The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.

The better we communicate, the better we can care for you.

ABOUT YOU

Toda)/s Date:

E-Mail Address:

Name:

Last First

| prefer to be called:

Mr Mrs

[ IMale [ Female

Ms Dr

Birthdate: __ / Age: SS#:

Home Address:

Apt/Conde #

City Stafe

Zip

_ISingle [IMarried [IDivorced [IWidowed [ Separated

Hm #: | ) Pager / Cell #:
Wk #: ( | Ext: DL #:
Employer:

Employer’s Address:

How long there? Occupation:

Where & when are best times fo reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Previous / Present Dentist:

(Pleose Circle)

Last Visit Date:

His / Her Name:

Address:

INSURANCE

Primary Insurance
Dental Coverage? [Yes [INo

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: | )

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

Insured's Birthdate: _ / 7 Insured’s ID #:

Insured’s Employer:

Employer's Address:

Secondary Insurance
Dental Coverage? [ ]Yes [1No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: | |

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

Insured’s Birthdate: / 7 Insured's ID #:

Insured’s Employer:

Employer’s Address:

Neighbor or Relative not living with you.

His / Her Name: Relation:
Wk #: | I Hm #: (

J

Employer:

Wk #: | ) Ext: SS #:

Birthdate: _ / / DL #:

Person Responsible for Account:

Wk #: ( | Ext: Hm #: (

Billing Address:

Relationship: SS #:

Emp|oyer: DL #:

MEDICAL HISTORY

Do you have a personal physician?

Physician’s Name:

[lYes [INo

Phone #: | |

Are you currently under the care of a physician?

Please explain:

Date of last visit:

[Yes [INo




e

DENTAL HISTORY

Your current physical health is:  [1Good [IFair [/Poor ©° Why have you come to the dentist today?

. Do you smoke or use tobacco in any other forme CYes [INo

i i 2
| Have you had any metol rods, pins or lmp|c1nts. DYes [INo Do you require antibictics before dental freatment? CYes [INe

Are you faking any prescription / over-the-counter or herbal o :
sup;|ernenfa|gdrugs§ p CYes [INo ! Are you currently in pain? [Yes [INo

Please list each one: % Have you ever had a serious / difficult problem

k

+

E | Have you ever taken Fosamax, or any other bisphosphonate? OYes [INo . ossociated with any previous denfal work? CYes [INo

; i Have you been told that you snore or hold your breath while 1 s Do you have fears about going to the dentist? CYes LINo
sleeping or wake up gasping for breath? OYes LINo 88 Have you ever had gum treatment? OYes [INo

For Women: Are you using a AE‘rescribed method of birth control? [ Yes [/ No % Do you now or have you ever experienced pain / =
Are you pregnant? [|Yes [INo Week #: %‘5 discomfort in your jaw joint (TMJ / TMD)2 [ Yes LINo

. Are you nursing? ClYes TINo '\ Your current dental healthis  [1Good [Fair [ Poor
© Have you ever had any of the following diseases or medical problems Do you like your smile2 (1Y 1N Do your gums ever bleed? L]Y [IN

\YI E ﬁllz';f;ﬁl glri;d:guse z E Hgﬁﬁ@ﬁ;ﬂiﬁz“ . How many times a week do you floss? a day do you brush?
Y N Anemia Y N HV*/ADS i Type of bristles? ~ []Soft [ Medium [ Hord
Y N Arthritis Y N Hospitalized for Any Reason long d hbrush bef lacing if2
Y N Afificiol Bones / Joints / Volves Y N Kidney Problems How long do you use a toofhbrush before replacing It
:: : am?'mnsfusion z E a&rﬁﬁﬁeswm Are your teeth sensitive o heat, cold, or anything else?
Y N Cancer /Chemotherapy Y N lupus Have you lost any feeth?  [1Yes  [INo If yes, why?
Y N Cﬂl%hs Y N Mlh-ci Vclve PrOIGpse AR T R e, e e B SR O A e S S T T R A O BB
Y N Congenitol Heart Defect Y N Osteoporosis / Pagef’s Disease i . - =
Y N Digbetes Y N Pacemaker | understand that the information that | have given foday is correct fo the best of
Y N Difficulty Breothing Y N Psychiatric Treatment my knowledge. | also understand that this information will be held in the strictest
Y N Emphysema Y N Radiafion Treatment confidence and it is my responsibility to inform this office of any chargges in my
Y N Epilepsy Y N Rhevmatic / Scarlet Fever medical status. | authorize the dental staff to perform any necessary dental services
i II:ll E“'““"Qtsﬁensd : i m gﬁ_zurles that | may need during diagnosis and treatment with my informed consent.
requent meadaches Ingles
Y N Glaucoma Y N Sickle Cell Disease / Traits
Y N Hay Fever Y N Sinus Problems Signature Date
Y N Heart Aftack Y N Stoke
z E :ec: gA”r”Z"’ i E %g::éiligiblr%s Payment is due in full at the time of treatment
Y N HZ;op}I:ili% & Y N Ukers unless prior arrangements have been approved.
¥ el Y N Venereal Disease If this office accepts insurance, | understand that | am responsible for payment

Please list any serious medical condition(s) that you have ever had: of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. | here%y authorize payment
directly to the Dental Office of the group insurance benefits otherwise payable
to me. | understand that | am responsibﬁa for all costs of dental treatment. |
hereby authorize release of any information, including the diagnosis and

records of treatment or examination rendered, to my insurance company.

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Tetracycline
Y N Codeine Y N Latex Y N Other
Y N Dental Anesthetics Y N Penicillin

Date

Our office is HIPAA Compliant and is committed to meeting or exceeding the
standards of infection control mandated by OSHA, the CDC and the ADA.

! OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

| verbally reviewed the medical / dental information above with the patient named herein. Initials: Date:

Please list any other drugs/materials that you are allergic to: Sigriing
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Doctor’s Comments:

MEDICAL HISTORY UPDATE

| have read my medical history dated and confirmed that it states past and present medical conditions.
. Signature Date
| have read my medical history dated and confirmed that it states past and present medical conditions. :
o Signature Date
| have read my medical history dated and confirmed thet it states past and present medical conditions. :
- Signature Date
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| Dr. Pattanashetti, DMD

Y COSMETIC, IMPLANT & GENERAL DENTISTRY

8601 JaSalle Road
Suite 200
Towson, MD 21286
410-290-3740

Financial & Insurance

it is our mission to provide you with éffnrdable. high-quality treatment that fits your budget! We offer a variety
of payment options to meet your needs. Our office accepis payments by cash, checks, and Visa,
MasterCard, and Discover credit cards. We also offer financing options through Care Credit. If you have any
questions about financing or payment, ask us! We will thoroughly explain your choices and work hard to

accommodate your needs.

. Insurance

Our office is commitied to helping you maximize your insurance benefits. Because insurance palicies vary,
we can only estimate your coverage in good faith but cannot guarantee coverage due lo the complexities of
insurance contracts. Your estimated patient portion must be paid at the time of service. As a servica to our
patients, we will bill insurance companies for services and allow them 60 days to render payment. After 80
days, you are responsible for the entire balance, paid-in-full. If you have any questions, our courteous staff is

always available to answer them.

We would also hope that you understand that your agreement is belween you and your insurance company
and that you are responsible for the balance on your dental account regardless of your insurance.

Date

Guardian/ Patienl's Signature

Continued on Back



Towson Corporate Center
8601 LaSalle Road

Suite 200

Towson, MD 21286

Suresh Pattanashetti DMD

Broken Appointment Policy

We prefer to operate according to a set schedule so that we can predictably meet the
needs of our patients. To minimize schedule changes caused by broken appointments, we

want you to be informed regarding office policy.

Any appointment change where we have not received a full working days’ notice is
considered a broken appointment. For example, if an appointment for Monday needs to
be changed, the staff must be contacted by Friday moming to provide the office staff an
opportunity to fill the vacant time in our schedule. Acceptable notice requires that a
member of the staff is contacted at the office in order to arrange for the schedule change.
Patients who break an appointment are subject to a charge in the amount of $15.00 for
each fifteen minute unit of time. We do confirm appointments and would like a return
confirmation call to keep your reserved time. Should you need to contact us regarding a
scheduled appointment, please call during our normal working hours.

Monday 8:00 to 5:00
Tuesday 8:00 to 4:00
Wednesday 8:30 to 6:30
Thursday 8:00 to 5:00
Friday 8:30 to 2:00

It is our sincere hope that we do not find it necessary to assess a charge for a broken
appointment since we desire our relationship to reflect a mutual respect for our time and
yours. Your signature below indicates that you understand our policy regarding broken or

cancelled appointments.

Signature Date



Suresh N. Pattanashetti, D.M.D.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Reﬁlse to Sign This Acknowledgement**

L , have received a copy of this office’s Notice of

(NAME OF PATIENT)
Privacy Practices.

PRINT NAME OF GUARDIAN / PATIENT

SIGNATURE OF GUARDIAN / PATIENT

DATE

For Office Use Omnly

We attempted to obtain written acknowledgement of receipt of our Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign

O Communication barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement
O Patient is 2 minor and parent/guardian did not accompany the visit

O Other ( please specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentist and their staff is permitted. Any other use, duplication of this fonﬂ by any
other party requires the prior writien approval of the American Dental Association.

This Form is educational only, does not coastitute legal advice, and covers only federal, not state, law (August 14,
2002)





