Patient Registration

Patient Information

First Name: Preferred Name:

Last Name: Middle Initial:

—Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Ceflufar:
Sex: O Male O Female Marital Status: O Maried (O Single (O Divorced () Separated () Widowed
Birth Date: ~ Age: Soc. Sec: Drivers Lic:
E-mail: {1 1 would fike to receive correspondences via e-mail.
Section 2 Section3
Employment Stetus: (O Full Time () PatTime () Relired TRyt
Student Stafus: () Full Time O Part Time Emer. contact Ph.:
Medicaid ID: Pref. Denfist: Waiting Period:
) Confirm Eligibility -

Employer iD: Pref. Pharmacy: HW 19,21 appt poicy:
Carrier ID: Pref. Hyg.:

Patientls: [ | Policy Holder
{_] Responsible Pariy

E—prmsib!e Party (if sormeone ofher fhan the patient)

O Responsible Parly is also a Policy Holder for Patient

First Name: Last Name: Middle Inifial:
Address: Address 2.

Ciiy, State, Zip: Pager:

Home Phone; Work Phone: BExt: Cellular:

Birth Date: Soc Sec: Drivers Lic:

O Primary Insurance Policy Holder O secondary Insurance Poficy Holder

—Primary Insurance Information

Name of insured: Refationship to Insured:(0) setft (O Spouse O child () Giher
Insired Soc. Sec: - Insured Birth Date:
Employer: ins. Company:
Address: ‘ Address:
Address 2- Address 2
Cily,State, Zip: City,State Zip:
Rem, Benefits: 00  Rem. Deduct 00




TIME 3:36 PM

PATIENT NAME

Elizabeth Joanne Brown, DDS, PA

MEDICAL HISTORY

Although dental personnel primarily

|
|
i
i

following questions.
1 _

Are you under a physician's care now? | )
Have you ever been hospitalized or had a major operation? (

Have you ever had a serious

Are you taking any medications, pills, or drugs? (
Do you take, or have you taken, Phen-Fen or Redux? O
Have you ever taken Fosamax, Boniva, Actonel or any —.
other medications containing bisphosphonates? '
Are you on a special diet? |
Do you use tobacco?
Do you use controlled substances?

7 Women: Are you— v
| Pregnant/Trying to get pregnant?

~Are you allergic to any of the following? -

have, or medication that you may be taking,

Birth Date

DATE 11/7/2011

treat the area in and around

your mouth, your mouth is a

part of your entire body. Health problems that you may
could have an important interrelationship with the dentistry you will receive. Thank you for answering the

head or neck injury? ()

Taking oral contraceptives?

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

[ Metal

") No Nursing?

|| Aspirin [ | Penicillin | | Codeine [ ] Local Anesthetics ] Latex | | Sulfadrugs
.| Other If yes, please explain:

Do you have, or have you had, any of the following? — - S s e = i

| AIDSHIV Positive ) No [ Cortisone Medicine _+ No | Hemophilia Radiation Treatments

' Alzheimer's Digease _I No | Diabetes No Hepatitis A Recent Weight Loss

. Anaphylaxis "I No Drug Addiction _ No Hepatitis B or C Renal Dialysis

. Anemia Easily Winded ! No Herpes Rheumatic Fever

: Angina Emphysema No High Blood Pressure Rheumatism

- Arthritis/Gout Epilepsy or Seizures No High Cholesterol Scarlet Fever

. Artificiai Heart Valve Excessive Bleading ) No Hives or Rash Shingles

| Artificial Joint Excessive Thirst ) No Hypoglycemia Sickle Cell Disease

| Asthma Fainting Spells/Dizziness No | Irregular Heartbeat Sinus Trouble L

| Blood Disease Frequent Cough  No | Kidney Problems Spina Bifida @)

| Blood Transfusion Frequent Diarrhea No | Leukemia Stomach/Intestinal Disease (!
Breathing Problem Frequent Headaches No Liver Disease Stroke O

| Bruise Easily Genital Herpes {_) No | Low Blood Pressure | Swelling of Limbs B

| Cancer Glaucoma () No | Lung Disease Thyroid Disease

| Chemotherapy Hay Fever ) No | WMitral Valve Prolapse | Tonsillitis

| Chest Pains i Yes Heart Attack/Failure » No | Osteoporosis Tuberculosis

. Cold Sores/Fever Blisters |+ Yes i Heart Murmur ! No | Painin Jaw Joinis Tumors or Growths

| Congenital Heart Disoruer{;_'z Yes Heart Pacemaker g ﬁ No | Parathyroid Disease | 3:?;;3[ .

. Convulsions (' Yes (_} No| Heart Trouble/Disease {_) Yes (_} No Psychiatric Care Yellow Jaundice

Comments:

Have you ever had any serious illness

not listed above?( ) Yes ( No

To the best of my knowledge, the questi
| dangerous to my (or patient's) health. It

ons on this form have been accurately answered.
is my responsibility to inform the dental office of a

I understand that providing incorrect information can be ;
ny changes in medical status. i

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE |




GREAT PLAINS FAMILY DENTISTRY

E. Joanne Brown, DDS, PA
Aesthetic & Restorative Dentistry

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that
requires that all medical records and other individually identifiable health information used or disclosed by
us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how your health information is used.
“HIPAA” provides penalties for covered entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment. payment
and health care operations.

Treatment means providing, coordination, or managing health care and related services by on or
more healthcare providers. An example of this would include teeth cleaning services.

Payment means such activities as obtaining reimbursement for services, confirming coverage.
billing or collection activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

Health care operations include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

We may contact you to provide appointment reminders of information about treatment alternatives of other
health-related benefits and services that may be of interest to you.

I have received, read and understand your Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. 1 understand that this organization has the right fo
change its Notice of Privacy Practices from time to time and that | may contact this organization at any time at
the address above to obtain a current copy of the Notice of Privacy Practices.

Patient Name

Relationship to Patient:

Signature: x,

L

Date

620-375-4533 - 888-374-7900 « 201 W. Broadway - Leoti, KS 67861 » Fax: 620-375-4588




GREAT PLAINS FAMILY DENTISTRY

E. Joanne Brown, DDS, PA
Aesthetic & Restorative Dentistry

If patient is insured, please READ and complete the following:

Patient: Date

Welcome 1o our practice. If you have insurance that covers our services we will gladly file a claim for you,
but you must have an insurance card with all current insurance information that a photo copy can be made
for our records with you at time of your visit. We will be happy to call your insurance company at the time
of your visit and verify your insurance coverage. Our computer program will give an estimate of what your
insurance will pay; all deductibles, co-payments and all other charges must be paid in full at the time of
service. We accept cash, checks, credit cards, Care Credit, Citi Cards. as forms of payment.
(initials)

With over 23,000 different insurance plans covering over 110 million Americans today, it is important that
YOU read your policy and booklet carefully to maximize your individual benefits. Your policy is a
contract between you and your insurance company. Should you have questions regarding coverage or
benefits please contact your insurance company. Again, we will gladly call your insurance company for
you during your initial appointment to verify coverage. (initials)

Fact #1. Insurance is NOT meant to be a PAY-ALL, it is only meant to be an aid.

Fact #2. Most plans cover 80-100% of all preventative services and 50% of all major services, however
some plans may only cover 20-40% or lower. Most plans also have an annual deductible and a plan
maximum, which may apply. Some plans pay more-some less. The amount your plan pays is determined
by how much you or your employer paid for the plan,

Fact #3. It has been the experience of many doctors that some insurance companies tell their customers
that ““fees are above the usual and customary fees” rather that saying to them “insurance benefits are low™.
Remember you get back only what your employer puts in less the profits of the insurance company. Our
fees are based on the cost of providing care: and fall well within the normal range for the geographic area.

Fact #4. Many routine dental and medical services are NOT covered by an insurance carrier, Even with
insurance YOU are still responsible for the entire cost of our professional services. Most insurance plans
have policy limitations and payment for treatment. Your insurance policy may not cover all services and
may only pay a portion of the total cost of your treatment. If however, 60 days after services are rendered
and your insurance company has not responded, you are responsible for remitting payment in full on the
61 day after the date of services, (initials)

I understand these facts and agree to be the party ultimately responsible for payment of Dr. Brown’s fees. |
also understand that if payment is not received as outlined, a finance charge at a periodic rate of 28% and
or a billing charge will be assessed, and that if collection agents become necessary for fee collection, the
added cost of collection services and/or legal fees will be added to my bill. (initials)

Signature of Responsible Party
7

620-575-4533  888-374-7900 = 201 W. Broadway < Leoti, KS 67861 « Fax: 620-375-4588




