New Patient Form

Name: Date:

DOB: SS# Male Female

Address: City: State:

Zip:

Name:

Home Phone # (

Email:

Who is responsible for

Employer:

Group #:

Policy Holder Name:

Employer:

Group #: Member ID: Phone number:




Medical History

Patient Name: Birth Date: / / Today’s Date: / /

Are you currently under the care of a physician? Yes No If yes, please explain:

Are you taking any medicati

Do you need to pre-medi

Do you have, or have y,

Yes No AIDS/HI
Yes No Alzheime
Yes No Anemia
Yes No Arthritis
Yes No Artificial Hea
Yes No Artificial Joint
Yes No Asthma

Yes No Blood Disease
Yes No Bleeding Abnorm
Yes No Blood Thinner
Yes
Yes
Yes
Yes
Yes
Yes

HBORHOQD

DENTAL

If yes, which days? H F
Yes No Epilepsy or Se
Yes No Fainting/Dizzinl
Yes No Heart Attack/Fa
Yes No Heart Murmur
Yes No Hepatitis A
Yes No Hepatitis B or C
Yes No Herpes
Yes No High Blood Pressure
Yes No Mitral Valve Prolapse
Yes No Mental/Psychiatric Care
Yes No Pacemaker
Yes No Radiation Treatments

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**




Do you have or have you ever had any serious illness not listed above? If yes, please explain:

Additional information you like for our doctors to know:

Please Circle Allergies: (Circle)

Penicillin Other

Women: Are you pregna
Are you nursing? Yes

I authorize the rele ' ild*s) health care,

claims for insurang . responsible for all
ereby assign
payment of insurance able to me, for

services rendered.

X

Our office makes afe convenient for you
and your schedule. I eduling problems
and interfere with t res. Once
established as a pati en appointments. A
firmed appointment

broken appointments ha 1 o dismiss you from the
practice.

Your signature below serves as confirmation that you fully understand our policies

for cancellations, confirmations, and broken appointments.

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**




X Date / /

for our patients. As\an 1 ; | patients arrive at
least 10-15 minutes € 1 S w patients are asked to

and allow time for cew

emeggen ; E Na 1 g QiS¢ 1S
our t 1 i [ )
In the e a [ i [ - 24
hous$ of your sche i ismi as it

will count as a bro

Here at Neighborhoo ' on policy. Office
personnel will always ¢ 1 i ach dental appointment
in an attempt to confirm
confirmation call back. In ent that you atte o reach our office after
hours, please leave a message as your appointment can be confirmed this way as
well. If you have failed to confirm during this three day window, we will assume

that you cannot make your appointment and reserve the right to remove your

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**




appointment from the schedule. In the event you do show up for the appointment
without confirmation, we will try our best to work you back into the schedule.
Please remember that it is your responsibility to keep us informed of any changes
to your contact information. If your phone number has changed or has been
disconnected, it will still be considered “un-confirmed” and will be removed from
the schedule.

Dental originates
and maintains pap ations, test result,

diagnosis, treatmen

I understand that I
The right to object

right to request restri€ti I y be used or
disclosed to carry o i

I understand that if | ation 1s used,
Neighborhood Dental i¢tions requested. |
understand that [ may I i t to the actions the
organization may have a at by refusing to sign

this consent or revoking th i ntal may refuse to treat me.

I wish to apply the following restrictions to the use or disclosure of my health
information:

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**




I understand that as part of this organization’s treatment, payment, or health care
operation, it may be necessary to disclose my protected health information to
another entity. I consent to such disclosure for these permitted uses, including
disclosure via fax.

I understand and acceg

X
PATIEN RACTICES
You may refuse to sign 7 i > allowed to process your
Date:

The undersigned acknowled
healthcare facility. A copy of
MY SIGNATURE WILL ALSO R >

RADIOGRAPHS BE SENT TO ¢ ‘ E FUTURE.

of Privacy Practices for this
original.

DO YOU WANT TO
O First Name Only O Pro

PLEASE LIST ANY OTHER
(This includes step parents,
this patient’s records):
Name:

AN HAVE ACCESS T(
any care takers who c:

FORMATION:
ient and have access to

Name:

I AUTHORIZE CONTACT FRO
INFORMATION VIA:

S, TREATMENT & BILLING

O Cell Phone Confirmation
O Home Phone Confirmation 2 Mak
O Work Phone Confirmation O Any

| AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

O Cell Phone Confirmation B-TFext-Message-te-my-Cell-Phone
O Home Phone Confirmation B—Email-Confirmation
O Work Phone Confirmation O Any of the Above

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**




In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may
recommend products or services to promote your improved health. This office may or may not receive third party
remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information
with your knowledge and consent.

Office Use Onl
As Privacy Officer, | attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did

not because:
It was emergency treatment
| could not communicate with
The patient refused to sig
The patient was unab
Other (please des

Signature of Privacy O

NEIGHBORHOQ

ENT

**Any missed or cancelled Saturday appointments without proper 48 hr notice, will not be rescheduled on
another Saturday**

D




