Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this gorm
completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.

Patient #

SS#/SIN

Patient Information (conrpenTIAL) Date

_ Name S Birthdate Home Phone.

: State/ i
Address _ City Prov. PC.
Email : Cell Phone
Check Appropriate Box: [IMinor [Single [IMarried [Divorced [ Widowed [J Separagigt v Y
u a
If Student, Name of School/College City Prov. UTime [ Time
Patient or Parent/Guardians Employer Work Phone
: State/ Zip/

Business Address City Prov. PC.
Spouse or Parent/Guardians Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party s
Name of Person Responsible for this Account to Patient
Address Home Phone

* Email Cell Phone
Driver’ License# Birthdate Financial Institution.
Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [Yes = [JNo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

(] Cash Credit Card L1VISA [ MasterCard (1 wish to discuss the office$ payment policy.
Insurance Information
; Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#______________ Work Phone

tate/ I;p/
Address of Employer City Pro. 40
Insurance Company Group # Policy/ID # -

tat
Ins. Co. Address City r‘(z)ve/ %
How much is your deductible? How much have youused? ______ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? (] Yes LJNo IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Emplayed e 00 -
N Empl Uni Local#____________ Work Phone

ame of Employer nion or Loca ok Z}P%/
Address of Employer City Prov. ’
Insurance Compan Group # Policy/ID #

- dn state/ 2

Ins. Co. Address City Prov. G
How much is your deductible? ______ Howmuchhaveyouused>____________ Max. annual benefit

Over Please

PHARMACY INFO



Physician Office Phone Date of Last Exam
Yes No Yes
1. Are you under medical treatment now? . : e 10. Are you wearing contact lenses? ............oooovvoooervooonon...
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... ke Local Anesthetics (e.g. Novocain) b
If yes, please explain : Penicillin or any other Antibiotics ...................... ]
Salfabrigs oo s i
3. Areyou mking any medication(s) Barbityrates &0 oL e e
including non-prescription Medicing? ............oo.ooooooooooooo Foal }Seél_atwes ...................................................................... %
(ot g2 NG 20 ettt bt St s
T g ling Lo s e S e B
4. Have you ever taken Fen-Phen/Redux? ...........ooooooeooo.. Gl ki Any Metals (e.g. nickel, mercury, etc) ...... -4
*5. Have you ever taken Fosamax, Boniva, Actonel or any cancer La;ex Rubber el el e i O
‘medications containing bisphosphonates? ............................... et bl Other (please list) e
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not 2
el e B associated with a known illness (lasting more than 3 weeks)?.... [ ]
7. Do you use tobacco? .0 0O 13 WomenOnly: : i O
8. Do you use controlled SUbSLANCes? .........cooccoooorrommmmooooooooooooooooo B @) Are you pregnant or think you may be pregnant? .....

BRAYOUIBRINER . e ]

BERROROnOaN0OOs oo O CotrErn e 0z

9. Do you have or have you had any of the following? c) Are you taking oral contraceptives? ................ccooooo..... &
Yes No No
High Blood Pressure ................ Elo ] Heart Disease =] CRESEBAINS il i
Heart Attack [J  Cardiac Pacemaker (. FoslyWinded ..o
Rheumatic Fever [ Heart Murmur [l oSteke
Swollen Ankles ]  Angina [J  Hay Fever/ Allergies
Fainting / Seizures . (]  Frequently Tired E1 . Tibemilatisgic o oo
ASthmd i iones s o b At (0 O  Radiation Therapy ...
Low Blood Pressure ... {7 = Glaucoma ...
Epilepsy / Convulsions . O (J  Recent Weight Loss........
Leukemia = L " EiverDisedse .o
Diabetes'........ici.. O Joint Replacement or Implant ...... Bl Heart Trouble ....................
Kidney Diseases ............ (]  Hepatitis/ Jaundice ................... (J  Respiratory Problems
AIDS or HIV Infection ... L) Sexually Transmitted Disease ... (] Mitral Valve Prolapse
Thyroid Problem .................... O Stomach Troubles / Ulcers ........... O Other
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
: Yes No Yes No
1. Do your gums bleed while brushing or flossing..................... Pl 8. Do you have frequent headfiches?.................ooovoo..... B
2. Areyour teeth sensitive to hot or cold liquids/foods?................. s 9. Do you clench or grind your teeth?.................. U
3. Are your teeth sensitive to sweet or sour liquids/foods?.. ] 10. Do you bite your lips or cheeks frequently? O
4. Do you feel pain to any of your teeth? = 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth........ Bl Mthepast? Choe i aon e e B oE]
6. Have you had any head, neck or jaw injuries? ...................... [Fe ] 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowingextractions?...........ciciivii it st e ]
problems in your jaw? 13. Have you had any orthodontic treatment? £
T s B B e L0 [ 14 Doyou wear dentures or partialso.............. e i
Pain (joint, ea; side of face) ....... B e If yes, date of placement
Difficulty in opening or closing BB 15. Have you ever received oral hygiene instructions
Diienltymrehewille - oo (B regarding the care of your teeth and gums?.................... Bl
16: Do youHkeyollr smile? ........ccciiiiibniss s R

X
Signature of patient (or parent/guardian if minor)

Doctor’s Comments

Date
PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306

Signature




Savon Dental House
3311 E Thomas Road
Phoenix, AZ 85018
Phone: 602-840-1234
Fax: 602-840-6630

FINANCIAL AGREEMENT

PLEASE NOTE: Our office does accept assignment of insurance benefits. Our acceptance
does not absolve the responsible party of full responsibility for charges for treatment rendered.
The estimate provided by our office is to be considered a guideline. We make every effort to be

helping you receive the maximum benefit from your insurance. We are always glad to answer
your questions and help you in any way we can. DUE TO HIPAA requirements, we are
unable to provide your 2™ insurance with your primary insurance EOB to your 2" carrier.
If you wish to fax the EOB, you may do so at our office if you wish.

We charge for all missed confirmed appointments at the rate of $25.00 per 30 minutes per
provider. Twenty-Four (24) hours notice is required to avoid this fee.

full within 90 days of treatment regardless of insurance. | agree to pay all collection costs. I
understand interest will be added to any unpaid balance at the rate of 1% (one percent) per
month, which is 12% (twelve percent) per year with a minimum charge of $2.50. I also
understand additional late fees may be applied if my payment is not received within 15
days of the statement.

I certify to have read, understood and agree to this. Yes NO

I understand that by not agreeing, may refuse service, and if I am seen I might be required to pay
for all services at the time of treatment, including any portion that would be paid by my
insurance.

Signature Date

Name Date




Savon Dental House

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL/PROTECTED HEALTH INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

Summary:

By law, we are required to provide you with our Notice of Privacy Practices(NPP).
This Notice describes how your medical information may be used and disclosed by us.
It also tells you how you can obtain access to this information.

As a patient, you have the following rights:

The right to inspect and copy your information

The right to request corrections to your information
The right to request that your information be restricted
The right to request confidential communications

The right to a report of disclosures of your information
The right to a paper copy of this Notice.

R N

We want to assure that your medical/protected health information is secure with us. This Notice contains
information about how we will insure that your information remains private.

If you have any questions about this Notice, the name and phone number of our contact person is listed on
this page.

Effective date of this Notice
Contact Person Office Manager
Phone Number

Acknowledgement of Notice of Privacy Practices
“I hereby acknowledge that I have received a copy of the practice's NOTICE OF PRIVACY PRACTICES. 1
understand that if I have questions or complaints regarding my privacy rights, that I may contact the person listed
above. I further understand that the practice will offer me updates to this NOTICE OF PRIVACY PRACTICES
should it be amended, modified or changed in any way.

Patient or Representative Name (please print)

Patient or Representative Signature Date

Patient refused to sign Patient was unable to sign because




