Patient Information

Patient Name: Date:
Last, First ! Ml (Preferred Name)

Address:
Street Apartment #
City State Zip Code

Employer: Occupation

Family Status: Married...Divorced...Single...Child...Other

Social Security # ' Birth Date: Gender: Male / Female
Phone (Home): (Work): Ext: (Cell) (Fax)
(other) Which number would you like us to use to for appointment remind ers?

E-mail Address:

h—%
Spouse, Parent or Responsible Party Information

The following is for: O the patient’s spouse O the patient’s parent/guardian o the person responsible for payment o Male oFemale
Name: Employer:
Social Security #: Birth Date:
Phone (Home): (Work): Ext: (Cell) (Fax)
Address:
Insurance Information
Name: Is the subscriber a patient? Yesi oues No
Subscriber’s Birth Date: SS #: Group #:

Subscriber’s Address:
Subscriber’s Employer/Address:
Patient’s relationship to subscriber: o Self 0 Spouse o Child g Other.
Insurance Co. Name/Phone/Address (Home):

Consent for Services (Read Carefully)
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs

incurred in their care and financial responsibility on the part of each patient must be determined before treatment.
All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of
all dental services. This office will help prepare the patients insurance forms or assist in making collections from the insurance companies and will credit any such
collections to the patients account. However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1 1/2 % per month (18% per annum) on the unpaid balance may be charged on all accounts exceeding 60 days, unless previously written financial
arrangements are satisfied.

I'understand that the fee estimate listed for this dental care can only be extended for a period of 30 days from the date of the patient examination.

[ grant my permission to you or your assignee. to telephone me at home or my work or cell to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:
Signature of guarantor of payment/responsible party

F—%&“

Whom may we thank for referring you to our practice? (Circle One)

Another patient, friend or relative....Mailing.... Dental office.... Insurance.... Work.... Internet...... Sign/ Drive by
Other:
Name of person or office referring you to our practice (So we can send them a “thank you”):




TIME 10:43 AM

PATIENT NAME

MEDICAL HISTORY

Birth Date

DATE 7/12/2011

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heaith problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No
Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? O Yes () No

Are you taking any medications, pills, or drugs? () Yes O No

Do you take, or have you taken, Phen-Fen or Redux? O Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

Are you on a special diet? O Yes Q No
Do you use tobacco? () Yes ) No

“~Women: Are you-
Pregnant/Trying to get pregnant? () Yes O No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

O Yes O No

Do you use controlled substances? ) Yes () No

Taking oral contraceptives? () Yes O No

Nursing? O Yes(O) No

Are you allergic to any of the following?
[] Penicillin

[] Aspirin

[] Other If yes, please explain:

Do you have, or have you had, any of the following? -~

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains

[] Codeine

[] Local Anesthetics

[] Aerylic ] Metal [] Latex [] Sulfa drugs

QO Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
QO Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No

Cold Sores/Fever Blisters O Yes (O No
Congenital Heart Disorder ) Yes () No

Convulsions

Have you ever had any serious illness not listed above? () Yes O No

Comments:

O Yes O No

Cortisone Medicine

Diabetes O Yes O No
Drug Addiction O Yes O No
Easily Winded O Yes O No
Emphysema O Yes O No
Epilepsy or Seizures (O Yes (O No
Excessive Bleeding O Yes O No
Excessive Thirst O Yes O No
Fainting Spells/Dizziness O Yes () No
Frequent Cough O Yes O No
Frequent Diarrhea O Yes O No
Frequent Headaches (O Yes () No
Genital Herpes O Yes O No
Glaucoma O Yes O No
Hay Fever O Yes O No
Heart Attack/Failure (O Yes O No
Heart Murmur O Yes O No
Heart Pacemaker O Yes O No

Heart Trouble/Disease () Yes () No

O Yes O No

Hemophilia

Hepatitis A O Yes O No
Hepatitis B or C O Yes O No
Herpes O Yes O No
High Blood Pressure ) Yes () No
High Cholesterol (O Yes O No
Hives or Rash O Yes O No
Hypoglycemia O Yes O No
Iregular Heartbeat () Yes () No
Kidney Problems (O Yes () No
Leukemia O Yes O No
Liver Disease O Yes O No
Low Blood Pressure () Yes () No
Lung Disease O Yes O No
Mitral Vaive Prolapse () Yes () No
Osteoporosis O Yes O No
PaininJaw Joints (O Yes O No

Parathyroid Disease () Yes (O No
Psychiatric Care (O Yes (O No

O Yes O No

Radiation Treatments O Yes O No
Recent Weight Loss Yes () No
Renal Dialysis 8 Yes () No
Rheumatic Fever O Yes O No
Rheumatism O Yes O No
Scarlet Fever O Yes O No
Shingles O Yes O No
Sickle Cell Disease O Yes O No
Sinus Trouble O Yes O No
Spina Bifida O Yes O No
Stomach/Intestinal Disease () Yes () No
Stroke O vYesONo
Swelling of Limbs O Yes O No
Thyroid Disease O Yes O No
Tonsillitis QO Yes O No
Tuberculosis O Yes O No
Tumors or Growths O Yes O No
Ulcers QO Yes O No
Venereal Disease QO Yes O No
Yellow Jaundice O Yes O No

] To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

i SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Medical Information Release Form (HIPAA Release Form)

Name: Date of Birth: / /

Release of Information

[ 11 authorize the release of information including the diagnosis, records; examination rendered to me
and claims information. This information may be released to:

[ ]1Spouse

[ ] Child(ren)

[ ]Other

[ ]Information is not to be released to anyone.

This Release of information will remain in effect until terminated by me in writing.

Messages

Please call [ ] myhome [ Imywork [ ] my cell Number:

If unable to reach me:
[1] you may leave a detailed message

[] please leave a message asking me to return your call
[]

The best time to reach me is (day) between (time)

Signed: Date: / /

Witness: Date: / /




CANCELLATION POLICY

Appointment Cancellation and no-show Policy Agreement:

Memorial Dental Care is committed to providing all our patients with exceptional care. Our Practice
does implement a CANCELLATION & NO-SHOW Policy to ensure patients are able to be seen as soon as
possible.

To notify our office of any changes and/or cancellations without penalty, call our office at (239) 599-
4988 by 12:00 pm two (2) business days prior to your reserved appointment. In order to make changes
to a reserved Monday appointment without penalty, contact our office no later than 2:00 pm the
preceding Friday. Our office understands emergencies and/or last-minute situations arise, however our
system will automatically charge a late cancellation/no-show fee to your patient account of $25 (twenty-
five dollars) for each appointment reserved with Dr. Espinoza and Hygiene.

New Patients:

We will give you a reminder phone call within at least two (2) business days of your reserved
appointment. New patients who fail or cancel initial appointments with less than two (2) business days’
notice prior to the appointment, will be required to pay a deposit of $25 to book another appointment.
For Monday appointments, cancellations must be made by noon on the preceding Friday. Our
automated reminder system does not cancel appointments for you. You must contact the office directly.

Established Patients:

Our clinicians and doctor reserve time out of their daily schedule to be prepared and to see you during
your appointment. Our office asks you to value our time as we value yours, this being said, habitual
cancellations and/or changes in schedules outside of our above noted parameters will result in a fee and
repeat occurrences may result in dismissal from the practice if abused.

Please sign below that you understand the cancelations/no show policy.

Signature Date



