Patient Information

Name Birth Date  ss#

Address___ ) ‘ S City/Zip
Home Phone Cell-Phone_ : _ Work Phone

E-mail_ ) ) _Preferred method of contact’ Home Cell Work E-mail
MaritalStatus S M D W ‘ :

Who may we thank for referring you to our office?

May we contact you via text message and/or email regarding your appoitnt'rnents? - Oves OONo Domy Text: COnly Email

Acknowledgement of Notice of Privacy Practives “COPY OF HIPPA PRIVACY DISCLOSURE WILL BE PROVIDED UPON REQUEST

Print Name: Signature_ S __ Date: J_

Release of lnformatlon

Reich Dental Center is comitted to protecting the privacy of our patlents Therfore, we are unable to give financial and/or dental information to anyone
- |other than the patient, guardian or referring doctor. If there is someone other than yourself that we may provide information to, please indicate below:
Name . : Relatlonshrp , o Informat|on to Provide

‘ o g : : [Dental Treatment Clfinancial
ODental Treatment - OFinancial
CIbental Treatment . [IFinancial
ClDental Treatment  CFinancial

Former Dentist Name/Phone Number_ i Sl ; Date of Last Visit
Have you ever had major dental treatment"’ ElYes l:lNo If yes, please descrlbe o

Do you find yourself brushing too hard? OYes [INo ‘
Do you smoke or use smokeless tobacco products? DYes ONo If yes, please des’crlbe'~ :

Do you wear full/partial dentures? DYes DNo If yes, do you have any flt concerns’-’ .

Do you wear a retainer? CIYes CINo If yes, how old is it?

Have you ever had any of the followmg" ) - e '
[IBleeding Gums CIExtractions ) - OTooth/Gum Sensitivity or Pain -

CLoose Teeth OMouth Ulgers ~ - OIDeep Cleaning(Scaling and root planning)
OBad Breath [OGum Surgery or Grafting = - Opain/Sensitivity with teeth/gums
Oinjury to face or jaw OSinus | Prob'l'ems : i O React|on ‘to Dental Anesthesia
Oissues with Clenching/Grinding Teeth Cjaw.orJoint Pain - ‘ " - “OFood or. FIoss Catching Between Teeth
OPain Opening Mouth : OFever Bllsters (or Cold Sores) Claw Surgery
DI0ther Treatment by Oral Surgeon ElCllcklng or Popplng i e Obry Mouthk

¢ - - OOther

If yes to any of the following, please explain

;Cos‘metics

Are you happy with the overall appearance of your teeth? [IVes [INo If: no, please clescrabe
Are you interested in bleaching or whltenmg your: teeth'v’ ElYes ONo o
Are you interested in braces or other orthodontlc treatment? ElYes DNo

Would you like to discuss the cosmetlc appearance of your teeth? EJYes ElNo If yes, please descrlbe

As a courtesy to our patrents, our office will file primary | insurance forms However, insurance coverage isa contract between the patlent employer and
the insurance company. Our office can only estrmate insurance coverage based on the mformatron we receive from the patient, therefore, the patient.is
ultimately responsible. All other fees are due at the tlme of servuce :

The above information is correct to the best of my khowledge.

Signature of Patient/Legal Guardian . ,‘ “'Date



‘Medical History

Patient Name_

Name/Number of emergency contact _

Physicians Name/Number

- Are you currently bemg treated for a medrcal condrtuon’h E]Yes "EINo lf yes,

Have you been hospltallzed or recently had,su

What medlcatrons are you currently takmg

"“Iease describe__

Have you ever been advused to take an antlblotlc' > ri

Are you currently takmg any blood thmners(Coumad

Are you allerglc to or had any reactlons to any of the followmg'-’

OCodeine DErythromycun E]Pemcrllln or Amoxrcrllm :
: OLocal Anesthesra E]Latex ElAsprln or lbuprofen ElOther Allergles
- Have you had any of the followmg'-’ , o o
ElBIeedlng,Dlsorder ‘Ell-leart Attack i : ElThyro:d Problem S kj;,'ElOrgan Transplant ’
ClArthritis | : "l:lHeart‘Surgery : l’ElPace Maker ‘ . _‘V,lZlArtlfrcral’Heart Valves
ClHeart Shunts - ‘l:l'Stro‘ke* . - ' ‘;'DEpllepSy o o " a»lZlCongemtal Heart Dlsease/Defects -
OLupus . DODiabetes - 5 : ”ElAsthma - ‘ElLung Problems/COPD k

OORheumatic Fever ElStomach Ulcers'( ‘ : 'Dl—leadaches :

OTuberculosis - | : E]Anemra
- Ocancer: l:lAlDS/HI‘V\ rosth ints
OAngina k , ElHepatitlS‘ , 'l:ll,’e‘wrl?lqddiPl’kegsurée"
~OHeart Murmur fElFalntmg k ,i:ElBar:k;P~reblern§:

OSleep Apnea/Breathlng lefrcultres

- ElMltral Valv

v ClHigh Blood Pressure

P‘rolapse

Ellnfectlve Endocardrtls
et ElEmotlonal or Nervous Dlsorders ,
o fEIRadlatlon Therapy or Chemotherapy

. EIKldney Problems
_:“Elother ~ ‘

If you answered iyes to any of the}abeye, blea‘seexplain . : o

patient's treatment by Reich Dental ‘Center ;
'per month on unpard balances, reason' ‘

treatment. By s:gnmg thls form, I not only agree 1
the best of rny knowledge .

Signature of Patient/Legal Guardian




NON- INSUREI PA: \“"NTS Paymeac

ue /nfullatthetlmeserwce /s provided in

our offlce

PATlENTS WlTH INSURANCE A/I co- payments and deduct/bles are due at the

time of serwce We WI// bl// msurance carr/ers on your beha/f If poss:ble Please be
‘ carrier IS a prlvate one and that

adwsed that your agreement Wlth your /nsuran‘ - 0 :
ultlmately, you are respons:ble for paymen k lf an' msurance car ier has not pa/d a clalm :
within 60 days of bl/l/ng, our fees are due ne 1 ble;from you Our ofﬁce W//l always ‘
' ~str1ve to help you obtaln the maxrmum pos ible verage It is, ,however the patlent s

each appomtmeno ha‘_ we 4
multlple lnfract/ons w/ll be consrdered fora’

Prmt Patlent/Guard|an Name '

Signatureotpalonenen: .

Date:




; REICH DENTAL CENTER
DR. ROBIN REICH, DR. KRISTIN COONEY DR LAUREN HUGHES, DR. STACEY WINGAD

Patient Name:

- Though rare, the followmg comphcatlons may occur during or after dental treatment

e Painand swelling ‘

Poss1ble brmsmg, bleeding

JInjury to ne1ghbor1ng teeth, restoratlons or soft trssues

Reversible or 1rrevers1ble nerve damage

Infection : : : ;
Adverse reactions to medlcatlons anesthes1a, or substances used for treatment
Post procedure dlscomfort to hot, cold and b1t1ng -

I will follow the verbal and written postoperatrve 1nstruct10ns and return for a follow—upu
appointment if requested or necessary : ~

Patient or Guardian :Signature o | & 'k : : Date



