael J. Fernandez, DMD, PA

Are you under a physician's care now? (O Yes 0O No If yes, please explain:

Have you ever been hospitalized or had a major operation? O Yes  No If yes, piease expiain:

Have you ever had a serious head or neck injury? QYes W No If yes, please explain:

Are you laking any medications, pilis or drugs? O Yes Q-No If yes, please list on back of page

Do you use tobacco? O Yes O No Women: Are you
Q Pregnant/Trying to get pregnant? 1 Nursing

Do you use controlled substances? QYes O No
Q Taking oral contraceptives?

Are you allergic to any of the following?

Q Aspirin Q Penicillin Q Codsine Q Acnylic Q Metal Q Latex O Local Anesthetics

O Other If yes, please explain:
Do you have, or have you had any of the following?
0O AIDS/HIV Positive Q Chest Pairis - QO Frequent Headaches O Kidney Problems Q Sickle Csll Disease
0O Alzheimer's Diseasa Q Cold Sores/Fever Biisters Q Glaucoma O Leukemia Q Sinus Trouble
QO Anaphylaxis D Congenital Heart Disorder O Hay Fever ) Q Liver Disease O Stomach/intestinal Disease
2 Anemia 0O Convuisions 0O Heart Attack/Failure O Low Blood Pressure O Stroke
Q Angina Q Cortisone Medicine Q Heart Murmur O Lung Disease 0O Swelling of Limbs
Q Anhritis/Gout O Diabstes Q Heart Paca Maker Q Mitral Valve Prolapse QO Thyroid Disease
Q Adificial Heart Valve O Drug Addiction QO Heart Trouble/Disease QO Pain in Jaw Joints O Tonsiliitis
Q Anrtificial Joint QO Easily Winded Q Hemophilia O Parathyroid Diseass O Tuberculosis
Q Asthma Q0 Emphysema Q Hepalitis A 0O Psychiatric Care Q Tumors or Growths
Q Blood Disease 0O Epilepsy or Saeizures QO HepathisBorC . O Radiation Treatments O Ulcers
QO Blood Transfusion O Excessive Bleeding Q Herpes 0O Recent Weight Loss O Venereal Disease
QO Breathing Problem O Excessive Thirst QO High Blood Pressure O Renal Dialysis O Yellow Jaundice
Q Bruise Easily Q Fainting Spelle/Dizziness Q Hives or Rash 0O Rheumatic Fever
Q Cancer Q Frequent Gough Q Hypoglycemia Q Rhsumatism
Q Chemotherapy O Frequent Diarrhea Q irregular Heartbeat 0O Shingles

_ Have you ever had any serious lliness not listed above? Q'Yes U No If yes, please explain:.

Comments.

What is your current dental problem (if any)?
Are you in pain? Do you desire to maintain your own teeth and gums?
Have you ever had a-bad experience-in-a dental-offiee?___ -

[Tothe best-ol-my knowledge,-lhe guestions-on Ihis form has been accurataly-answered. | understand that providingIncosrrect 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 -




RECORDS RELEASE/REQUEST

To

Address

City State Zip

I hereby authorize the release of my

or copies of such and request that they be transferred to and /or delivered to the patient, a patient

Representative, and/or another provider.

Print Name of Patient date of birth

Patient’s Signature Date



Michael J. Fernandez, D.M.D., P.A.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

l , have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

3 -Individual refused-to-sign
[ Communications barriers prohibited obtaining the acknowledgement
[0 An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

© 2002 American Dental Assoclation
All Rights Reserved

Reproduction and-usa of thisTorm by dertists and thelrstaff |s permitted, Any other use, duplication or distribeion of this form by any other party requires the pricr
written approval of the American Dental-Assoclation

This Form Is educational-only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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