

Patient Registration
[bookmark: _GoBack]Date: 		/	/	
First Name: 					  Last Name:						
Date of Birth: 	       /	    /	         Address: 							
City:				State:	      Zip:		 Home Phone:					  
Cellular: 				 Work: 					 Female / Male  
E-mail: 					     		Married~ Single ~ Divorce 
Emergency Contact:						Phone #:				
Physician Name & Phone #: 									

Primary Dental Insurance Information
Insurance Carrier: 				 Policy Holder’s Name: 				
Date of Birth: 		/	/	 SS # or Policy ID #: 				
Relationship to Policy Holder: 									 
Policy Holder’s Address: 										
Policy Holder’s Employer: 									
													
Secondary Dental Insurance Information
Insurance Carrier: 				  Policy Holder’s Name:				
Date of Birth: 		/	/	  SS# or Policy ID#: 						
Relationship to Policy Holder: 									 
Policy Holder’s Address: 										
Policy Holder’s Employer: 									 
[image: ]



[image: C:\Users\frontdesk\Desktop\MedicalHistoryMainReport2_files\239093727.bmp]HIPAA Information & Consent Form
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.  Implementation of HIPAA requirements officially began on April 14, 2003.  Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative matters related to your care are handled appropriately.  This specifically includes the sharing of information with other healthcare providers, laboratories, health insurance payer as is necessary and appropriate for your care.  Your records will not be available to persons other than the office staff. You agree to the normal procedures utilized within the office for the handling of patient records, PHI and other documents or information. The practice utilizes a number of vendors in the conduct of business.  These vendors may have access to PHI but must agree to abide by the rules of HIPAA.  If you would like a copy of the Health Insurance Portability and Accountability Act (HIPAA) it is available at the front desk.  
Financial Policy
Dr. Weitz is devoted in serving our patients with the best quality dental care available in order to keep your teeth healthy and happy. Our ambition is to build a happy life long relationship with you and your family.
Insurance
Insurance estimates our office provides are clearly just an estimate. Our staff will do their very best to retain your benefit information from your insurance company.  A pre-estimate can be submitted by our office to your insurance company for any major dental services that Dr. Weitz would provide in order to keep your teeth healthy and happy.  However, we do not submit pre-estimates for any minor dental treatments.   All co-pays/patient portions are due day of treatment.  
Missed and Cancelation Policy
We believe your time as well as ours is very valuable, therefore we require a 
24 hour notice for any cancelations.  We understand that uncontrollable situations can occur and a 24 hour notice is not possible. However, a charge might apply for a missed or cancelation less than 24 hours. Due to the high demand for our evening and Saturday appointments there will be an automatic $50 charge for any missed or  cancelations less than 24 hours.  
Late Fees
Accounts will be charged $20, per month, for balances over 45 days.
RELEASE OF INFORMATION CONSENT
I authorize the release of information including diagnosis, records, exam rendered to & claim information to the following (If patient is under 18 years of age there is no need to give authorization to parents/guardian);
Spouse:				   Other:					
Where may we leave messages? Home – Work – Cell - Email
X									Date:        /	     /		 
Patient/Guardian: By signing I fully understand Dr. Weitz’s financial policy and agree to follow the terms within the policy. 
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Time 2:16 PM Lauren A Weitz DDS, In Date 2/12/2014
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patient Name: Date Created:
Afhough dental personnel pivarly treat the area n and around your mouth, your mouth 2 par ofyour entre body. Heakth problems tha you may have or
ication that you may be taking, could have an important interrelztionship with the dentistry you wil receive. Thank you for answering the folowing questions.
Are you under a physician's care now? TFves | |
you ever been hospitalized or had a major TFves | |

operation?
Have you ever had a serious head or neck injury? TFves | |
Are you taking any medications, pills, or drugs? TFves | |
Do you take, or have you taken, Phen-Fen or Redux? TFves | |
Have you ever taken Fosamax, Boniva, Actonel or Tves | |
‘any other medications containing bisphosphonates?
Are you on a special diet?
Do you use tobacco?

Wormen: Are you...
[Cpregnant/Trying to get pregnant? [CInursing? [ Taking oral contraceptives?

Are you alergic to any of the folowing?
[C] Aspirin [ enicillin [ codeine [ Acrylic
[CMetal [Diatex [ sulfa Drugs. [CLocal Anesthetics
Do you use controlled substances? Tves | |
Other? TFyes |

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

No | Hemophiia to | Radiation Treatments
No | Hepatitis A lo | Recent Weight Loss
No | Hepatitis 8 or C lo | Renal Dialysis
No | Herpes lo | Rheumatic Fever
No | igh Blood Pressure o | Rheumatism
Arthritis/Gout Epilepsy or Seizures No | High Cholesterol o | Scarlet Fever
Artficial Heart Valve Excessive Bleeding No | Hives or Rash to | shingles
Artficial Joint Excessive Thirst o | Hypoglycemia o | sickle cell Disease
Asthma Fainting Spels/Dizziness No | Irregular Heartbeat to | sinus Trouble
Blood Disease Frequent Cough No | Kidney Problems o |spina Bifida
Blood Transfusion Frequent Diarthea No |Leukemia lo|Stomach/intestinal isease:
Breathing Problems Frequent Headaches o |Lier Disease o |stroke
Bruise Easly Genital Herpes No | Low Blood Pressure lo | swelling of Limbs
Cancer Glaucoma No |Lung Disease o | Thyroid Disease
Chemotherapy Hay Fever No | mitral Valve Prolapse o | Tonsilitis
Heart No por to | Tuberculosis
Heart Murmur No | Pain in Jaw Joints to | Tumors or Growths
Heart Pacemaker No | Parathyroid Disease o |ulcers
Heart Trouble/Disease No | Psychiatric Care to | venereal Disease
‘Yellow Jaundice
Have you ever had any serious illness not listed TFves |
Comments:
To the best of Lungerstand st an to my (or

patients) heath. I & my responsbity to nform biliped any changes in medicl stau

Signature of Patient, Parent or Guardian:

X




