Dickinson
e. DENTAL Leslie Dickinson, DDS

Dickinson Dental Policy and Patient Authorization Form

Broken Appointment Policy: We at Dickinson Dental respect and value our patients. Out of
respect to our patients we strive to stay on schedule. It is important for our patients to
understand that an appointment is a time set aside for you. Due to this, it is imperative that you
give our office ample time if you need to reschedule your appointment. Our policy is 48 hours
notice for rescheduled appointments. 1f 48 hours notice is not given, it will be deemed a broken
appointment. The broken appointment charge is $35.

Please initial

Financial Policy: Payment is due when services are rendered, We at Dickinson Dental
realize that dental insurance is a confusing and sometimes overwhelming experience for our
patients, As a result, we will agree to file your insurance as a courtesy to you. After 60 days,
you {the patient) are responsible for any balance on your account not paid by the insurance
company for any reason. Insurance does not guarantee payment for any service until the
ingyprance claim is received. Therefore, we cannot guarantee your insurance will pay. Treatment

plans given are estimates of insurance benefits and are not 3 guarantee of payment,

Dickinson Dental is a provider for many insurance companies. As a result, we accept the
msurance portion as payment and require the patient portion at the time of service. For these
insurances that we are not “providers™ for, we ask those patients to pay up front for all services
and the insurance company will reimburse you, the patient, directly.

Flease imitial

Fatient Authorization Signature: The undersigned hereby authorizes the release of any
mformation relating to all claims for the benefits submitted on behalf of myself andfor
dependents. 1 further expressly agree and acknowledge that my signature on this document
authorizes my dentist to submit claims for the benefits for services rendered or for services to be
rendered without obtaining my signature on each and every claim. I will be bound by this
signature as though the undersigned had personally signed the particular claim.

Please initial

I hereby do accept and agree to the terms as listed above,

Authorized Signature of Patient or Patient Guardian

1111 South Bowman, Suite B5 « Little Rock, AR 72211 » (501) 223.2900 e Fax (501) 224.2099
"Corner af Bowman and Kanis - fust south of Walmart & Sam’s Club™



PATIENT CONSENT FORM

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (
HIPPA), I have certain rights to privacy regarding my protected health information. 1
understand that this information can and will be used to

¢ Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly,
Obtain payment form third-party pavers

* Conduct normal healthcare operations such as quality assessments and physician
certifications,

I have been informed by you of your Notice of Privacy Practices containing a more
complete description of the use and disclosure of my health information. I have been
given the right to review such Notice of Privacy Practices prior to signing this consent, |
understand that this organization at any time at the address below to obtain a current copy
of the Notice of Privacy Practices.

I'understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

[ understand that I may revoke this consent in writing at any time, except to the extent
that you have taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient:

I authorize to have access to my records.

Date:




PATIENT'S DENTAL HISTORY

DATE OF BIRTH

PATIEMT'S MAME

—
REASON FOR THIS VISIT o
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DOMNE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN Z
PREVICUS [XEMTIST {MAME Al Dy LORCATION]
HAVE YOLU HAD A COMPLETE SERIES OF DENTAL FILMS {ErHA"I"S} TAKEN WHENYHERI . [
! !
| HOW OFTEN DO YOU BRUSH YOUR TEETH ___ HOW OFTEN DO YOU FLOSS YOUR TEETH _ =
iRIS YOUR DRINKING WATER FLUORIDATED
! YES NO YES  NO
: DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY '
! OR FLOSSING ... ... HAVE YOU NOTICED ANY LOOSENING Of
| ARE YOUR TEETH SE '-l‘_-.ljl'l.-F n:r Hm m mm YOURTEETH. . . oot e e ceena e |
| LIQUIDSFOODS. . ...... : DOES FOOD TEND 10 BECOME LALL-HI ;
| ARE YOUR TEETH SE wuw m E'M_J | :::-H mm BETWEEN YOUR TEETH . . ;
LIQUIDS/FOODS. . ... ... . HAVE YOU FVER HAD PEmul:-uw..L g
D0 YOU FEEL PAIN TO ANY OF YOUR TEETH TREATMENT (GLMS) . . , !
00 YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PL:"JI- 1:r|-'.- mum nppmr«-u .
NEAR YOUR MOUTH . ... ... .. o nneeis HAVE ¥OU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK un mw INILRIES IN THE PAST. s
HAVE YOU EVER EXPERIENCED ANY OF THI HAVE YO wm H-'LD nmr mmnmmn ELI.LDI"-ID
FOLLOWING PROBLEMS IN YOUR 1aW? FOLLOWING EXTRACTIONS. _ .. ... ... ]
CLICKING .. ... ..., ] DO YOU WEAR DENTURES OR PARTIALS .
PAIN (JOINT, EAR, SIDE DFF-!-.CE} IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR cmﬁwr_.. i HAVE YOU EVER RECEIVED ORAL H"rl'.'JlF*-lE
| DIFFICULTY IN CHEWING . ... .. ... ... .. INSTRUCTIONS REGARDING THE CARE OF i
mmLHm_rm{::mh.lummmrﬁ YOUR TEETHAND GUMS. .. ... .. ... 5
DO YOU CLENCH OR GRIND YOUR IFFIH. o
IF YO COULD CHAMNGE ANYTHING ABOUT YOUR SMILE, WHAT WOLUILEY YO CIMN(;I-'?_ ) |
T B Ty

I

| AUTHORIZATION AND RELEASE

| CERTIFY THAT | HAYE HEAD AND UNDERSIAND THE AROAT INFORMATON T
THE BEST OF MY KENOWLEDGE. THE ABDYE QUESTIONS HaMD BEEN
|.'|.|:|::L:R.'|,'|[L'l' AMSWERED, | UADERSTAND THAT PROVIDING INCORRECT
INFORMATHON CAN BE DAMGERCLS T MY HEALIH. 1 AUTHOHICE THE
!IJIHIIS..I [ RELEASE AMNY INFORMATHINY INCLUDING THE DIAGHOSES AxD
| THE RECORDS OF ANY TREATMENT OF EXAMINATION RENDERED 103 ME OH
| MY CHILD DURING THE PEROD OF SUCH DENTAL CARE 100 THERLY PARTY
UPAYOHRS ANIDVOR HEALIH PRACTITIONERS, | AUTHORIZE AMD REQLIEST MY

INSURAMRCE COMPANT 1O PAY [(MECCILY FD THE DENTIST OR DENIAL CRUUCE

INSLERANCE BEREFITS OIHEEWISE PAOYABLIE TC ML,
DENTAL ISSUBANCE CAHRIER MY PAY LPSS THaMN THE ACTUAL BILL FOR
SERVICES. 1 AGHEE 1O BL RESPOMNSIBLE POR PAYMENT OF ALL SEHYIES
RESNCERID OMN MY BEHALF OF MY DEFENDENTS

X

= . - DAdE
SHANATURE CF PATIEM] I:I'I-I‘_Fﬁl'l'l MIVCAUARDAAN IF MIPOR

DOCTOR'S COMMENTS

SIGNATURE

DATE

® HEALTH HISTORY

—m

PATIENT'S NUMBER

I UsDERSIaNDe THAT MY |



PATIENT'S MEDICAL HISTORY |

FATIENT'S NAME _

DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUSND YOUR MOUTH, YOUR MOUTH 15 A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
IIZ?IPF::[-{TF::#-};IGNSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING

[ &,
[ %,

o ARE YOU N GOOD HEALTH

HAVE THERE BEEMN ANY {.HA"'-IL-} 5 lhl "r'(]I.IH
GENERAL HEALTH WITHIN THE PAST YEAR . . . ..
DATE OF YOUR LAST PHYSICAL EXAM:_
PHYSICIAN'S MAME
PHOME MO,

. ARE YOU NOW UNDER THE CARE OF A

PHYSICIAN . .. .. i,
HAYE YO EYER BEEN HOSPMITALIZED FOR

ANY SURCICAL OPERATION OR SERIOUS ILLNESS
PLEASE EXPLAIM,

ARE YOU TAKING ANY MEDICINE(S)
INCLUDING NON-PRESCRIPTION MEDICINE |, |
IF YES, WHAT MEDICINE(S) ARE YOU TAKING

HAVE YOU HAD ANY ABNORMAL BLEEDIMNG. |
DO YOU BRUISE EASILY, ... . ..

| 10, HAVE YOU EVER REQUIRED A FILI:'H]I.'I 1F¢.n'|.h|5.l LSION L ..
I I HAVE YOI HAD A RECENT WEIGHT Ll.'.IE"EL

YES NO

b

YES NO

| ARE YOU ALLERGIC TO OR HAVE YOU HAD
REACTIONS TO:

LOCAL ANESTHETICS LIKE NOVOCAINE. .. ..., | :
PENICILLIN OR OTHER ANTIBIOTICS . _ .. ..., [ C
SULFA DRUGS. . . .. o O
BARBITURATES, SEDATIVES OR SLEEPING PILLS . E
ASPIRIN ..o\ ]
BODINE. . ... ..., A Sy SR O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.). . . . '
LATEX / RUBBER . R

OTHER (FLEASE I.IS-T}I__

| DO YOU HAVE OR HAVE YOU EVER HAD THE
FOLLOWING:

o
DM SR

RHEUMATIC HEART [MSEASE OR RHELMATIC FEVER [
SCARLETFEVER, . .. ....... ... ... ...... n

HEART DEFECT (R HEART MURMUR . ... ... ...

HEART TROLBLE, HEART ATTACK, OR ANGINA | .

CHEST PAIN . e = = m & mn e ammriate
SHORTMESS ﬂF HHFJLTH ...................
PACEMARER . .. ... ... ..... ... . ......... LI |
HEART SURGERY . . .. ............ R Ll
HIGHLOW BLOOD PRESSURE | |
COMGENITAL HEART PROBLEM . . .. .. ... .....
SWELLING OF FEET, ANKLES, HANDS, _ ., | .
HEPATITIS, IAUMDMICE OR LIVER [NSEASE , | |

SINI.I':'-IFII'.H..EI.E . |
I.IJN'IZ.-'L'IH‘EIE[-’-.THIHE FM}ELEM‘-'- . 0

AE[HMAU‘HH-WFE\'EH...-.....-....-....

1.

1%

14,

)

WOMEN ONLY:

12
¥

AR YOU TAKING BIRIM CONTROUPILLS . . ... ... [] J

YES NO
HAVE YOU EVER TAKEN FEN-PHENREDUY ... [ ] |
HAVE YOU EVER TAKEMN FOSAMAX, BOMNIVA, i
AUTONEL OR ANY CANCER MEDICATIONS |
COMIAINING BISPHOSPHOMATES? ... ... | Ll
HAVE YU TAKEN VIAGRA, REVATIOL, CIALIS nle
LAVITRA IN THE LAST 24 HOURS?, ... .. ._.... | |
Ced YO USE TOBACCD l |
D YO OR HAVE YOU USED {.{}MH{JI_LEIJ
SUBSTANCES

SARE YOU WEARING CONTACT LENSES |
I8

D YO HAVE A PERSISTENT COUGH I'JH IHHI'}.I'I.I
CLEARING NOT ASSOCIATED WITH A KNOW ™,
ILLMESS (LASTING MORE THAN 5 WEEKS) . . ..

DO YO HAVE AMY DISEASE, COMNDITION DR

PROBLEM NOT LISTED ABOVE THAT YOU THINK
| SHOULD KNOW ABOUT . . . .

ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT all
ARE YOI NURSING |

HIVES (O SKIN RASH. ... ... ... ..., o | |
FAINTING OB [HEFY SPELLS . ... ... ... ..... [ |
IHARETES | i s s EiissrermmmmEn

AlDYS ﬂHIII‘h‘ IM l.f_.ll"_'h"u ..................

THYROID PROBLEMS .. ..o oL

ALLERCIES . ... .,

ARTHRITIS OR RHEUMATISM .. .. .. .. ..

HHNT REPLACEMENT O IMPLAMT
STOMACH ULCER
KIDNEY TROUBLE
TUBERCILOSIS | .
PERSISTENT L'DL{'-H S
COLGH THAT PRODUCES HI{“.I.'}IJ
CHEMOTHERAPY (CANCER, LEUKE Mlﬁ.}
SEXLALLY TRAMNSMITTED DISEASE
EFILEFSY OR SEIZURES o
ANEMIA ..
GLAUCOMA . ... oo,
MERVOUSMNESS ... ... oo oo,
TONSILLITIS | T T
TUMORS . ... ...,
MEMTAL HEALTH (-H-EI ............... |
BACK PROBLEMS |, ... ... .. oo Ll
CHEMICAL DEPENDEMCY, | |
MITRAL VALVE PROLAPSE | |
CORTISONE TREATMENT, . ... ... ...
COLD SORES/FEVER BLISTERS . .. ...........
HYPORGIYCEMIA .. oo e

__EATING DISORDERS. .. ... ., i niaia s aia e _

PATIENT'S NUMBER

HEALTH HISTORY



R .
PATlENT INFORMATION {ﬂGNFIDENTIAL}
NAME _ DATE
Tl . Lo LaST
STATE/ ZIPy
ADDRESS oy PROV, P.C.
E-MAIL CELL PHONE ) HOME PHONE
SSH#SIN BIRTHDATE
CHECK APPROPRIATE BOX: || MINOR || SINGLE || MARRIED || DIVORCED || WIDOWED |:| SEPARATED
| IF COLLEGE STUDENT, F.T. / P.T., NAME OF SCHOOI _an o
PATIENT'S OR PARENT'S/GUARDIAN'S EMPLOYER _ WORK PHONE
| BUSINESS ADDRESS__ oy P! 44
| SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
| WHOM MAY WE THANK FOR REFERRING YOU?
| PERSON TO CONTACT IN CASE OF AN EMERGENCY_ PHONE
—— o - —
RESF‘DNSlBLE PARTY !
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS - ) . HOME PHOMNE -
DRIVER'S LICENSE # BIRTHDATE S5#/5IN
EMPLOYER WORK PHONE .
I5 THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? || YES [ no
S - e
T - ——— .
| INSUR.ANCE INFORMATION
.. RELATIONSHIP
| NAME OF INSURED o N T PATIENT
BIRTHDATE S5#/5IN _ DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
o STATES o
EMPLOYER ADDRESS oy PROV. 4
INSURANCE CO. TEL. # GRP # POLICY / LD, #
— —— SIATE/ g
INS. CO. ADDRESS - CITY PROV. y o
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED?__ MAX ANNUAL BENEFIT?
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ] YES [ ] NO IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP
NAME OF INSURED . 10 PATIENT
BIRTHDATE SS#/SIN B DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
— SIATE/
3| EMPLOYER ADDRESS CITY PROIV.
| INSURANCE CO. TEL # GRP # POLICY / LD, #
! e
2| INS. CO. ADDRESS CITY PROY .
F
E| HOW MUCH 1S YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
. ) — ) C——
X )
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR PATIEMNT NUMBER

REGISTRATION
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