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 form completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help.

Patient #

. . SS#/SIN
Patient Informatton (CONFIDENTIAL) Date
Name Birthdate ____________ Home Phone '
Address City %aovte/ ZPlpé :
Email Cell Phone
Check Appropriate Box: [IMinor [1Single [IMarried [ Divorced ‘ L] Widowed DSepara% e/ S
If Student, Name of School/College City Prov. [ Time [J Time
Patient or Parent/Guardian’s Employer Work Phone .
Business Address City grtgvte/ ZPI%
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party B

! : : elationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate _______________ Financial Institution
Employer Work Phone SS#/SIN

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

L] Cash [ Personal Check Credit Card L1 VISA [ MasterCard [T wish to discuss the office’s payment policy.
Insurance Information 5
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#______ Work Phone
g _ State/ Zip/
Address of Employer City ov. P
Insurance Company Group# Policy/ID#
State/ Zip/
Ins. Co. Address City Prov. EPC.
How much is your deductible? ____ How much haveyouused? ______________ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? L] Yes LI No IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#______ Work Phone
2 4 State/ Zip/
Address of Employer City Prov. PE.
Insurance Company Group# Policy/ID#
: Statey Zip/
Ins. Co. Address City Prov. PPC.
How much is your deductible? ____ How much haveyouused?______ Max. annual benefit

Over Please




Patient Medical History

Physician Office Phone Date of Last Exam < =
Yes No xes o
/ 5 Y 10. Are you wearing contact lenses? ............................ [ E
1. Are you under medical treatment NOW? ............c..cccovvuirevieirnrninnees 11 eyl o Al ok bl
2. Have you ever been hospitalized for any ool b A Uil 8 3 5l
il ; tes iliriess widkin. the last 5 vears? ESy® Local Anesthetics (e.g. Novocain)
L e g g i) Penicillin or any other Antibiotics f;]
Ifyes, please explain SUME DS o L S s eesns i s B
J ol
3. Are you taking any medication(s) g:é’zg‘l:gltes wi
including non-prescription medicin?................cccovvveecvunvvinrunnnen. Ck=f] lodine : %
If yes, what medication(s) are you taking? pe T o R e R T
Any Metals (e.g. nickel, R ) ol
4. Have you ever taken Fen-Phen/Redux? ...............cccovuvvvecviiveinnnens e L:{oc Iguc;’lsjes’egmc _____ mercury f C ) ______________________ BEEE
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Other (please list)
medications containing bisphoSpRONGLES? ..........coccvcvveivrinen BERE 12. Do you have a persistent cough or throat dearing not
6. Have you taken Viagra, Revatio, Cialis or Levitra Gl sated with a} s asingmite than 3wesk?_ ). L]
1R A T B SR U e NI R S 13. Women Only:
7 DO YOI USE tOBACODR i r i o i onmsisebis sl sivsmintebimsnyasascsssasand 8 O @ Are you pregnant or think you may be pregnant?...... ol il
8. Do you use controlled SUDSEANCES?.............coovvvvvvevcrncrsesssrereseriiennisnncns b) Are you nursing? 8
9. Do you have or have you had any of the following? ©) Are you taking oral contraceptives? ... Ee
Yes No Yes No Yes No
High Blood Pressure...........co...coov.... B3] S i Diskaie s 5 L e Ll R e e o
HeartcAttack ... ... rs sl of, ] 0[] cardiac Pacemaker ................. UJ [J  Easily Winded. BN
Rheumatic Fever ... 125 L Heet M. .. meissioins EENEEE e = Q
Swollen Ankles....... Tl S T e [l [ Hay Fever/ Allergies.. L1018y
Fainting / Seizures. 3 ST Frequently Tired .5 i eaeiiin. i O 0O  Tuberculosis........... i ] A B
ASthmaic.. o g % Anemita o % % Radiation Therapy..............ccc........ % %
Low Blood Pressure... =) GIIUBOMIT S G roovossmamsssiissanssioss
Epilepsy / Convulsions.. % % % % Recent Weight Loss . B g
TruRemia . - car s e SR E Liver Disease...........
DRADELES ... - ottt bttt L1 [ Joint Replacement or Implant........ PR DS T T I EEaE
Kidney Diseases...... el Hepatitis / Jaundice......................... [J [ Respiratory Problems............ [a]-=le)
AIDS or HIV Infection................... L1 [ Sexually Transmitted Disease....... [J [J  Mitral Valve Prolapse.................... 82 iR b
Thyroid Problem..............ccccoeouuenens (] [  Stomach Troubles / Ulcers..... O O Other T |

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?......... EERE 8. Do you have frequent headaches?.... ==kl
2. Are your teeth sensitive to hot or cold liquids/foods? ..... 8 5 b 9. Do you clench or grind your teeth?..... e
3. Are your teeth sensitive to sweet or sour liquids/foods?. BT in s you bite your lips or cheeks frequently? ..................... IR s
4. Do you feel pain to any of your teeth? ...........cccooovvvvvvvece. (] [ 11.Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?.. S0k i@ T O R e S R R e Bt
6. Have you had any head, neck or jaw injuries?.............c........... (1 ] 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Sfollowing extractions?.............c.cocvcvvuercene S R
problems in your jaw? 13. Have you had any orthodontic treatment? el o Sl
CHeRIg o T e L ot Aoy L) [ 14 Do you wear dentures or partials?...............occcoccr. ol
Pain (joink, ear. Side Of Jate)isi ot Ll If yes, date of placement
Difficulty in opening or closing. L1 [ 15 Have you ever received oral hygiene instructions
DifficUulty IR CHEWING - i s iinsstisiiias e s titasnists i regarding the care of your teeth and gums? ................... Bl
1610 ol ke Your smIle s o v i v EllE)

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the

diagnosis and the records of any treatment or examination rendered to me or my child

and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits

otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

for payment of all services rendered on my behalf or my dependents.

X

during the period of such Dental care to third party payors

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

PATTERSON OFFICE SUPPLIES 1,800.637.1140 051-1055/16797




SIMISTER AND BRANHAM CONSENT
CONSENT AND INFORMATION

| hereby authorize Dr. Stephen Branham and/or Dr. R Kent Simister, with the assistance of
others elected by them, to perform my dental treatment. The purpose of this form is to tell of
the risks that may occur in dental treatment.

Risks of Dental Procedures in General. Included (but not limited to) are complications resulting
from the use of dental instruments, drugs, and sedation, medication, analgesics (pain killers),
anesthetics and injections. These complications include pain, infection, swelling, bleeding,
sensitivity, numbness and tingling sensation in the lip, tongue, chin, gums, cheeks and teeth,
thrombophlebitis (inflammation to the vein), reaction to injections, change in occlusion (biting),
muscle cramps and spasms, temporomandibular (jaw) joint difficulty, loosening of the teeth or
restoration in teeth, injury to other tissues, referred pain to the ear, neck and head, nausea,
vomiting, allergic reactions, itching, bruises, delayed healing, sinus complications and further
surgery. Medication and drugs may cause drowsiness and lack of awareness and coordination
(which can be influenced by the use of alcohol and other drugs), thus it is advisable not to
operate any vehicle or hazardous devise, or work for twenty four hours or until recovered from
their effects.

Risks More Specific to Endodontic Therapy. These risks include instruments broken within the
root canals, perforations, (extra openings) of the crown or root of the tooth, damage to bridges,
existing fillings, crowns, crowns or porcelain veneers, loss of tooth structure in gaining access to
canals and cracked teeth. During treatment, complications may be discovered which make
treatment impossible, or which may require dental surgery. These complications may include
blocked canals due to fillings, prior treatment, natural calcifications, broken instruments,
curved roots, periodontal disease (gum disease/pyorrhea) and splits or fractures of the teeth.
Root canal treatment is an attempt to retain a tooth, which may otherwise require extraction.
Although root canal therapy has a high degree of success, it cannot be guaranteed.

Risks More Specific to Oral and Maxillofacial Surgery. Possible risks including but not limited to
are infection, bleeding and scarring. Injury to nerves may occur causing numbness and/or loss
of function both of which may be permanent. In addition, | understand that the treatment or
surgery such as breakage of filling, tooth or jaw, soft tissue injury, a persistent opening of one
or more sinuses or injury to the temporomandibular joint (jaw).

No guarantee or assurance has been given me by anyone that dental treatment will cure and be
totally successful.

| certify that | have read and fully understand all the words and information contained in this
form before [ signed this document.

DATE: TIME:

PATIENT SIGNATURE
(Parent or Guardian, if minor)




HiFAA OMKIE

US RULE
PATIENT ACKNOWLEDGEMERT :
LCKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
for PHARMACY '
You may refuse to sign this acknowledgement but, in refusing we
will not be allowed to process your insurance claims.
Date: 5

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this
pharmacy, . A copy of this signed, dated Acknowledgement shall be as
effective as the original. MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD |
REQUEST DOCUMENTS BE SENT TO OTHER ATTENDING DOCTOR / TREATMENT FACILITIES IN THE
FUTURE.

Please print Patient name Please sign Patient name

Legal Representative Description of Authority

Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:
O First Name Only O Proper Surname . O Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTHCARE INFORMATION:
(This includes and any care takers, step parents, grandparents who can have access to this patient’s records):
Name: Relationship:

Name: Relationship:

| AUTHORIZE INFORMATION ABOUT MY HEALTHCARE BE CONVEYED VIA:

O Cell Phone Confirmation O Text Messoge fo my Cell Phone
O Home Phone Confirmation O Email Confirmation
O Work Phone Confirmafion O Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH
INFO on behalf of this Pharmacy via:

O Phone Message O Any of the Above
O Text Message O None of the above (opt out)
o Email

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this pharmacy may
recommend products or services to promofe your improved health. This pharmacy may or may not receive third party
remuneration from these affiliaied companies. We, under current HIPAA Omnibus Rule, provide you this information with
your knowledge and consent.

Oifice Use Onlv ) . o
As Privacy Officer, | attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did
not because:

It was emergency treaiment __ | could not communicate with the patient
___The patient refused to sign ___ The patient was unable to sign because
___ Other (please describe)

Signature of Privacy Officer




