PATIENT NAME DATE

Primary reason for this dental appointment: [ Examination  [] Emergency ] consultation

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[ aspirin - [ Penicilin  [] Codeine [ Acrylic [IMetal [ Latex Rubber [Imik [l other

Women (Please check): L] Pregnant/trying to get pregnant = Nursing DTakmg oral contraceptives Discuss Yes No

Do you now have orhave you ever had any of the fctlewmg’? Do you take any of these medicines? Please check appropriate boxes.
i yes m any r:)f the starred c:andltmns piease r;ail prior to yaur appomimem premedrcatron or changes in medlcatnon may be required.

“““ CVes N0 . Yes No . Yes No . Yes Noo Yes No
Heart@tsease/Surgery [ [ Excessive Bleedmg [ [= Chemotherapy, ol nght Sweats 0 O Cold Sores D B
Heart Murmur or Defect * [1 [ Sickle Cell Disease O O osteoporosis = [1 [ Yellow Jaundice O O FeverBlisters B B
Irregular Heart Beat L1 L1 Hemophilia O O Bisphosphonates [ [ Kidney Problems O [ Herpes e
Angina/ChestPain [ [1 Methemoglobinemia O O osteonecrosisof Jaw ~ [1 [ Renal Dialysis 00 O stoke E B
Heart Attack/Failure [l O Leukemia O O ArediaLV. F{eclasti\/ [] [ Thyroid Disease O O Convulsions E e
Congenital Heart Disorder* l‘ bl Recent Blood Transfusion O O Zometa LV, [ [ Parathyroid Disease [0 [0 Epiepsy or Seizures [
| Sl OOf 7 e B Ao =l . G
Bhoimatic Fover * o Bregthin e O [ Stomachintestinal Dtseaseij U Rheumatism O O Glaucoma 0
Attificial Heart Valve * [0 [ Shortnesgs of Breath O O e 0 O Painin Jaw Joints O O Tumors of Growtns £l O
Heart Pace Maker* B Frequent Cough 0 [ PRecentWeight Loss L1 L[] Cortisone Medicine O [ Nervousness = B
Pulmonary Shutt O [ Hay Fever O [ Frequent Diarrhea L Ll Artificial Joint * : Bl [E Psycljiam(y: Care 0] [l
High Blood Pressure. [ [1 Sinus Trouble 0O [ Pebetes [ [J Sexually Transmitted Disease 1 [ Alzheimer's Disease E B
Low Blood Pressure 0 I Asthma O [ ExcessieThirst 0[] ADS O O Allergies (Medicines) [
Bacterial Endocarditis’  [1 [l Bloody Sputum O [O Hypoglycemia : L1 L] HV lF’osmve ] =] A{Iergles (Pollen / Dust) L E
Unexplained Fever [0 [ Emphysema 0 [ Liver Disease {1 [ Genital Herpes O [ Hivesor Rash“ . Ll [
BruiseEasﬂy/Bioolesease L1 [ Tuberculosis B El HepatmsA(lnfecteous} 1 [J Drug Addiction/Alcoholism C1 [0 Need Premedication? _E_ B
Anemia B B cancer O [0 HepafiisBorG [0 [J Tattoos/Body Piercing 0 O Evertakenfen-phen?t [ [J]
Coronary Stentt ~ [1 [ X-Ray Treatments (Radiation)] [ Protease Inhibitor [0 [ Sleep Apnea O O cochlear implants? 2
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.
X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Revi wed By D . _ . . . BP

edical U k ates

l have read my MEEIGAL HISTORY dated ‘ . : and conf;rm that it acfequately states past and present conditions.

. EXCEPTIONS - PAT]ENT‘S SIGNATURE . BB _PUlsE REVIEWED BY
. None 00 _ . b
None 0 . br
__ None 01 . ‘ Dr.
_ Nore 1] . Dr.
: Nén?e . D

e f/.l\;IEWPSTg;:)Emsg-gtocﬁssst;ouligscsiirsnsg{‘gggﬂ gg? 21196;2 1995, 1998, 2001, 2004, 2005, 2006, 2007, 2008 D E NTA L AN D M E D I CA L H ISTO RI ES U P DAT ES




PATIENT REGISTRATION FORM

PATIENT NAME:
ADDRESS:
PHONE (HOME):( ) (WORK):( ) (CELL:{ )
ENiAIL: ,

' DATE OF BIRTH - AGE: PATIENT SOCIAL SECURITY #
SEX:- Maie Female MARITAL STATUS: Single Married Other
SPOUSE OR NEAREST RELATIVE NAME: PHONE:

CITY, STATE ZIP:

ADDRESS:

REFERRAL INFORMATION: WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

Another patient, friend ___ Another patient, refative ___ Dentaf Office . Yellow Pages ____ Dental Insur_ar'loe ___ Ofther __

NAME OF PERSON, OFFICE, INSURANCE OR OTHER:

HESPdNSIBLE PARTY NAME: RELATIONSHIP TO PATIENT:

ADDRESS: CITY, STATE ZIP:

PHONE (HOME):{ ) (WORK): () (CELLY:( )

DATE OF BIRTH : SOCIAL SECURITY # : SEX: Male Female
EMPLOYMENT INFORMATION: The folfowing is for: Patient ___ Responsible Party ____ '
EMPLOYER: OCCUPATION:

ADDRESS: CITY, STATE ZIP:

PRIMARY INSURANCE SECONDARY INSURANCE -

INSURANGCE CO NAME: INSURANCE CO NAME:

INS. CO. ADDRESS:

{NS. CO. ADDRESS:

POLICY HOLDER NAME: POLICY HOLDER NAME:
RELATIONSHIP TO PATIENT: AELATIONSHIP TO PATIENT:
EMPLOYER: EMPLOYER:

D& GROUP NO..____ ID # , GROUP NO.:
DATE OF BIRTH: DATE OF BIRTH:

SOCIAL SECURITY # SOCIAL SECURITY #

AUTHORIZATION TO PAY: | hereby authorize payment directly to the Dental office of Stanley Dental, 8877 W. Union Hills Dr. Suite 600,
Peoria, AZ 85382 for the dental benefits, if any, otherwise payable to me for services. | understand that | am financially responsible for
the charges not covered by my insurance. | hereby authorize Stanley Dental to perform diagnostic and therapeutic treatment
necessary for proper dental care and to release any information required in the course of my treatment to other health care providers

or third-party payors.

DATE:

PAFIENT SIGNATURE:

DATE:

PARENT/GUARDIAN:

PATIENT INFORMATION



NOTICE OF PRIVACY PRACTICES

Stanley Dental
Michael Stanley DMD
8877 W. Union Hills Dr. Ste 600
Peoria, AZ 85382

THIS NOTICE DESCRIBES HOW DENTAL INFORMATION ABOUT YOU MAY BE USED AND DISCOLSED AND HOW YOU CAN
GET ACCESS TO THIS INOFORMATION.

This notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry
out treatment, payments of health care operations. (TPO) and for other purposes that are permitted or required by law.
It also describes your rights to access and control your protected health information.

1. Uses and Disclosures of Protected Health Information

Your PHI may be used and disclosed by your physician our office staff and others outside of our office that are involved in
your care and treatment for the purpose of providing health care services to you to pay your health care bills, to support
the operation of the physician’s practice and any other use required by law.

Treatment: We will use and disclose your PHI to provide, coordinate or manage your health care and any related
services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your PHI, as necessary, to a hoe health agency that provides care to you. For example, your information to
diagnose or treat you.

Payment: Your PHI will be used, as needed, to obtain payment for your dental/health care services. For example,
obtaining approval for a hospital stay require that your relevant PHI be disclosed to the health plan to obtain approval for
the hospital admission.

Healthcare Operations: We may use of disclose, as needed, your PHI in order to support the business activities of
your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review
activities, training of medical students, licensing and conducting or arranging for other business activities. For example,
we may disclose your PHI to medical school students that see patients at our office. In addition, we may use a sign in
sheet at the registration desk where you will be asked to sign you name and indicated your physician. We may also call
you by name in the reception room when you physician is ready to see you. We may use or disclose your PHI, as
necessary to contact you to remind you of your appointments.

We may use or disclose your PHI in the following situations without your authorization. These situations include as
Required by Law, Public Health issues as required by law; Communicable Diseases; Health Oversight.; Abuse or Neglect;
Food and Drug Ad; ministration requirements; Legal Proceedings; Law Enforcement.

We will not use your health information for marketing communications without your written authorization.

We may disclose to miliary authorities the health information of Armed Forces personnel under certain circumstances.
We may disclose to authorized federal officials health information required for lawful intelligence and other national
security activities.



Michael Stanley DMD

ACKNOWLEDGEMENT OF RECEIPT OF
- NOTICE OF PRIVACY PRACTICES

“*You May Refuse to Sign This Acknowledgement**

1,

_ . 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:

d Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement

0 An emergency situation prevented us from obtaining acknowledgement
| Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and thelr staff is

permitted. Any other use, duplication or distiibution of this form by any other party requires
the prior wiitten approval of the American Dental Assoctation.

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



Consent to Treat & Financial Policy

| voluntarily and knowingly request and consent to the services, treatments and/or prqcedures _
recommended by Michael Stanley DMD to all diagnostic methods deemed appropriate by thg dentist
which may include, but not be limited to, x-rays, study models, imagery, and other aids. | authorize the
dentist to perform all such services, treatments and/or procedures and to utilize all such diagnostic methods.
Further, | acknowledge and understand that the dentist may engage the assistance of others in performing
such services, treatments and/or procedures and in utilizing such diagnostic methods.

| understand that the practice of dentistry is not an exact science and | acknowledge that no guarantees
have been made to me concerning the results of the services, treatments, procedures and/or diagnostic
methods that have been recommended. | also understand that the use of anesthesia carries with it
significant risks that have been explained to me.

| understand and acknowledge that | am fully and completely responsible for the payment of all costs
associated with the services, treatments, procedures and/or diagnostic methods performed and utilized by
the dentist and others. | acknowledge that any insurance coverage or benefits that | may have is based on a
contract between my insurance company and me, my spouse and/or my employer. The dentist is not a party
to this contract and the services, treatments, procedures and/or diagnostic methods are provided to me.
Therefore, | acknowledge that | am fully responsible for the payment of all sums owed to the dentist for the
services, treatments, procedures and/or diagnostic methods provided to me. As a courtesy to me, the dental
office will bill my insurance company and | acknowledge that | will remain liable for any and all amounts not
paid by the insurance company for any reason (including but not limited to the insurance company declining
coverage after initially approving it) or if the insurance company fails for any reason to reimburse the dentist
within 45 days after being billed by the dentist. | acknowledge that it is my responsibility to provide the
dentist with my current insurance or managed care information and any changes thereto.

All returned checks will be subject to a $35 returned check fee. Any account balances that remain unpaid for
70 days from the date of service may be referred to a collection company or attorney. In the event this
occurs, | understand that | will be liable for collection costs of $25. Further, in the event any unpaid account
balance is referred to an attorney for collection, | agree also to be responsible for all costs and reasonable
attorney's fees incurred in connection therewith.

| consent to the dentist's use and disclosure of my health information to my insurance company and any
agent thereof. | hereby assign to the dentist all of the insurance benefits due to me for the services,
treatments, procedures and/or diagnostic methods provided to me and | authorize my insurance company to
make payment directly to the dentist for the costs associated therewith.

I further consent to be contacted by the dentist, any agent of the dental office, or any collection agency (or
agent thereof) or attorney to whom an unpaid account balance has been assigned or referred by mail at any
address that | provide to the dental office and/or by facsimile, email or phone number (whether a cell phone
or landline) that | provide to the dental office or any agent of the dental office.

Patient Signature:

Print Name:

Guardian/Responsible Party, if minor:

Print Name:

Date:




Stanley Dental
Cancellation Policy

We set aside dedicated time in our office for your dental appointment. If
You find it necessary to cancel, please provide 24-hour advance notice.
Without proper notice, you may be charged a $25.00 fee which is
subject to change without notice.

Signature




