We would like to say thank you for selecting our dental O ins ion In C
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Patient Information
Patient Name: Date:
Last First Ml (Preferred Name)
Gender: Family Status:
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell Phone or Pager:
Address:
Street Apartment # E-MAIL ADDRESS
City State Zip Code
Employer Name: Occupation:
Address:
Street City State Zip Code
—_
Health Information

Date of Last Dental Visit: Reason for today’s visit:

Have you ever had any of the following? Please check those that apply:

MEDICAL HISTORY DRUG ALLERGIES O Cigarette, pipe, or

O Allergies O Hepatitis / Jaundice O Codeine Allergy cigar smoking
O Anemia O High Blood Pressure O Penicillin Allergy O Clench/ Grind Teeth
O Arthritis O HIv O Other O Gums swollen or
O Artificial Joints O Kidney Disease tender
O Asthma O Latex Allergy WOMEN O Jaw Pain or tiredness
O Blood Disease O Liver Disease O Are you pregnant? O Loose teeth or broken
O Cancer O Mental Health Issues Due Date: fillings
O Chemotherapy O Pacemaker O Are you nursing? O Mouth Breathing
O Diabetes O Pain in Jaw Joints O Are you taking birth O Mouth pain, brushing
O Dizziness / Fainting O Radiation Treatment control? O Orthodontic treatment
O Epilepsy O Respiratory Problems Dental History O Pain around ear

O Excessive Bleeding O Rheumatic Fever O Bite/ Chew Nails O Periodontal treatment
O Glaucoma O Rheumatism O Bite guard Therapy O Sensitivity to cold,

O Growths / Tumors O Sinus Problems O Bleeding Gums heat or sweets

O Hay Fever O Stomach Problems O Bleaching Treatment O Wisdom teeth

O Head Injuries O Stroke O Blisters/ Sores on Lips removed

O Heart Attack O Thyroid Problems O Burning sensation on How often do you floss?
O Heart Disease O Ulcers tongue

O Heart Murmur / MVP O Venereal Disease O Chew on one side of How often do you brush?

mouth
¢ Do you take antibiotics for dental appointments? If so what antibiotic do you take:

e Are you taking Coumadin or other blood thinners? O Yes O No

e Have you been admitted to a hospital or needed emergency care during the past two years? [ Yes O No
If yes, please explain:

¢ Are you now under the care of a physician? O Yes O No
If yes, please explain:

o Name of Physician: Phone:
O Prescribed Medications and over the counter medications:
¢ Do you have any health problems that need further clarification? O Yes O No
If yes, please explain:




Name:

Responsible Party Information

O Male O Female

O Married 0O Single 0O Other

Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell Phone or Pager:
Address:
Street Apartment #
City State Zip Code E-MAIL ADDRESS
Responsible Party
Employer Name: Occupation:

Address:

Street City, State Zip Code Phone

-,
Insurance Information

Primary
Name of Insured: Is insured a patient? O Yes 0O No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Other

Insurance Plan Name and Address:

Secondary
Name of Insured: Is insured a patient? O Yes O No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Other

Insurance Plan Name and Address:

_— — 1
Referral Information
Whom may we thank for referring you to our practice? OAnother patient, friend OAnother patient, relative

O Dental Office 0O Yellow Pages 0O Newspaper 0O School O Work O Other

Name of person or office referring you to our practice:
- |

Consent for Services
| have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
| understand that providing incorrect information can be dangerous to my health. If there is any change in my medical status, | will inform
the dentist. | understand that this information will be used by my dentist to help determine appropriate and healthful dental treatment. | grant
my permission to you or your assignee to telephone me at home or at my work to discuss matters related to this form. | also authorize the
dentist to release any information including the diagnosis and the records of treatment or examination rendered to me during the period of
such care to third party payers and/ or other health practitioners.

Date: Relationship to Patient:

|| Signature of patient, or guardian




Leestown Dental Center

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION "

Health Insurance Portability Accountability Act (HIPAA), 1996

http://www.hhs.gov/ocr/hipaa/finalreq.html

SECTION A: PATIENT/GUARDIAN GIVING CONSENT

Name: DOB:

SECTION B: TO THE PATIENT/GUARDIAN — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information

to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign

this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the

uses and disclosures we may make of your protected health information, and of other important matters about your

protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and

completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our

privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may

apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Leestown Dental Center 1600 Leestown Road, Lexington, KY 40511

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation

submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action

we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to

continue treating you if you revoke this Consent.

SIGNATURE

I, have had full opportunity to read and consider the contents of this Consent form and
your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and
disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature: Date:

If a personal representative on behalf of the patient signs this Consent, complete the following:

Personal Representative’s Name

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. PLEASE ADVISE US IF YOU WANT A
COPY.

REVOCATION OF CONSENT

| revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and
healthcare operations. | understand that revocation of my Consent will not affect any action you took in reliance on my
Consent before you received this written Notice of Revocation. | also understand that you may decline to treat or to
continue to treat me after | have revoked my Consent.

Signature: Date:

Acknowledgement of Receipt
Notice of Privacy Practices
Purpose: This form is used to obtain acknowledgement that you have been notified that our NOTICE OF PRACTICE
POLICIES can be obtained via our office. This document is printable via the web site for your records.
HIPAA web-site: http://www.hhs.gov/ocr/hipaalfinalreg.html

You May Refuse to Sign This Acknowledgement*

I, have received acknowledgement of this office’s Notice of Privacy Practices.

Signature Date
For Office Use:
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:
Individual refused to sign
__ Communications barriers prohibited obtaining the acknowledgement ___ An emergency
_____Dosituation prevented us from obtaining acknowledgement  Other (Please
Specify



http://www.hhs.gov/ocr/hipaa/finalreg.html
http://www.hhs.gov/ocr/hipaa/finalreg.html

LEESTOWN
Dental Center

Appointment & Rescheduling Policy

We respect your time by reserving an appointment just for you. That
is a reserved time with you and the Doctor or Hygienist. We ask that
you respect our time. If you are unable to keep your appointment,
please be courteous and call us 24hr prior to change your
appointment. We understand emergencies happen sometimes and a
short notice is acceptable during those times. However, if you simply
NO SHOW for your appointment without proper notice, you will be
charged a missed appointment fee of $50. This must be paid prior to
us seeing you again.

| understand the importance of keeping my appointments and proper
notification for rescheduling.

Patient or Guardian’s Signature Date



D

LEESTOWN
Dental Center

ORAL CANCER SCREENING FORM

Our practice continually looks for advances to ensure that we are providing the optimum level of
oral health care to our patients. We are concerned about oral cancer and look for it in every
patient. One American dies every hour from oral cancer. Late detection of oral cancer is the
primary cause that both the incident and mortality rates of oral cancer continue to increase. As
with most cancers, age is the primary risk factor for oral cancer. Tobacco and alcohol use are
other major predisposing risk factors but more than 25% or oral cancer victims have no such
lifestyle risk factors. Studies also suggest that human papillomavirus (HPV 16/18) plays a role in
more than 20% of oral cancers.

Oral cancer risk by patient profile is as follows:

Increase Risk: Patients ages 18-39 — sexually active patients (HPV 16/18); irritation from
dentures

High Risk: Patients age 40 and older; tobacco and/or alcohol use (ages 18-39, any type within 10
years)

Highest Risk: Patients age 40 and older with lifestyle risk factors (tobacco and/or alcohol use);
previous history of oral cancer

We have recently incorporated Velscope into our oral screening standard of care. We find that
using Velscope along with a standard oral cancer examination improves the ability to identify
suspicious areas at their earliest stages. Velscope is similar to proven early detection procedures
for other cancers such as mammography, Pap smear and PSA. Velscope is a simple and
painless examination that gives the best chance to find any oral abnormalities at the earliest
possible stage. Early detection of pre-cancerous tissue can minimize or eliminate the potentially
disfiguring effects of oral cancer and possibly save your life. The Velscope exam is
recommended and will be offered to you annually.

This enhanced examination is recognized by the American Dental Association code revision
committee as CDT-2007/08 procedure code D0431: however this exam is currently not being
covered by most dental insurances, therefore you are responsible for the fee of $15.

Yes, | would like to have the Velscope exam and | agree to pay the fee today.
Print name:

Signature: Date:

No, | would prefer not to have the Velscope exam at this time.
Print name:

Signature: Date:




	Referral Information
	CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
	Health Insurance Portability Accountability Act (HIPAA), 1996
	http://www.hhs.gov/ocr/hipaa/finalreg.html
	SECTION B: TO THE PATIENT/GUARDIAN — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
	SIGNATURE



