SMILESSOLUTIONS

WILLIE CANTU D.D.S

New Patient Information

For your welfare and our efficiency of diagnosis, treatment and billing, please fill out this confidential form completely.
Please answer ALL questions. If a question does not apply, please mark N/A in the blank. Thank you.

Patient Information: Date:
O Mr. O Mrs. O Miss O Dr.  First Name: Last Name:
Marital Status: O Married O Single O Divorced O Widowed O Legally Separated Gender: O Male O Female
Date of Birth: Age: SSN: Email:
Address: City/State/Zip:
Phone #: Cell #: Have you ever been a patient of our practice? O Yes O No

Driver’s License #:

Employer:

Work #:

Student: O Yes O No O FT O PT  School Name/Address:

Physician:

Emergency Contact:

Relation:

Phone #:

Phone #:

Who will be responsible for your account? O Self O Spouse O Father O Mother O Other:

(If self, skip to next section)

Name: SSN: Date of Birth: Age:
Address: City/State/Zip:

Phone #: Employer: Work #:

Spouse Information

Name: SSN: Birth Date:
Address: City/State/Zip:

Phone #: Employer: Work #:

Dental Insurance Information: Primary Relationship

Policy Holder: DOB: It:;tient:

Insurance Co. Name & Address:

Phone #: Subscriber #: Group #:

Who may we thank for referring you?




SMILESSOLUTIONS'

WILLIE CANTU D.D.S

Patient Health History

Patient:

Answer all questions by circling Yes (Y) or No (N)

1.Areyouingoodhealth? ....... ... i YN
Height Weight

2. Has there been any change in your general health in the
PAST YA . ..ttt et YN

3. Date of last Physical exam?

4. Are you currently under a physicians care for a

5.Have you ever had any serious illnesses, operations
or hospitalizations? If so, describe ............cooviiiiiiiiinin.... YN

6.DO YOU HAVE OR HAVE YOU EVER HAD:
A.Rheumatic Fever or Rheumatic Heart Disease? .................. YN
B. Congenital Heart Disease? ........ooviiiiiniininiiinennee YN

C. Cardiovascular Disease (Heart attack, Heart Trouble, Heart

Murmur, Coronary Artery Disease, Angina, High Blood

Pressure, Stroke, Palpitations, Heart Surgery, Pacemaker? ....... YN
D. Lung Disease (Asthma, Emphysema, Chronic Cough,

Bronchitis, Pneumonia, Tuberculosis, Shortness of Breath,

Chest Pain, Severe Coughing)? .........coviiviiiiiniiininennnn. YN
E. Seizures, Convulsions, Epilepsy, Fainting

OF DiIZZINESS? ottt e YN
F. Bleeding Disorder, Anemia, Bleeding Tendency, Blood

Transfusion? Do you bruise easily?..............coooiiiiiia. YN
G. Liver Disease (Jaundice, Hepatitis)? ........coviviniiininennnn.. YN
H. Kidney Disease? .....c.uuiriii it YN
L DIAbEtES? ottt e YN
J.Thyroid Disease? .. ....veuin et e YN
K AT S ? e e YN

P. Clicking/popping of jaw joint, pain near ear, difficulty

opening mouth, grind orclenchteeth? ......................... YN
Q. Sinus or Nasal Problems, Snoring or Sleep Apnea? .............. YN
R. Any disease, drug, or transplant operation that has
depressed yourimmune system?. ... ... YN
7.ARE YOU USING ANY OF THE FOLLOWING?
AL ANLIDIOLICS? e YN
B. Anticoagulants? ..... ...ttt YN

All responses are confidential.

C. Aspirin or drugs such as Motrin, Aleve, Ibuprofen?............... YN
D. High Blood Pressure Medications? ...........ccooviviniuninennnn YN
E. Steroids (Cortisone, etC.)? .....oviuiiiiiiiiiii i YN
FoTranquUIliZers? .. ..o e YN
G. Insulin or Oral Anti-DiabeticDrugs?..........coovviviiiiinen... YN
H. Digitalis, Inderal, Nitroglycerin or other heartdrug?............. YN

I. Are you taking, or have you ever taken Bisphosphanates
(Fosamax, Zometa, Actonel, Bondronat, Aredia, Didronel,
Bonefos, Loron, Skelid, neridronate, olpadronate)
fOr OSTEOPOIOSIS. .« v vttt e ettt YN

* Please list any and all medications taken, including prescription and
over-the-counter medications, herbal or holistic remedies, vitamins
and minerals.

8. ARE YOU ALLERGIC TO ORHAVE YOU HAD AN

ADVERSE REACTION TO:
A.Local Anesthesia? ....oeieii e e YN
B. Penicillin or other antibiotics? ............cooviiiiiiiiiiiiiiin, YN

C. Sedatives, Barbiturates? ...............

D. TranquUIlizers? ..ot e YN
E. Aspirin or lbuprofen? ... ... i e YN
F.Latex or Rubber Products? ..........c..coiiiiiiiiiiiiniinenn... YN
G. Other allergies or reactions? Please list...............c..cooeent YN
9. Do you smoke or chew tobacco?.........cooviiiiiiiiiiin .. YN

How much per day? Number of years? ___

10. Is there any past history of Alcohol or Chemical Dependency
or Emotional Disorder that may affect the care we provideyou? ...Y N

11. Have you had any serious problems associated with any
previous dental treatment? ... ... .o YN

12. Do you have any other disease, condition or problem not

13. FOR WOMEN ONLY
A. Are you pregnant, or is there any chance you might

* Please be aware that antibiotics can reduce the effectiveness of oral
contraceptives. A backup method is highly recommended.

Please give details to any positive responses to the above questions

Signature of Patient or Guardian

Date Doctor’s Initials



Receipt of Notice of Privacy Practices

Smile Solutions
Willie Cantu, DDS

* You May Refuse to Sign This Acknowledgment*
I have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

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

O Individual refused to sign
[0 Communications barriers prohibited obtaining the acknowledgement
[]  An emergency situation prevented us from obtaining acknowledgement

[0 Other (Please Specify)




SMILE SOLUTIONS FINANCIAL AGREEMENT

e FINANCIAL AGREEMENT FOR OUR PATIENTS WITHOUT DENTAL
INSURANCE

|:| PAYMENT IS EXPECTED AT TIME OF SERVICE, UNLESS PRIOR ARRANGEMENTS HAVE BEEN
MADE.

e FINANCIAL AGREEMENT FOR OUR PATIENTS WITH DENTAL
INSURANCE

OUR OFFICE WILL FILE YOUR INSURANCE CLAIM FOR YOU. THIS IS A SPECIAL SERVICE WE
PROVIDE FOR OUR PATIENTS TO HELP ELIMINATE SOME OF THE OFTEN-CONFUSING PAPERWORK
ASSOCIATED WITH PROCESSING CLAIM FORMS.

FOR OUR PATIENTS WITH INSURANCE,
PLEASE SELECT ONE OF THE FOLLOWING OPTIONS:

[ ] OPTION 1

YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY.
OUR OFFICE IS NOT A PARTY TO THAT CONTRACT. [F YOU PREFER WE WAIT FOR PAYMENT FROM
YOUR INSURANCE COMPANY, WE REQUIRE A CREDIT CARD WITH AUTHORIZATION TO TRANSFER
ANY BALANCE LEFT UNPAID BY YOUR INSURANCE COMPANY 30 DAYS AFTER THE DATE OF
SERVICE.

CARDHOLDERS NAME

OVISA O MASTERCARD O DISCOVER O AMERICAN EXPRESS

ACCOUNT #

SIGNATURE EXP. DATE

(o} IF YOU WOULD LIKE TO BE CONTACTED PRIOR TO RUNNING CREDIT CARD, PLEASE PROVIDE US

WITH A GOOD CONTACT NUMBER:

[] opPTION 2

YOU CHOOSE TO PAY YOUR BALANCE IN FULL ON THE DATE OF SERVICE. WE WILL SUBMIT
YOUR INSURANCE CLAIM FOR YOU WITH DIRECTIONS TO SEND THE REIMBURSEMENT DIRECTLY
TO YOU.

] HAVE READ SMILE SOLUTIONS FINANCIAL AGREEMENT AND HAVE SELECTED MY FORM OF
PAYMENT.

PATIENT OR GUARDIAN SIGNATURE
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