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PATIENT INFORMATION

MR MRS MS Last First MI
ADDRESS

CITY STATE Z1P

HOME PHONE WORK PHONE CELL PHONE

SS# - - DOB: MARITAL STATUS SEX
REFERRING DENTIST PHONE

PRIMARY DENTAL INSURANCE COVERAGE
SUBSCRIBER NAME

RELATION TO PATIENT SS# - - DOB
EMPLOYER NAME AND ADDRESS

INSURANCE COMPANY NAME AND ADDRESS

SUBSCRIBER ID #

SECONDARY DENTAL INSURANCE COVERAGE
SUBSCRIBER NAME

RELATION TO PATIENT SS# - - DOB

EMPLOYER NAME AND ADDRESS

INSURANCE COMPANY NAME AND ADDRESS

SUBSCRIBER ID #




Medical History

So that we may provide you with the best possible care, it is important that you tell all dental personnel
involved in your treatment about the general state of your health. Please complete this medical history
form. This information is, of course, confidential.

Patient First Name: Patient Last Name:

Date of Birth: Home Phone: Today's Date;

If you are completing this form for another person, what is your relationship to that person?
Your Name: Relationship:

MEDICAL HISTORY
Physician’s Name:

* Address:

Are you now under the care of a physician? OYes ONo
If yes, for what reason?

Are you presently taking any medications/drugs/pills? QOYes ONo

Have you or anyone in your family had an adverse reaction to local anestheisa, IV QYes O No
sedation, or general anesthesia?

Is there anything you would like to discuss privately with the Dentist? OYes ONo

List prescriptions (including birth control pills), vitamins, herbal supplements, natural products, over-the-counter
MEDICA TIONS drugs taken routinely and controlled substances. include dosages if available.

ALLERGIES / SENSITIVITIES
Are you allergic / sensitive (or ever had an adverse reaction) to: Check all that apply or check none

[JPenicilin [ _]Codeine [JLocal Anesthetic [ IMetals [ JLATEX [ JNONE
[:]Aspirin DOther Antibiotics [_|Other Medications or Substances:

BISPHOSPHONATES
Have you ever or are you currently taking or scheduled to begin taking any of the medications, alendronate
(Fosamax®), risedronate (Actonel®) or ibrandronate (Boniva®) for osteoporosis or Paget’s disease?

O Yes ONo

Since 2001, were you treated or are you presently scheduled to begin treatment with intravenous
bisphosphonates (Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal complications resulting
from Paget's disease, multiple myeloma or metastatic cancer?

OyYes ONo Date Treatment Began:

COMMENTS




Have you ever used or currently use tobacco products?Q) Yes O No How long ago did you quit?
DCigarettes [:]Cigars [:I Pipe DChew How much? How often?

Do you drink alcoholic beverages? O Yes O No How much? How often?

Have you had any other serious iliness, hospitalization or accident? Q Yes O No
If yes, please explain:
WOMEN: Are you pregnant or suspect that you may be? O Yes O No Are you nursing? O Yes O No

Do you have, or have you ever had any of the following: (YES OR NO)

YES NO YES
1. Artificial (prosthetic heart valve) 31. Blood Disorders
2. Previous infective endocarditis 32. Anemia
3. Damaged valves in transplanted heart 33. Leukemia
4. Congenital heart disease (CHD) 34. Prolonged Bleeding
Unrepaired, cyanotic CHD 35. Hemophilia
Repaired (completely) in last 6 months 36. Sickle Cell Disease
Repaired CHD with residual defects 37. Cancer
5. Heart Disease/Surgery 38. Tumors
6. Heart murmur 39. Chemotherapy
7. Heart pacemaker 40. Radiation Therapy
8. Rheumatic fever/heart disease 41. Neurological Disorders
9. Mitral valve prolapse 42. Epilepsy
10. High/low blood pressure 43. Stroke
11. Learning Disability 44, Arthritis / Rheumatism
12. Mental Health Disorder 45. Autoimmune Disease
13. Anorexia 46. Artificial Joint / Prosthesis
14. Bulimia 47. Liver Disease

15. Lung disease/COPD
16. Tuberculosis
17. Asthma
18. Shortness of Breath
19. Respiratory Ailments
20. Emphysema
21. Sinus Trouble
22. Diabetes Type | or Type ||
_23. Thyroid Problems
24. Persistent swollen glands
25. Kidney Problems
26. Venereal Disease
27. HIV Positive/AIDS/ARC
28. Alcohol Addiction

29. Drug Dependency
30. Chemical Dependency

48. Hepatitis (select one)
Type:OA OB OC OOther

49. Ulcers

50. Gastrointestinal Disease

51. GERD (gastric reflux)

52. Deaf or Hard of Hearing

53. Glaucoma

54. Cortisone Medication

55. Fainting Spells

56. Organ Transplant_

57. Removal of Spleen

58. Osteoporosis

59. Sleep Disorder

60. Elevated Cholesterol

OOOOPOOOPOO POOOOOOOOOODDOOOOO

S 1 0 0
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| understand the above information is necessary to provide me with dental care in a safe and efficient
manner. | have answered all questions to the best of my knowledge. Should further information be needed,
you have my permission to ask the respective health care provider or agency, who may release such
information to you. | will notify the doctor of any changes in my health or medication.

Patient Siﬁn’a”fure w Date: e

" Doctor Signature Date:
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Office Financial Asreement

Payment is due at the time services are rendered. For your convenience we
accept cash, personal checks, Visa, MasterCard, Discover, or American Express.

Insurance benefits are determined by your employer and not your dentist. Any
deductible or estimated co-payment amount will be due at the time of treatment.
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
to you we will be glad to file your claim for you if you bring all required insurance
information. You will be expected to pay for services rendered if the office is
unable to verify your insurance information before treatment. If payment for
services already rendered has not been paid in full within 45 days, either by you
or your insurance company, the remaining balance for treatment is considered
due and collectible.

We reserve the right to charge and collect fees for broken appointments.
Appointments that are canceled or broken without 72 hours advance notice will

incur a charge of $100.00. Appointments are reserved exclusively for you.

Returned Check Fee of $25.00 will be added to your account balance and is
collectable.

We have outside 0% financing available through CareCredit.

I have read and understood the financial agreement.

Printed Name Signature Date
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Cancellation Polic

At Latham Periodontics our goal is to provide excellence in oral healthcare while
maintaining compassion and integrity for our patients.

One Critical aspect of this goal is the management of our schedule. At our
practice, we require an advanced notice of 72 hours if you are unable to keep
your appointment. With this prior notice, we can reschedule your appointment
and allow another patient to have that appointment time that was originally
reserved for you.

Failure to provide 72 hour notice or missed appointment may result in a $100.00
cancellation fee.

We appreciate your understanding and cooperation.

Sincerely,

Dr. Choi, DMD

Printed Signature Date
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HIPAA- Consent Form for Patient

Dr. Jay Choi, DMD

Acknowledgement of Receipt Notice of Privacy Policy

Acknowledgement and Consent

By signing below, | hereby acknowledge that (if requested) | have been
provided with a copy of this office’s Notice of Privacy Practices and have
therefore been advised of how my protected health information may be used and
disclosed by this office. | have also been advised of how | may obtain access to
and control this information. In addition, by signing below, hereby consent to the
use and disclosure of my health information for treatment purposes, payment
activities and healthcare operations of the office as described.

Printed Signature Date

Signature of Guardian (if applicable) Date



