- . City:

PATIENT INFORMATION

"

|

The following information is necessary for proper freatment & will be kept conflldential
(Mr-Mrs-Ms-Miss-Dr) First: Last: MI:
Mailing Address: | !

. State: Zip: |
el Phone: AltPhene: \{
[ IMale L1 Female SSN:

Birthdate:

Emergency Contact:

Phone: ) Relationship to patent:

Name of Referring Dentist:

INSURANCE INFORMATION

DPLEASE GIVE RECEPTIONIST YOUR INSURANCE CARD PRIOR.

TO APPOINTMENTY!

{If you have secondary insurance, please give receptiopist your card) 5

Policy Holder's Name:

DOB:

e
T -

1D

Relationship to patient:

Insurance Company:

Person responsible for account/finances:

oup #:

FINANCIAL AGREEMENT

PAYMENT IS DUE AT THE TIME OF SERVICE. FOR PATIENTS WITH DEN
COURTESY. A CLAIM WILL BE FILED ON THEIR BEEALE. FINANCE CHA
[AFTER THE INSURANCE PAYS] ON ANY REMAINING BALANCE.

Patdents with dental insurance pay gstimated portion at time of visit. All ingnrance qu

TAL INSURANCE; ASA

RGES ARE ASSESSED 90 DAYS

\oTes are estimates and NOT a

guarantee of payment Actual payment will depend on the Treatment Plan in effectat

rinsurance is solely the responsibility of the patient/responsible
trator to pay these

payment lefrover afte

I further authorize my insurance company and/or benefits adminis
Hepworth Dental. T understand I am financially responsible for any charges, whether ¢
benefits administrator, and that Dansie Hepworth Dental will submit billings to wy ing
administrator as a courtesy for me. Unpaid balances, exceeding 6 months, may be subj

further debtresolution.
APPOINTMENT CANCELLATION/ RESCHEDU

We respectiully ask for a 24 HOUR NOTICE of eny appointment canceliation. A $5 0.0
account for any “No-Show” appointments or if we do not receive 24-hour notice fora ¢

*H]PAA-PRIVACY PRACTICES:

[ 2m aware of the Notice of Privacy Practices & [ was provided an opportunity to revia

ALL INFORMATION WRITTEN IS TRUE & COMPLETE TO THE ;
SIGNATURE: DAT

D fee will be added

o i INTTIAL:

he time of service. ,E’-‘my difference of
party. :

assigned benefits djirectly to Dansie
r ot paid by my insurance and/or
nrance Company azlld/ or benefits

bt to referral to a collection agency for

LING POLICY

to each patdent’s

ancelled appointment

SEST OF MY KNOWLEDGE.
E:




Time 9240 AR Sugar Family Dental Date 4/26/2024
Eaglecoft Medical History .
Patisnt Narmes Birth Date: Date Created:

Although dental personnel primarlly trest the area in amd around your meuth, your mouth is & part of your entire body. Health problems that you may have, or medicaton that you may be taking, ¢

Areyou under a physicians care now?

Ofes (Mo Tyes o
Heve youavar been hospitalized orhad a mejor aperetion? Y e Ifyes | |
: . |
! Have you ever bad 3 sericus head or neek infury? 5 Yes (T Mo Ifyes | : \
Areyou taking any medications, pills, or drugs? Caves £ Mo Ifyss ; 7 N , , - 1
Do you take, ar kave vou taken, Phen-Fen or Radun? Caves (Mo ffyes i 1
i Ha*.--‘a«,-qu e-.r-ertak_erj Fos_ama.x, Boriva, Actonel or ame other CaYes X Me Ifyes ! : E
medications containing bisphesghonaes? -~ . . L
&1eyou on a spacial diet? % Yes Mo :
. Do youuse tobacco? T Yes CaNe ‘
! Doyouusscontrollad substancas? i ves (T No fyes | !
:- m'fc;men:ﬂre \,'c;.e...
[ Pregnant/Trying to get pragnant? [ Nursing? i Taking oral contracaptives? i
Are you alergic to amy of the fullowing? e R
[':'“—Lspmn S S TR [“" Lo e L__:.Cﬁé-éiné e e . ;::;Acr';lic : ‘
[ Hetal [ Latex [ 5ulfa Drugs [ Loeal Anesthetis ‘
e thyes |
o }nuha»c, o ha»eyou ha o oF e Tlomie? T T T D i
CAIDS{HIY Positiae T Yes [T3Mo | Cortisone Medidne i¥es iNo  |Hemophilia {Ti¥es iNo | Radiation Tratmants Thves Cine
Aizheimer's Disease Tives CiMe |Diabstes iYes ¢iNo |Hepatitis A {Yes {(iNo |RecentWeightioss {Tives (iNe
anaphylads M Yes (Mo Drug &ddiction {Mives {1Ne Hepatitis Bor T Yes <TiNa Renal Dialysis Taves (i No
Anemia iTyyes "yMo | BasilyiWinded ves (YNp  |Herpes 9fes uNo | Rheumatic Fever ives 3 MNe
Anginz yvas ThNo Emphysama D fes Mo High Blend Pressure fas X No Rheumatism uves Mo
ArthritisiGout iYes (Mo | Epilepsy or Seizures CiYes {yMo  [HighCholestem! (D ¥es (DM | Scariet Fever 7 es 1 No
Artificie] Heartwalve Crves (DiMo | BxessiveBleeding pves (Mo |HivesorRash (% ¥es (yNo | Shingles Tires i No
| Avficial Joint Y Yes CyNo | ExcessiveThirst Orves pme |Hypoghycemia Nres (Mo Sickle Cell Disease ires (Mo
Lasthmz "iYes (G No |Fainting Spells/Dizdiness ) ves ¢ No | IrregularMeartbest ves Mo | SinesTrouble T ves () Ne
: éB!ood Disease % Yes (DNo | Frequent Cough Tives TN |Kidney Problems D Yes CiNo  |Spina Bifide i Yes (3Ne
; Blood Transfusion £y ¥es P Mo Fraquent Diacthea Taves ¥No |Leukemia : TiYes o StomachyIntestinal Disszse (" ves (O Ne
I iEreathing Problems Ty Yes i Mo Frequent Headaches Tives [ No LiverDisease {7 ves iNo Stroke o Yes (iNo '
‘Bruisa asity {fes YMo | Genital Herpes {vYes (O No |LowElood Pressure Thves (No | Swelling ofLimbs Coves (JiNo
“Cancer fuves 3No | Glaucoma {ates {DNo |LungDisesse £ ¥es iNe | Thyreid Disease i fes 3No
 Chemotherapy {rYes (TiMNo | Hay Fever Tives {iNo | MitralvaiveProlapse Mes TiNo | Tonsiilis O ves dDMo
 Chest Paing aYes T3Mo  |HeartatieckiFailur ives (Mo | Ostsoporosis Yes (No | Tuberculosis T Yes (D)Mo
.Cold Sares/FeverBlisters  Tives (iMoo |Heart Murmur i ¥es ()Mo | PaininJaw Joints res Ty Mo |Tumars or Growths Tives i Ne
| Congenttal Heart Disorda Javes ("3No | Heart Pacemaker {M¥es (UNo | Parathyroid Diseese Tives Mo |Ulears O res Mo
Cenwulsions Tuves MuMo  |HeartTrouble/Disease ) Yes {JNo | PsychiatricCere yyes Mo |Venerezl Diseasa CThves (O MNe
ellowJaundice Taves () No
. 1

Haveyou ever had any sericus illness notlisted abowe? Cies Thvo Ifyes | .

| To the best of my knowladge, the questions on s form have been accurately answered. Iunderstand that providing Incorrect tnformation can be dangerous to my {or patient’s) health. Ttis my

. responsibility to inform the dantsl office of any changes in medical status.

i Eténra'iur& of Pa‘aent,?arent or Guardian: |

X Date:




Treatment Consent Form

THane Hepworth, DDS

pa—

Consent & Information Form
Work to be done:
o lunderstand that1am having the following work done: Fillings ___ Bridges
Anesthesiz___ Exam, ¥-rays, and Cleaning ___
Drugs and Medications:

Crowns__ Extractions_ General

o Iunderstand that antibiotics and analgesics and other medications can cause gllergic reaction causing redness and

swelling of the tissues, pain, itching, vomiting, and/or anaphylactic shock (severe aliergic reaction)

Chenges in Treatment Plan:
o Iunderstand that during treatment it may be necessary to change or add procg

while working on the teeth that were not discovered during examination, the most common g

dures because of qondiﬁons found
being roct canal therapy

following routine restoration procedures. I give my permission to the Dentist tio make any/ all changes and additions

as necessary.
Removal of Teeth:

o  Alternatives to removal have been explained to me (root canal therapy, crowns, and periodental surgery, etc) and |

authorize the Dentist to remove the following teeth

and any others necessary for reasons In paragraph

#3. Tunderstand removing teeth does not always remove all the infection, if present, and It may he necessary to have
further rreatment. I understand the risks involved in having teeth removed, sone of which are paﬁn, swelling, spread

of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (paresthesi

2) that can Jast for

an indefinite period of time (days or months) or fractured jaw. [ understand [ may need further tyeatment bya

specialist or even hespitalizadon if complications arise during or following tre
responsibility.
Crowns Bridses and Caps:

o lunderstand that sometimes itis not possible to match the color of natural tegth exactly with artd
understand that | may be wearing a temporary crown, which may core off eagily and that I must
that they are kept on until the permanent crowns are delivered. ] realize the fipal opp ortunity to I
new crown, bridge, or cap {including shape, fit, size, and color) will be before dementation.

Dentures Comulete or Pardal:

tment The cost oq which is my
]

1
]
ficial teeth. ] further
he careful to ensure
nake changes in my

I
i

o Irealize that full or partial dentures are artificial, constructed of plastic, metal gnd or porcelain. The problem of

wearing these appliances have heen explained to me, including looseness, SOreness, and possible

the final opportunity to make changes i my new dentures (including shape, &
“teeth in wax’ try in visit [ understand that most dentures require relining apy
after initial placement The cost for this procedure is notincluded in the inidal
Endodontic Treatment [Root Canal
o Irealize there is no guarantee that root canal treatment will save my tooth an
treatment, and that occasionally metal objects are cemented in the tooth or e
necassarily affect the success of the treatment I understand that occasionally
necessary following roct canal treatment (apicoectomy)
Periodontzal Loss (Tissue & Bone
o [ understand that I have a serious condition, caus
of my teeth. Alternative treatment plans have been explained to me, including
extractions. I understand that nndertaking and dental procedures may have a
condition. ] understand that dentistry is not an exact science and that, thersfos
| guarantee results. I acknowledge that no guarantee or assurance has been mad
treamnent which I have requested and autherized. I have had the opp ortunity
guestions have been answered to iny satisfaction.
ICONSENT TO THE PROPOSED TREATMENT

Signature of Patient {or Guardian):

reakage. [ realize
. size, placement, and color) willbe the

broximately three to twelve months

denture fes. '
]

o .
that complications can occur from the
end through the root, which does not
dditional surgical procedure may be

|

[
ing gum 2nd bone inflammation or oss and thatit can lead to the loss

cum surgery, repl lcements and or
Arture adverse effecton my periodontal
re; reputable pracﬁﬁonars cannot fully
e by anyone regarding the denial

ro read this form and ask questons. My

Date;

!
|
|
;
e
i
!




