PATIENT INFORMATION

DATE

NAME [IMARRIED [JSINGLE [IMINOR [JMALE [JFEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT. # CITY STATE ZIP
BIRTHDATE TELEPHONE
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [JPATIENT [JGUARDIAN [ |SPOUSE [JFATHER [ JMOTHER

INSURANCE INFORMATION |

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

IF NO INSURANCE COMPLETE

PRIMARY INSURED / FOR RESPONSIBLE PARTY SECONDARY INSURED

W FIRST M LAST FIRST ]
STREET CITY. STATE zZP STREET CITY STATE ZiP
FHOME WORK CELL E-MAIL HOME WORK CELL E-MAIL

BIRTHDATE (MO/DAY/YEARY) RELATIONSHIP TO PATIENT

BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

IN CASE OF EMERGENCY

EMPLOYER DENTAL INS.CO EMPLOYER DENTAL INS. CO
SS# SUBSCRIBER # GROUP # SS# SUBSCRIBER # GROUP #
PERSON TO CONTACT Has any member of your family ever been treated in our office?

[lYes [1No . _

Whom may we thank for referring you to our office?

Responsible party currently has an account with this office

Name
Address

; METHOD OF PAYMENT
City/State/ZIP
Telephone # [IYes [INo
AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

X

Patient or Responsible Party

[CJPayment in full at each appointment (cash or personal check)
[JPayment in full at each appointment (CJVISA CJMC CJOTHER)

Card # Exp. Date

[J1 wish to discuss the Dental Office’s Financial Policy
SERVICE CHARGE

If I do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of %
per month (or a minimum charge of $ for a balance under
$ ) which is an annual percentage rate of % applied to

the last month’s balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.

Date

State Driver's License #
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PATIENT INFORMATION




PATIENT NAME DATE
Primary reason for this dental appontment: [ Examination  [] Emergency  [] Consuttation

Dental History Floase Gvol
Do you have a spedfic dental peobilern? Describe Yes No
Do you have dental examinations an a routing basis? Last visit Yes No
Do you thnk you have aclive decay or gum dsease? Yes No
Do you beazh and floss on a routine basis? Decuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you fke your smile? Why? ) Yes No
Does food catch between your tecth? Any loose toeth? Yes No
Da you want fo keep your remaining feeth? Yes No
Do you ever have dicking, poppng aor discomfort in the jaw joimt? Da you brux or grng? Yes No
Have your past expenances in a dental office always been positve? Yas No
Da you smoke or chew? Any sones or growths in your mouth? Discuss Yes No
Name of previous denbst (optional):
Date of last full mouth x-rays {16 small Sims or panoramic):

Medical History

Are you under a physician’s care now? Wiy? Who? Phone Yes No
Have you ever been hespitalized or had a majpr operation? Discuss Yes No
Have you ever had 2 sedous inury to your head ar neck? Discuss Yes No
Are you taking any medications, aspinn, vitamins, herbais, pdis or drugs? Whal? Yos No
Are you on a specal diet? Decuss 2 - Yes No
Are you allergic 1o any medications or substances? Piaase chock box balow ) Yes No
D hspiin L] pesicittin | ] codeine [ Acryic [ Iatetal | ] iatex Rubber [ 1k | ] Other
mem (Please check): [ Pregnantiirying 1o et pregnant f“l Nursing D Taking oral confracaptives  [scuss o Yes No

D9 you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
*If yes to sy of the starred conditions, please call prior %o your appointment... premedication or changas in medication may be required.

e Yes Mo Yes e Yeu Mo Yes No o Vs %o
Heart Diseasa/Surgery” [ (] Excesshe Blooding [ 7 Chamothmrsgy Night Swaats 0C Sores 0o
Heart Murmur or Defect * [ [] Sickle Coll Dissase [1 [ Osteoporosis ‘-E-], H Yellow Jaundice [1 1] Fever Bisters o
kreguiar Hearl Bext 3 O Mevoptisa L1 il Bisphosphonases {1 [} Kdney Problems [0 ] Hemes 0o
Angina/Chest Pain 12 ] Methemoglobinemia [1 17 Osteotecross of Jaw (] [ Penal Dilysis 0O ] Stoke 0o
Hoart Atrack/Failure I3 [l Leuvkemia 0O [0 Amda LV Redast LV Thymid Disease 1 1 Gonvulsions 00
Congerital Heart Disorder'[} ] Recent Blood Trarstusion[ ] [ Zometa 1V, ' g g Parathyroid Cisease 11 (] Epdepsy cr Secures 0o
;i;rz\mm:’mm [ C1 Sweling of Limbs [ [ Fosamax, Actonel, Boana {1 [ ArthwilisiGout 0O (] Fainting o Dizziness Da
Fheumatic Fover * 8 8 :Zi:':glh?:'mcm B B Somechissetial Cesde [)11); T moton 0Dg ?wwm Growths Q.9
i . -4 Ulcers oo Fain in Jaw Joints 11 ] Temors or 00
Antificial Heart Vave Shortness of Breath [ } ousness
Hoart Pace Maker g 8 FetOsAC Cadgh B t_}nmw«ym.css 01 [ Cortizone Medcne [ (] Nervousn > oo
Pulmonary Shunt® 0 1 Hay Fever 0o Froguent Disrrhea 0o ::ll!mal’.bd‘ : O a NPWM'F o‘_’“’ O 0
High Blocd Pressure 1 [ Sinus Trouhke nn Dm < a g ;;‘:.m,xmmmtmmnmm D a Allangi (:ﬂod:::] g
léow st;anPruau:’n 0 O Asthmy 0Oa 5mmm' g g HIV)’OGIIM r {-} Nlﬂ'a’: (Pollen / Dust) B B
actord Encocardilis® Bloody - ; 1 L
Urexplened Feover :D_] 8 *mpwmum H hl Liver Dsease 1 [ Genital Herpes [1 [ Hwes or Rash ; oo
Brise EnsdyBlood Dsease I [ Tuberodosis [0 [ Hepatis A (nfecsous) (] [ (’*U'J 5'105(5“;'“0("'('“‘"‘ 0ooQ :’“m: ao
Anemis 0 O Cancer 0 Hapalitis B ¢ C oo attocsEody Plercing I1 [1,Evertakenfenphen?” [ []
Coeonary Stert™ 1 O XHay loatmens ;:mmmH [] Protoase Infbitor 0o “Gochlear buplanis? ao
Have you ever had any other sericus diness not chacked above? Discuss Yes No
Do you wish 1o talk to the dentist privately aboul any problem? Yes No

Ta M bact of y Zaperiacdos. 20 Me precndng msarcs are comner Y £ Aave oy cAangss (0 my beatt statas o ¥ oy medizines chaage, J shad nlem 1be Sende! and staff & M nast anpoortmact sviour Al

X

PATIENT SIGNATURE |PARENT OR GUARDIAN)

Reviewed By Doclor

History Feview and s»gnircam Fmdmgs 25

Medical Updates

| have raad my MEDICAL HISTORY dated

DATE EXCEFNONS

None
None
None
None
None
None

G STEMING STONES TO RUCCESRSY 1.000-548-2104

werw sy sgairaniomatess vom © 1997,

1991, 2352, 1995, 1999, 2001,

2004, 2005

200¢. 2007,

Date

Date BP

PATIENTS SGNATLRE =

ogo0ooonoo
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R. M. Molina Dentistry Inc.
7146 Hamilton Mason Rd.
West Chester, OH 45069

(513)759-5481

Office Financial Policy

[ understand that the billing staff will file all claims for the services rendered, to my
insurance company, if the dentist is a participating provider.

I, however, acknowledge that I am responsible for the balance that may be due at the time
services are rendered to the dentist because of:

Co-Insurance or co-pay amount

Yearly deductible amounts

Non-covered services

Out-of-network charges

Exhausted benefits

Terminated coverage

No insurance coverage

Failure to respond to insurance carrier correspondence
Failure to respond to coordination of benefits inquiry

I understand and am agreeable that the balance of my statement will be paid in full within
30 days. Accounts over 90 days are subject to 40% collection & attorney fee if turned
over to our collection agency.

If I am unable to pay the entire amount (applies to the amount of $150.00 or more), [ am
responsible immediately upon receipt of the statement, to call the billing office at
(513)759-5481. Under special circumstances, payment arrangements may be made with
our billing office.

Credit balances under $40.00 will not be returned without a written request after 3 years.

We reserve the right to charge for appointments cancelled or broken without 24
hour advance notice. This charge will be $50.

Signature of responsible party date



DRS. REBECCA MOLINA & MIRNA AZER

PATIENT HIPAA CONSENT FORM

| understand that | have certain rights to privacy regarding my protected health information. These rights are given to
me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). This provides a safeguard to my
privacy.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your Protected
Health Information (PHI). These restrictions do not include the normal interchange of information necessary to provide
you with office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs
with our goal of providing you with quality professional serves and care. Additional information is available for the U.S.
Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handles appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and
appropriate for your care. Patient files may be stored in open file racks and will not contain any coding which
identifies a patient’s condition or information which is not already of matter of public record. The normal course
of providing care means that such records may be left, at least temporarily, in administrative areas such as the
front office, examination room, etc. Those records will not be available to persons other than office staff. You
agree to normal procedures utilized within the office for the handling of charts, patient record, PHI and other
documents or information.

2. ltis the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S.
mail, or by any means convenience for the practice and/or as requested by you. We may send you other
communications informing you of changes to the office policy and new technology that you might find valuable
or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access the PHI but
must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the
doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, good or
services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of both the practice
and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change
in certain policies used within the office concerning your PHI. However, we are not obligated to alter internal
policies to conform to your request.

| do hereby consent and acknowledge my agreement to the terms set forth in
the HIPAA INFORMATION FORM and any subsequent changes in office policy. | understand that this consent shall
remain in force from this time forward.

Signature Date



http://www.hhs.gov/

