CONTEMPORARY

DENTAL ARTS

Name Preferred Name OmOFDOB

Marital Status: O Single (O Married [ Separated 0O Divorced 0O Minor [0 Widowed

Emergency Contact-- Name Phone # Relationship

Whom may we thank for referring you to our office?

What do you want accomplished during your visit today?

Would you like your teeth to be whiter?

Are you anxious about visiting the dental office? YES / NO

How long has it been since your last dental visit? Last time your teeth were cleaned?

Previous dentist's name Phone #

W yuUdl BUD MITTW U TTUTLT T I Havec yud ©vcl JTCIl L Taltu v gull vipcasc! TEa 7 W

Bo youWorry abolEDad Breatiy? &. i sistisssinesivisiirisridoissssdisssssssansi Minsesssinasssndiyameel oiuoessuss o srouns Budounsitss N ioetinsuviinss YES NO

Are any of your teeth sensitive? YES / NO  If YES, what are they sensitiveto? [ Hot ([ Cold 0O Chewing 0O Sweets

Are you missing any teeth? YES / NO If YES, how long have they been missing?

Have any teeth been replaced by a crown, bridge, implant, partial, or denture?..........cccoveeieciiierinsrneeseecsreree s YES NO
If yes, how old are they?
If partials or dentures, do you wear them regulariy? ... eceessennesnene e ssssssssssssssssessesessessessessssessssenessenens YE9  NO
Are you happy with the appearance and/or fit? ... e e sessensrs sessss sessrssessss sass YES NO

Do you clench or grind your teeth? YES / NO Does your jaw click or pop? YES / NO

Have you experienced any pain or soreness in the muscles of your face or around your ear?.........c.cccevvvecvnicnisinisinnenn. YES - NO

Do you have headaches, neck aches or shoulder aches?...........cciinniin e YE9. NO

Have you:had any orthOdONTIC WOTKE . ciuiimsssisimssisssssisnssscisiossssts susasssissatasensiasssssussarsamesnissursivasessnarsneasindos srassasagansesinssnionsi tos YES

NO



Medical History:

Are you currently Under a PhySICIaN'S CATET i i sisiviiissiionsssasss s it sinsssisvessssias s sasis s sbisiisimsstvasisisions dassstssiusnd YES NO
Physician's Name Phone #
Are you taking any medications, Vitamins O SUPPIEMEBNES ..ot ssrssas b b s s s s b s n e sabsssne s b e sanasbessnssanas YES NO

If yes, please list:

Are you allergic to any medications? YES/NO  If YES, please list:

ATE YOU BIETZIC T0:aNY MNBTAIST. . orrissrrssmsssisssisssisssiiasinsiaississ s R RS s e s s YES NO
ATE VOUL AlITZIC O NaBRP: so vy v ieora s om0 S5 Sy S e S s S o o s B b e e e T e YES NO
Have you ever been treated for or been told that you might have heart disease? ........cccccveveviiiiniiiciniesnenieie YES NO
Do you have a pacemaker or artificial heart valve implant?..........oo it eenes YES NO
DO YOU NaVE @ NBAIT IMUIMIUIS ... cetieiceeeicteeeeiee st ere st s e eerassobe s e st s s b s s e bt s s b e s b e e e s b b e s s e b b e e s ae s s sEa s e e b e e be e s bn e e nananss YES NO
Have you ever Nad rhEUMALIC FEVEI? ...t bbb s s s sa s sh s sa s b s s ea s b s b ereshsben YES NO
Do you have any knee, hip, or other jOINt replacemMENTS?.......cviiieeierree et sn s bss s p s ens YES NO
If yes, when?
Have you ever been told that you need to take any premedication prior to dental treatment?.......ccccoeeiiiicnicninnns YES NO
Do you have high blood pressure or take blood pressure medication?..........ccccecnieieiiniiniin i YES NO
D0 YOU have [OW DIOOT PrESSUIEY.......cieuieieeieieiereessessressssaseeeraesessessneeseestssssesae s st s ae s s s e b e s b s ssb e sb s s sanssh b s s b e e s assanassbbesn YES NO
Have you ever had radiation treatment or chemotherapy treatment?...........ccvciiireinnc i YES NO
Do you have inflammatory diseases, such as arthritis or rheumatism?........cccoiiiiiiiii YES NO
Do you have any blood disorders, such as anemia, leukemia, BIC?......ccooviriiiiriiiiinisier e s YES NO
Have you ever bled excessively after being cut? YES/NO Do you take blood thinners? YES/NO
DOy O AN B AN SOOI DI D OO D BN P s v i ks 6 i S 40 M i B S AR AT AN SRS YES NO
Do you have any Kidney ProBlEMIS? ..o oot re e et ese et e s e e e se s s e b e et e e sesseb e ke raessbe bt e st e nbeenne YES NO
DO YOU have @ny [IVEr PrOBIBMIS? .....uvviiiiiiiiiiieiiiiireiiiireeiistsreeessntessssssssasssneessssnsasssssssssesanssnsessassnesssssssneesessnseneasanaresessnns YES NO
Are you diabetic? (If 50; 5VD8 108 20 s s rvissiomsnmisssssisns i e e 1o s i st s 00 0 e v v o S i e e YES NO
Do you have fainting or dizzy spells P nimmnmnmniimmssiniiinminm s sy s i b i v it vk YES NO
DO YO N AVEASTIITIAT, 55w comuvsmvsuseronasssvssisamssssrerss vovomseiss Foissiv (e by oo T T3 54V 343 53 SR 43 54490 SR BOF U S 5744 EWRP TS SV F A5 S ST MR N  o YES NO
Do you have epilepsy O @ SEIZUIE ISOTUEIT.......cccvuiererieirierieeieesireeseresesseneessssar e s e rranesessemseeesesnansassssastatesassansssssstsssssss YES NO
Have you tested positive fOr HIV/AIDS?.........coiiuererieiiteinie e stessesesesseseseeses e sr et nessese e nsseessessanessensesssnsensessasensesnsnsanesesns YES NO
Have you tested positive for hepatitis? (If so, which type Josmsmmmnnarrrn SRS YES NO
Do you drink alcohol?  YES / NO If YES, how much/how often?
Are youa current Or formEr ToDACEO MSEE Puius s s s o ssmsmmsmia s £, NG
If YES: What type?: How often?: For how long?

Any history of drug abuse? YES / NO  If YES, please explain:
Have you ever taken any medications for treatment of osteoporosis? YES/ NO  For how long?

Are you pregnant or suspect that YOU May DeP.......ciiiiiiiimiiiiis e s sssse e ssssssessssssassssassnnes YES NO

Do you use any birth control MediCation?.........cc i e s YES NO

Have you ever had a serious illNess OF MajJOr SUIBEIY .. ... ittt s s s eae s s st s s s be s nnassnessans YES NO
If yes, please explain:

Do you have any disease, condition, or medical problem not listed?........cccciriiiiiiiinsese YES NO

If yes, please explain

| agree that all information written on this sheet is correct to the best of my knowledge and if any medical information changes during the course
of treatment with Tulsa Family Dental | will inform the office immediately.

Patient or Guardian Signature Date



Patient Consent Form

| understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), that | have certain rights to privacy
regarding my protected health information. | understand that this information can and will be used to:

Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be involved in the
treatment directly and indirectly. Conduct normal healthcare operations such as quality assessments and physician certifications.

| have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures
of my health information. | have been given the right to review such notice of privacy practices prior to signing this consent. |
understand that this organization has the right to change its notice of privacy practices from time to time and that | may contact this
organization at any time to obtain a current copy of the notice of privacy practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry out treatment,
payment, or healthcare operations. | also understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

| understand that | may revoke this consent in writing at any time, except to the extent that you have taken action relying on this
consent.

| consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care.

| consent to the dentist's use and disclosure of my records (or my children's records) to carry out treatment,

to obtain payment, and for those activities and health care operations that are related to treatment or payment.

| authorize payment directly to the dentist or dental group of insurance benefits otherwise payable to me. |

Understand that my insurance carrier of my dental benefits may pay less than the actual bill for services and that |

am financially responsible for payment in full of all accounts.

| hereby grant permission for video recordings and digital photographs to be taken of my dental treatment. | understand that
recordings and images taken may be used for marketing and/or educational purposes. | authorize Tulsa Family Dental, PLLC to use
images taken on its website and or in printed promotional materials without further consideration and acknowledge Tulsa Family
Dental, PLLC's right to treat the media at its discretion (Note: no names of patients will be identified). | also acknowledge that Tulsa
Family Dental, PLLC may chose not to use media taken of my dental treatment at this time, but may do so at its discretion at a later
date. | understand that once my image is posted on the Tulsa Family Dental, PLLC website, the image could possibly be downloaded
by a third party. | agree that | will not hold TFD responsible for any harm that may arise from such unauthorized reproduction.

I certify that | have read and understand the above information to the best of my knowledge.

Patient/Guardian Name Relationship to Patient
Signature Date

Financial Agreement for Tulsa Family Dental

Your dental health is our #1 concern. We do not recommend treatment based on any insurance coverage. In order to avoid any
future misunderstanding, please read and sign the following:

Payment is due at the time services are rendered. For your convenience, we accept cash, Visa, MasterCard, Discover, AMEX,
personal checks, and CareCredit.

Insurance benefits are determined by your employer and not your dentist. Insurance is not a guarantee of payment; insurance
companies will not pay for all of your costs. Your insurance policy is a contract between you and your employer. Your insurance and
payment are still your responsibility. As a courtesy, we will be glad to file your claim for you if you provide us with all required
information. You will be expected to pay for services rendered at the time of service.

We reserve the right to charge and collect fees for broken appointments (appointments that are broken or cancelled without 24
hour advance notice will incur a charge of $50.00). Appointments are reserved exclusively for you. As a health benefit to you, we
may offer to move your appointment to an earlier time if openings arise.

If a check rendered does not clear the financial institution and is returned to us, a fee of $35.00 will be added to your account
balance. Payment plans and financial arrangements can be entered into for comprehensive dental treatment, prior to commencing
the treatment. We also offer outside financing through CareCredit.

We request that you be responsible for understanding your insurance benefits, coverage and limitations. You will be a responsible
for any amount unpaid by your insurance plan. We will allow 30 days for your insurance company to make payment. After 30 days,
all inquiries and follow up become your responsibility. Balances over 90 days may accrue a monthly finance charge and be subject to
going to an outside collections agency.

| have read and understand this financial policy.

Patient/Guardian Name Relationship to Patient
Signature Date




