Medical History

Patient Name: Birth Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health 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 physican's care now? OYes ONo If yes J

Have you ever been hospitalized or had a major operation? OYes ONo If yes [

Have you ever had a serious head or neck injury? OYes ONo If yes I

Are you taking any medications, pills, or drugs? OYes ONo If yes |

Have you ever taken Fosamax, Boniva, Actonel or any other O Yes O No If yes |

L J L Jr Jr 1L 1

medications containing bisphosphonates?

Do you use tobacco? OYes O No

Women: Areyou. ..

(L] Pregnant/Trying to get pregnant? [1 Nursing? [ Taking oral contraceptives?

Are you allergic to any of the following?

(L1 Aspirin [ Penicillin [ Codeine (1 Acrylic

(1 Metal [ Latex [ Sulfa Drugs [ Local Anesthetics

Any Other Known Allergies? OYes ONo If yes | |
Do you use controlled substances? OYes ONo If yes | |

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

Hemophilia OYes ONo | Radiation Treatments OYes ONo| Alzheimer's Disease OYes ONo| Diabetes OYes ONo
Recent Weight Loss OYes ONo | Anaphylaxis OYes ONo| Renal Dialysis OYes ONo| Anemia OYes ONo
Herpes OYes ONo | Rheumatic Fever OYes ONo| Angina OYes ONo| Emphysema OYes ONo
High Blood Pressure OYes ONo | Rheumatism OYes ONo| Arthritis/Gout OYes ONo| Epilepsy or Seizures OYes ONo
High Cholesterol OYes ONo | Scarlet Fever OYes ONo| Arificial Heart Valve OYes ONo| Excessive Bleeding OYes ONo
Hives or Rash OYes ONo | Shingles OYes ONo| Artificial Joint OYes ONo| Hypoglycemia OYes ONo
Sickle Cell Disease OYes ONo | Asthma OYes ONo| Fainting Spells/Dizziness OYes ONo| Irregular Heartbeat OYes ONo
Sinus Trouble OYes ONo | Blood Disease (OYes ONo| Freguent Cough OYes ONo| Kidney Problems OYes ONo
Spina Bifida OYes ONo | Blood Transfusion OYes ONo| Frequent Diarrhea OYes ONo| Leukemia OYes ONo
Stomach/Intestinal DiseaseOYes ONo | Breathing Problems OYes ONo| Frequent Headaches OYes ONo| Liver Disease OYes ONo
Stroke OYes ONo | Bruise Easily OYes ONo| Glaucoma (OYes ONo| Low Blood Pressure OYes ONo
Swelling of Limbs OYes ONo | Cancer OYes ONo| Hay Fever OYes ONo| Lung Disease OYes ONo
Thyroid Disease (OYes ONo | Chemotherapy OYes ONo| Heart Attack/Failure OYes ONo| Mitral Valve Prolapse OYes ONo
Tonsillitis OYes ONo | Chest Pains OYes ONo| Heart Murmur OYes ONo| Osteoporosis OYes ONo
Tuberculosis OYes ONo | Cold Sores/Fever Blisters OYes ONo| Ulcers OYes ONo| Painin Jaw Joints OYes ONo
Congenital Heart Disorder OYes ONo | Parathyroid Disease OYes ONo| Behavior Disorder OYes ONo| Psychiatric Care OYes ONo
Venereal Disease OYes ONo | HIV positive OYes (ONo| Organ Transplant OYes ONo| ADHD OYes ONo
Autism OYes ONo | Heart Disease/Condition (OYes ONo| Hepatitis AB or C OYes ONo| Alcohalism OYes ONo
Multiple Sclerosis OYes ONo | Lupus OYes ONo| Dementia OYes ONo| Bacterial Endocarditis OYes ONo
Pacemaker OYes ONo | Jaundice OYes ONo Splenectomy OYes ONo
Have you ever had any serious illness not listed above? OYes ONo If yes

Comments:

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.

Signature of Patient, Parent or Guardian: Date:




Patient Information
(Confidential)

Name Birth Date SS#

Address City State Zip

Home Phone Cell Phone Confirm appts by: call or text
Employer Work Phone

Name of Previous Dentist Date of Last Exam

If Minor, Father’s Name Mother’s Name

If Student, Name of School/College

Name of Spouse SS#

Spouse’s Employer Spouse’s Birth Date

Whom may we thank for referring you?

Responsible Party

Name Birth Date SS#

Relationship to Patient Phone

Address City State Zip
Employer

Insurance Information

Name of Insured Birth Date

ID/SS# Name of Employer

Authorization and Release

Payment is due in full at the time of treatment unless prior arrangements have been approved. This office accepts insurance. | understand that |
am responsible for payment of services rendered and also responsible for paying any co-payment and deductibles that my insurance does not
cover. | hereby authorize payments directly to DeWitt Family Dentistry of the group insurance benefits otherwise payable to me. | understand
that | am responsible for all costs of dental treatment. | hereby authorize release of any information, including the diagnosis and records of
treatment or examination rendered to my insurance company. | understand that the information given today is correct to the best of my
knowledge. | also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any
changes in my medical status. | authorize the staff at DeWitt Family Dentistry to perform any necessary dental services that | may need during
diagnosis and treatment, with my informed consent.

X Date
Signature of patient (or parent if a minor)




Feb. 16. 2015 §:57AM , No. 4053 P,

923 &ih Avenug
DerWitl, lowa 52747

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
| understand that, under the Health Insurance Portabllity & Accountahllity Act of 1996 (HIPAA}, | have certain rights
to privacy regarding my protected health information. | understand that this information can and will be used for
the following:

+ Conduet, plan and direct my treatment and follaw-up among multipte healthcare providers wha may be Invalved in that treatment
dirgetly and indirectly,

*  Obtain payment from third-parly payees and confirmn coverage,

*  Condyct narmal heaftheare operatlons such as qualty assessments snd physician certificalions,
= Confirm appoiniments using voicemail, posteards, or letters,

*  Disclose health information ta a Family member, friend, or caregiver o the estent necessary to halp with your healtheare,

lacknowledga that | have read and/er receivad your Notice of Privacy Practices containing a more complete
description of the uses and disclosuras of my health information. [understand that this grganization has the right
to change its Notice of Privacy Practices from time to time and | may contact this arganization at any time at the
addraess ahpve to obtain a current copy of the Natice of Privacy Practicas.

tanderstand that t may request in writing that you restrict how my private information is used or disclosed to carry
out treatment, payment or health care operations. 1 alse understand you are not reguired to agres to my
requested restrictions, but if you do apree then you are baund to abide by such restrictions.

Patient Nama; Please print vour children‘s first and last names below:

Signature of Patient:
(or Personal Reprasentative)

Date:

For Office Use Only

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do 50 a5 documented below.

Date: Initials:

individual refused 1o sign Communication barrlers prohibited abtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement Other {please specify)

1



DeWitt Famil

Dentistry pC.

923 6th Avenue
DeWitl, lowa 527472

Written Financial Policy

Thank you for choosing DeWitt Family Dentistry. Our primary mission is to deliver the best and most comprehensive
dental care available. Animportant part of the mission is making the cost of optimal care as easy and manageable for
our patients as possible by offering several payment options.

Payment Options:

You can choose from:
-Cash, Check, or Credit or debit Card

We offer a 5% courtesy discount to patients without insurance who pay for their treatment at the time
of service or prior to completion of care.

-Convenient monthly payment options from CareCredit Healthcare Credit Card
Allows you to pay over time 6 months with no interest
No annual fees or pre-payment penalties
Please note:
DeWitt Family Dentistry requires payment at the completion of your treatment.
For patients with dental insurance we are happy to directly bill them for reimbursement for your treatment.
A fee of $25 is charged for patients who miss or cancel without 24-hour notice.
DeWitt Family Dentistry charges $25 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want or
need.

All past due accounts are subject to a finance charge of 1.5% per month or maximum rate allowed by law. The undersigned responsible
party promises to pay for services in accordance with the above terms. If, at any time, for any reason, the undersigned is unable to pay
for services when due, the undersigned agrees to pay and authorizes DeWitt Family Dentistry PC to bill their account finance charges

and collection fees will be added to your account as described above. In the event it becomes necessary for DeWitt Family Dentistry PC
to incur collection costs or institute suit to collect any amount due under this agreement, the undersigned promises to be responsible for
charges incurred, to pay all additional costs, charges, collection fees and expenses, including reasonable attorneys’ fees and costs,

if incurred for the collection or otherwise and submits to jurisdiction and venue in Clinton County lowa.

Patient, Parent or Guardian Signature Date
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