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Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental 2
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 Information (coNFDENTIAL) e
Name Birthdate Home Phone
Address City State Zip
E Check Appropriate Box: D Minor |: Single | Married E Divorced DWidﬂwed DSepamted
Patient’s or Parent’s.Employer Work Phone
Business Address City State Zip
Alternate Phone Cell Beeper
= Spouse.or Parent’s Name Employer Work Phone
| Whom.May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
E Full Part
T If Student, Name of School / College City State [1Time [ Time
- Responsible Party o
- elationship
Name of Person Responsible for this Account to Patiert
E Address Home Phone
= Driver’s License # Birthdate
1 Employer Work Phone SS#
E Is this Person Currently a Patient in our Office? [1ves [1No
Gs For your convenience, we offer the following methods of payment. Please check the option you prefer.
E Payment in full is expected at each appointment.

Cash Personal Check Credit Card [ JVISA [ MasterCard
. Patient Dental History
' Approximate date of last exam Yes No
E 1.- Do your gums ever bleed while brushing or fIOSSTN?. . . cv v v vt v vt vae e e e v sttt ae e e b cma e e e e s [ [
e 2. Are teeth sensitive to hot/cold, or sweet/sour foods or ArinNKS? . ... .. ... m e et e e [ ] [
' 3. Do you feel any pain int any of YOUF t06HH? . .. . co vt et e et e et e e e e e e e e et e O
E 4. Does your jaw hurt or.do you have difficulty Chewing? . .. ... ..o ettt ettt i e s ] [
z 5. Doyou clinchor grind Your teeth?. ... ... ..ttt ittt e st e e et i e e L ]
E 6. If you could change one thing about your smile, what wau{d it be?

Authorization and Release

[ certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately

answered. 1 understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any
ey information including the diagnosis and the records of any freatment or examination rendered to me or my child during the period of ,

v such Dental care to third party payors 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 fzﬂn the

actual bill for services. I agree fo be resEﬂnsible for payment n}f all services rendered on m behz}{l[ or my dependents. Our office pggg}/

o

R

states that any accounts rot paid in full 60 days from the date of service could be subject to a finance c};arge of 1.5% monthly (
il annually). Should it become necessary to refer your account to an outside service for collection, you will be responsible for all legal
and/or collection fees. ohd:
Signature of patient (or parent if minor)
Over Please
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Dr. Ricky Huffines

MEDICAL HISTORY

following questions.

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes O No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

~~\Women: Are you-- -
Pregnant/Trying to get pnegnant‘? O Yes O Nn

o

Taking nral mntraceptwes?o Yes () No

Nursing? () Yes() No

N TV T N P L R W

-~ Are you allergic to any of the fulluwlng?*“ —————

A L T T T s o e g e Sy gl a1 g, T, et "™ L MR MY

% Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics

; Other If yes, please explain:

F ..... DD yﬂu have or have ynu had' Eny D'f the fu"ﬂwing? ............................................................................................................................................................................................................................................................

E AIDS/HIV Positive (O Yes() No | Cortisone Medicine () Yes(O) No | Hemophilia (O Yes() No | Renal Dialysis O Yes(OONo | |

. Alzheimer's Disease (O Yes() No | Diabetes () Yes() No | Hepatitis A (O Yes () No | Rheumatic Fever (O Yes(O) No |

-~ Anaphylaxis () Yes(O) No | Drug Addiction () Yes(O) No | HepatitisBorC (O Yes() No | Rheumatism O Yes(O) No |

. Anemia () Yes(O) No | Easily Winded (D Yes() No | Herpes (O Yes(O) No | Scarlet Fever O Yes(O No . !

| Angina (O Yes() No | Emphysema (O Yes() No | HighBlood Pressure () Yes(O) No | Shingles (O Yes() No

- Arthritis/Gout () Yes(O) No | Epilepsyor Seizures () Yes() No | Hives or Rash (O Yes() No | Sickle Cell Disease () Yes () No

. Artificial Heart Valve (D) Yes(O) No | Excessive Bleeding () Yes() No | Hypoglycemia (O Yes () No | Sinus Trouble O Yes() No

| Artificial Joint (O Yes() No | Excessive Thirst (O Yes() No | Irregular Heartbeat () Yes() No | Spina Bifida (O Yes() No =

i Asthma (O Yes(O) No | Fainting Spells/Dizziness(") Yes() No | KidneyProblems (O Yes() No | Stomach/intestinal Disease () Yes () No :

{ Blood Disease (O Yes() No | Frequent Cough (O Yes() No | Leukemia (D) Yes() No | Stroke O Yes(O) No |

| Blood Transfusion (O Yes(O) No | Frequent Diarrhea (O Yes() No | LiverDisease (O Yes() No | Swelling of Limbs () Yes() No v

. Breathing Problem (O Yes() No | Frequent Headaches () Yes() No | LowBlood Pressure () Yes(O) No | Thyroid Disease O Yes(O No

. Bruise Easily (O Yes(O No | Genital Herpes (O Yes() No | Lung Disease (O Yes(O) No | Tonsillitis O Yes(O No |

i Cancer () Yes() No | Glaucoma (D Yes () No | Mitral Valve Prolapse () Yes(©) No | Tuberculosis (O Yes(O No |

. Chemotherapy (O Yes(D) No | Hay Fever (O Yes() No | PaininJawJoints () Yes() No | Tumors or Growths O Yes(O No |
Chest Pains (O Yes() No | Heart Attack/Failure () Yes () No | Parathyroid Disease () Yes() No | Ulcers O Yes(O No |

| Cold Sores/Fever Blisters () Yes() No | Heart Murmur (O Yes(O) No | PsychiatricCare () Yes() No | Venereal Disease O Yes(O No |

. Congenital Heart Disorder( ) Yes()) No | Heart Pace Maker (O Yes() No | Radiation Treatments() Yes() No | Yellow Jaundice O Yes(ONo |

| (O Yes(O) No | Heart Trouble/Disease () Yes()) No | Recent WeightLoss (O) Yes(O) No

: Convulsions

. Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:
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Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be |
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Y

For Our Patients wzth Insurance

Your dental health is the main concern u::-f our office. We offer the most progressive services avadable to help you maintain your feeth, 3'ums
and smile at their best. Although we are willing to help you maximize your insurance beneﬁt_s_ to the best of our ability, we assure you that
our recommendations are based on your care, not your insurance coverage.

Accuracy of estimated insurance benefits cannot be assured due to the complicated nature of many policies and the rapidity in which they
may change. If we allow partial payments for services based on estimated insurance benefits, they are estimates only and do not reheve you

of the ﬁmnc:al responsibility for any underpayment.

We will assist you by filing claims with your company if you prefer, but do not assume responsibility for obtaining payments due from the
insurance company or for resolving disputes for nonpayment. Because insurance is a relationship between you, the patient, and the
insurance company, we have found that companies are more prompt to respond fo the premium payer than to the dental office.

Insurance Information

Name of Insured | | ﬁelgjtg;nsft ¥ |
Birthdate Social Security # L Date Employed
Name of Employer | Union or Local # ‘Work Phone
Address of Employer | _ __ . City | State Zip
Insurance Company Group # Policy/ID #

Ins. Co. Address City . State Zip

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ]ves [L1No IF YES, COMPLETE THE FOLLOWING:

— M s - - —n - - - e ———

Name of Insured —___ | . | | | Ee%mth ?
Birthdate - | Social Security # Date Employed

Name of Employer . e Union or Local # Work Phone

Address of Employer _ . City . State Zip
Insuratice Company | : . Group # Policy/ID #

Ins. Co. Address TR City _ State Zip

I understand that insurance is ﬁleﬁ as a courtesy and does not relieve me of timely payment of this account. I further understand that I am
responsible for any and all amounts not paid by my insurance carrier, including deductibles, co-payments, and procedures not covered by

my individual policy.
I authorize Dr. Ricky Huffines to release any information relating to a claim to my insurance company.
Our office policy states that any account not paid in full 90 days from the date of service could be subject to a finance charge of 1.5%

monthly (18% annually). Should it become necessary to refer your account to an outside source for collection, you will be responsible for
all legal and/or collection fees.

Signature Date

Signature of Parent/Guardian ( if under 18) Date
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