Patient Information 
Patient Name: ______________________________________________ Preferred name or nick name: _____________

                                  Last                                      First                                               MI

     [image: image1.wmf] Male   [image: image2.wmf] Female                                               [image: image3.wmf] Married [image: image4.wmf] Single   [image: image5.wmf] Child   [image: image6.wmf] Other
_____________

Social Security #: ________________________________Birth Date_______________________

Phone (Home): ____________    __ (Work):          ________________ Ext:______  Cell Phone:_________________

E-Mail ________________________________________________

Address:
______________________________________________                                                _______
                            Street                                                                                                                                     Apartment #


_______________________________________ MERGEFIELD State ______________________________________

                            City                                                                                  State                                                 Zip Code

Financially Responsible Party

Name: _____________________________________________________________________________ 
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Social Security #: ________________________________ Birth Date: 


Phone (Home): ________________ (Work): ________________ Ext: ______ Cell: ________________________

Address: 



                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                  Zip
Employment Information

Employer Name: 
  Occupation: 


Please Provide Your Health Information
Have you ever had any of the following?  Please check those that apply:
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	[image: image15.wmf] Anemia  
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	[image: image29.wmf] Heart Disease
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	OTHER: Surgeries
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[image: image53.wmf] Drug Allergies:

Penicillin       Codeine

Epinephrine   Metals Erythromycin   Aspirin

Women: Are you currently pregnant? [] yes  []no

Due Date:_____________

Have you ever taken Fen-Phen?    [image: image54.wmf] Yes  [image: image55.wmf] No 

Have you ever been asked to pre-medicate prior to dental visits?   [image: image56.wmf] Yes  [image: image57.wmf] No

If you checked yes to any of the above, please explain: ___________________________________________________ _______________________________________________________________________________

Are you taking any medications at this time? Please list: _______________________________________

____________________________________________________________________________________

· Have you been admitted to a hospital or needed emergency care during the past year?    [image: image58.wmf] Yes  [image: image59.wmf] No

· If yes, please explain:
______________________________________________________________________

·  Are you now under the care of a physician?    [image: image60.wmf] Yes  [image: image61.wmf] No

       If yes, please explain:
______________________________________________________________________

· Name of Physician: _______________________________________________ Phone:
___________________

·  Do you have any health problems that need further clarification?    [image: image62.wmf] Yes  [image: image63.wmf] No

       If yes, please explain:
______________________________________________________________________

Patient Consent to the Use of Health Information (HIPPA)
Cross Timbers Dental originates and maintains paper and/or electronic records describing your health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment.  This information serves as a  basis for planning your care and communication with other relevant health care providers and a means by which a third-party can verify that conditions were present and services were provided competently.

You have the following rights and privileges:  
•     To review A Notice of Information Practices which is a more detailed description of the use and disclosure of health information prior to signing this consent
•       The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations.

*  To revoke this consent in writing, except to the extent that the organization has already taken action. 

*  To request restrictions to the use of your health Information.

Cross Timbers Dental has the following rights:

*  To refuse treatment if the restrictions prevent Cross Timbers Dental from providing adequate care and are not required to agree to the restrictions requested 

*  To change notices and practices.  Should Cross Timbers Dental change their notice, they will send a copy of any revised notice to the address I’ve provided whether U.S. mail or, if I agree, email.

 I consent to Cross Timbers Dental:

*  To disclose necessary Information by any means including fax, email, telephone, voice, or correspondence to another entity for treatment and/or third party payment

*  Telephone voice mail and answering machines for the purpose of leaving an appointment reminder or a message to include name and phone number to call. 
*  To communicate treatment plans and financial information verbally or in writing with my immediate family.
  
Financial Statement

So that you are informed and to avoid surprises financial responsibilities are made in advance before any treatment begins.

Patients who carry dental insurance understand that all dental services are charged directly to the patient.  As a courtesy we will help prepare insurance forms and assist in making collections from insurance companies and will credit any such collections to the patient's account.  Any amounts remaining are due from the responsible party as listed above.  Fees may change and any updates will be made known to the patient/responsible party.

For amounts not covered by insurance the account will need to be paid within thirty (30) days of billing.  Continued care may be suspended until the account is paid.  In cases of continued delinquency, the matter may be turned over to a collection agency, reported to credit agencies, and/or result in legal action.  

To the best of my knowledge, all the preceding answers and information provided are true and correct. If I ever have any change in my health I will inform the dentist at the next appointment without fail.

I have read the above conditions of treatment, HIPPA, Financial Statment and agree to their content.

____________________________________________________  Date: _____________  Relationship to Patient:__ 


Signature of patient, parent or guardian

Who may we thank for your referral to our practice?

[] Another patient, friend   [] another patient, relative   Name of person referring you to our practice:__________________

 [] insurance  [] Yellow pages (area wide or verizon?)    [] Drive by   [] Newspaper   [] Internet    [] Radio

 [] other: ________________

