
@ 2007 Wironsin Dental Assaciatiou
(800) 24.t-4675

PATIENT NUMBER

Age.- Date

Patienfs Name Date of Bidh -_- U Male U Female

Date ot Birth

t s t

It Child: Parenfs Name

How do you wish to be addressed
Single O Married Q Separated tr

Hesidence - Streel

Divotced O Widowed O Minor Q Employee Name
Relationship lo patienl
Employer Name

State-_ Zip Name of Insurance Co.
Address

Telephone
Program or policy #
Social Security No.

Yrs
City

Business Address

Telephone: Res. 8us.

Fax Cell Phone #

eMail

PatienUParent Employed By
Employee Name

Employer Name

Oate ol Eirth
Present Position Relationship to patient

Yrs.How Long Held

Present Position

How Long Held

Name of Insurance Co.

Spouse/Parent Name

Spouse Employed By

Address

Telephone
Program or policy #
SocialSecurity No.
Union Local or Group

Who is Responsible for this account

Drivers License No.

Method of Payment Insurance O Cash I Credit Card tr

Purpose of Call

Other Family Members in this Practice

Whom may we thank for this referral

PatienUparent Social Secudty No.

Spouse/Parent Social Security No.

$omeone to notify in case of emergency nol living with you

COI{SENT:
I c919e1! tg the diagnostic procedures and treatment by the dentist necessary for
proper dental care.
I consenl to lhe dentist's use and disclosure ol my records (or my child's recordsl lo
carry o.ul lreatment, to obtain payment, anrl for lhbse activities aid health care oper-
alions that are relaled to treatment or payment.
I consenl to the disclosure of my records (or my child's records) lo the lollowino oer-
sons who are involved in my care (or my child'i care) or paymdnt for that carel 

'

My consent to disclosure of records shall be etlective until I revoke it in writing.
I authodze paymenl directly to the dentist or dental group of insurance benefits other.
wise payable lo me. I understand that my dental care insurance carrier or oavor of
my.dental benefits may pay less than thri actual bill lor services, and that l'arir finan-
cially responsible lor paymenl in full of all accounts. By signing this statement, I
l9y9p,al prevous agrqqnJents to,the contrary and agree to be responsible for pay_
menr 0r seMces not patd, by my dental care payor.
I attest to the accuracy of the information on this page.

PATIENTS OR GUARDIAN'S SIGNATURE

Form No, Tl lOR REGISTRATION



Q 2N7 Wscansin Denral Acsocitlion
(800) 2131675

PATIENT NUMBER

Patient's Name

1. Purpose of initialvisit

2. Are you aware of a problem?

3. How long since your last dental visit?
4. Whal was done at that time?

5. Previous dentist's name
Address:

6. When was the last time your teeth were cleaned?
CIBCLE THE APPROPR]ATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER,
PLEASE WRITE "DON'T KNOW ON THE LINE AFTER THE QUESTION.
7. Have you made regular visits?

How often: _-
denta lx - rays taken?.  . . . . . .YES
you lost any teeth or have any teeth been removed? . . .YES

l0 .Havetheybeenrep laced? . . . . . . .YES N0
'11. How have they been replaced?

a. Fixed bfidge
b. Removable bridge
c. Denture
d. lmplant

12. Are you unhappy with the replacement? . . .YES N0
It yes, explain

lnRhl

COMMENTS

Ihte d fjftr

.  . .  .YES N0

toknowaboutpermanentreplacements? ... .  . . . . . . .YES
had any problems or complicalions with previous dental treatment? . . . .YES

Tel.

NO
NO

8. Were
9. Have

why?

NO
NO

Age
Age
Age
Age

13. Would you like
14. Have you ever

lf yes, explain:
l 5 .Doyouc lenchorgdndyour tee th? . . . . .  . . .YES NO
16. Does your jaw click or pop? . . . . . .YES NO
17. Have you experienced any pain or soreness in the muscles or your

face or around your ear? .YES N0
18. Do you have frequent headacies, neckaches or shoulder aches? . . . .YES N0
l9 .Doesfoodgetcaught inyour tee th?  . . . . . . .YES NO
20. Are any ol your teeth sensitive to: O Hot? O Cold? O Sweets? 0 Pressure?
21. Do your gums bleed or hurt? . . . . .YES NO

When?
22. Do you expedence dry mouth? . . .
23. How often do you brush yout teeth?

YES NO
When?

2 4 . D o y c u u s e d e n t a l f l o s s ? .  . . . . . . . Y E S N 0
How often?

25. Are any of your teeth loose, tipped, shifted or chipped? . . . . .YES
26. Are you unhappy with the app€arance of your teeth? . . . . . . .YES
27.How do you feel aboul your teeth in general?

NO
NO

28. Do you feel your breath is offensive at times?
29. Have you ever had gum treatment or surgery?

What?

NO
NO

When?
30. Have you had any orthodontic work?
31. Have you had any unpleasant dental experiences or is there anything about dentistry that you

strongly dislike?
32. Do you have any queslions or concerns? . .YES N0
I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENTS / GUARDIAN'S SIGNATURE
DENTISTS SIGNATURE

DATE
DATE

Fom No. Tl50DH
DENTAL HISTORY



TIME 8:38AM

Are you under a physician's @re noil? ( ) 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 ( ) t'to
Are you taking any medications, pills, or drugs? (.) Yes ( ) No

Do you take, or have you taken, Phen-Fen or Redux? Q Ves Q ruo
Have you ever taken Fosamax, Boniva, Actonel or anv/ . ..

other medications containing bisphosphonatesi i ) Yes ( ) No

Are you on a special diet? ( ) Yes () No
Do you use tobacco? Q Ves Q ruo

Do you use controlled substances? O Ves () ruo
Women: Are you
PregnanVTrying to gel pregnant? ( ) Yes ( ) No

Are you allergic to any of the following?

I I nspirin n Penicillin f-l cooeine

Today's Dentistry

!11i: it1{1 11 f :l*l "Q.{.t.:.

lf yes, please explaln:
lf yes, please explain:
It yes, please explain:
lf yes, please explain:

Taking oral contraceptivesZ ( ; ves () tlo Nursing? ( ) Yes ( ) ruo

I I LocalAnesthetics iAcryt ic  I  l t te tat  i  l t -a tex

DATE 5m2012

PATIENT NAME Birth Date

Afthough dental personnel primarily treat the area in and around your moulh, your mouth is a gad ol your enlire body Health problems that you may
have, or medication thal you may be taking, could have an important inlenelationship with the denlistry you witl receive. Thank you for answering the
following questions.

l,

I i sulfa orugs

| | Othet lf yes, please explain:

Do you have, or have you had, any of the following?
AIOS/H]V Posirive (-) vcs () tto
Alzhcirner's Osease () ves () tlo
Anephy'axis (-7 ves () No

Cortisonc lrrodich€ ! Yes Q No
Dabctcs Q ves f) t'to

Hemophilia () Yes (_) No
HepatitisA O vcs O Xo
H e p a t i t i s E o r c  . ,  Y e s  ( , ' N o
H e r p c s  ( ) v e s ( : t t o

HighBloodPressure ()  Ves ()  No
High Cholesterol Q Ves Q No
Hiras or Rash Q Ves Q Ho
Hlpogl),cemia () ves (_) t-to
Inegular Heartbeat () Ves ( _,t Xo
Kitn€y Problems O Yes (_) No
Leuhemia (J Yes ( ) Ho
Liver Osease Q vcs Q No

Lo'v Blood Pressure Q Ves Q No
Lung Dscase Q Vcs (; No
Mitral Valve Prolapse ( ) Ves () No
Osteoporosis O Yes C) No
PaininJawJoints O Yes () No
Parattryroid Dsease Q Yes Q trlo
PsphiatricCare ('l ves Q No

RadiationTreatnrcnts () yes i) No
Reccnt Weight Loss (') Ves (-t tto

Anemia
Angine
Anhritis/Gout

Cancrr
Chemotherapy
Chest Pains

( ) Y e s ( ) N o
(; ves (') No

Q ves (; No

Q ves Q tto
f; ves Q Ho
O v e s Q N o

Drlrg Addiction
Easily Winded
Emph)rs€ma

( )  ves ()  No
( ) y c s ( ) N o
( ) Y e s ( ) t t o

Artificial Heart Valve Q vcs Q tto
Artiflcial Joint Q ves () Ho
Asthma (-l ves Q No
Elood Disease Q vcs () tto
Elood Translusion Q Yes O No

Brcathing Problem Q Ves Q No
Bruise Easily Q ves Q Ho

Epilepsyor Seizures () Ves Q tto
Exccasive Bt€eding Q Ves Q tto
ExcessiveThkst (J ves O rc
Fainting Spells/Dizziness(, Yes () No
Frequent Cough () ves () Ho
Freqrrent Oan?rca Q Vcs Q No
Frequent l-leadaches Q Ves Q No
C;enital llerpes Q ves Q llo
Gla r roma  QvesQNo
HayFever () Ves f) Ho
HeartAttrecUFailwe () Yes Q No
l-leart Murmur () ves () ruo
HeartPacemaker Q Yes Q No
HeartTrouble/Disease O Ves () Ho

Renal Dial)6is
Rheumath Fever
Rhcumatism
Scarlet Fever
Sttngles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/lnteslinal Diseas€ Q Ves Q No
Stroke
Srvelling of Llmbs
Thyrdd Disease
Tonsillitis
Tuberculosis
Tumors or Growths
lrlcers
Venereal Dis€ase
Yellor Jaundice

( I Yes a') No
(-) Yes ( -r No
(, Yes (2 No
() ves Q tto
Q ves Q tto
(; ves Q tto

Cold Sores/Fcver Blistcrs ( ) Ves O wo
Cong8nital Heart DisorderQ Yes Q tto
Convulsions O ves O tto

Have you ever had any serious illness nol listed above? ( ) Yes ( ) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered I understand thal providtng incorrecl information can be
dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE



 
 

Today's Dentistry  

Financial/Insurance Policy 
 

 

As a courtesy to our patients, we complete all insurance forms relative to dental 

service rendered.  We do our very best to give an accurate estimation of how much 

dental insurance will cover for a given procedure.  However, insurance estimation is not a 

guarantee of payment.  Actual benefits will be determined when services are completed 

and submitted for payment.  Please keep in mind you are responsible for your total 

obligation should your insurance result in less coverage than anticipated. 

 

Patients with out-of-network insurance will be asked to pay in full for services 

rendered.  However, we will be happy to fill out the claim on your behalf indicating 

direct payment to the patient. 

 

Please remember that your policy is with your employer and your insurance 

company. Our office has no control over your benefits.  We will however make every 

effort to get the maximum coverage for your individual policy allows for service.   

 

Your signature indicates that you: 

 Have read and understand the above information 

 Out-of-network insurance patient will file claim provided for their reimbursement 

 Understand that payment is expected at time service is rendered, regardless of 

whether the responsible party is present at time of appointment. 

 

 

Patient Name:____________________________________  Date:___________________ 

 

Patient Name printed:________________________________________ 





O 2009 Wistonsin Dental Associ i i rror
(8{U 2'l'l 167'{

{nseil Nane of Pnedce}

NQTICH OF FRIVACY PNACTICX$
THIS NOTICT OESCRIBES }IOW HEATTH INTORil"ITi{II* ABOt.'I YOIJ MAY 8E USTil A['O NI$CTOSED AI'IO HOW VOU CAN GET ACCFSS TO

THIS INFOR}fiATIOH.

PLEASE REVIEW IT CARETULLY. THE PRIVACY OF YOUR HEAL]TI INTOftMATION IS IMPORIANT TO US.

OI."JR LEGAL DUTY

Federal and slate law tequires us to maintain the privacy of your heaith information. That law aiso requires us t0 gt\re you this nolice about 0ur privacv
practices, our legal duties, and your rights concerning your health information. We must lollow the nrivacy practices we rlescrjbe in this nolice while it is in
effect This notice takes effectApril 14,2003, and will remain in effecluntilwe replace ii.

Wc re serve lhe right to change our privacy practices and the terms of this nolice at any time, provideti sucli applicable law perntrts the changes We reserve
the rrqht to make the changes in our privacy practices and the new terms of our nolice effective for all hcalth infornalion tnat we marnlain, includng health
i ' l fo r rna t ionwectea tedor rece ivedbeforewemadet l iechangcs 'Bc io rewet t tkeas lon i { l c ;
arrLi ir iake tDe ']ew notice availairle rr00n te0ucsi

ir" irsri lg t irg ir l lr-r11rr31111p lisled at l ire end Cil thiS nolice

l J f  i  /  f \ f J  l . ] l ! i ( : : l -OS ;LJ f : lAS  CF  ! . i  L1_1 , . i -  i  i i  t l ,  |  t ' : r ' : . 1 ' , , : t :  1 l I ) t  j

\ . l t ; usc : . ncc i sc iosehea | l h tn lo rma i l on i i | l o l l | ( r l i ] i ' ' 1 l ( ; a f l l l { i

F,ryment: We may use and disclose your healti informalion to obtain 1_rayirent lor services y,,1y p,61;if6. to you \{e nlrr alsrr cliscir,se.,,cLir heatth
tn lotnta| tot '  io  another  f real th care provider  cr  cnt  i1 ,  thal  is  s . rb jec l  tc  the ieder i :  Pr ivacy [ i r i l i : .e  lor  l is  payrncni  ac l iv i l ics

llealth Care 0perations: We mav use and discttre your health informatron for our health care opcrations Health care operatiols irtclurl 'quali ly
a.' jsessmenl and improvemenl activtt ies, reviewinq ihe competencs or qualif ications ol ' ,ealtit care profes-cignals evaluating practit ioner and provitier
tterformance condltctinq tiaining programs, aOtreil l tati0n, certif ication. l icensing cir credentraling irctivit ies We may disclose your health information tc
a.nOther healtlr care provider or organization that is subject to the lederai privacy rules and that has a relationship with yr-ru to support some ol therr health
cate operations. We may disclose your information to help these organizations conducl quality assessment and improvement activit ies. review tne
competence or qualif icalions ol health care professionals, or detect 0r prevent health care fraud and abuse

0n Your Authodzation: You may give us written authorization t0 use your health information or to disclose it to anyone for any purpose. lf you give us an
authorization, you may revoke it in writ ing at any time. Your revocation wil l not affect any uses or disclosures permitted by your authgfizatign while it was
in effect. Unless you give us a wrilten authorization, we cannot use or disclose your health information for any reason exlept lhose described in this notice.

To Your Famlly and Fdends: We may disclose your health information lo a family member, friend or other person to the extent necessary to help with your
health care or with payment for your health care. Before we disclose your health information to these people, we wil l provide you wilh an opportunity to
objecl to 0ur use or disclosure. lf you are not present, or in the event of your incapacity or an emergency, we wil l disclose your medical information based
on our professional judgment of whether the disclosure would be in your best interest. We may use our professionai judgmenl and gur experience with
common practice to make reasonable inferences of your best interesl in allowing a person to pick up fi l led prescriptions, medical supplies, x-rays, or olher
similar forms of health information. We may use or disclose information about you t0 notify or assist in notifying a pers0n involved in your care, of your
location and general condition.

Appdntment Remindets: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages,
postcards, or letters.)

Disastet Relieft We may use or disclose your health information to a public or private entity authorized by law or by its chader to assist in disaster relief
efforts.

Public Beneft: We may use or disclose your medical information as authorized by law {or the following purposes deemed to be in the public interest or
benefit:

. as required by law;
' for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding

work-related illness or injury;
. to report adult abuse, neglect, or domestic violence;

Fom No. TIO2HN O Michael Be$ & liiedrich. LLC



. to health oversight agenctes;
, : l re sp0nse l0 c0u11 and adninislrative orde rs and olher lawful processcs;
'  ' r r  iay, 'en lorce menl  o l i  c ia ls  pursuani  l ( ,  sr rbpcerras and other  la i l , f  u l  processes.  cJ: lcer  r rg cr  r rc  v ;c t i r r rs ,  s i rsp icrous deaths.  cr inres cr i  our

picnises, reponing crirnes in emergencies, and for prrrposes o{ identifying or locating a suspect or other person;
o 10 c0r0ners,  medical  exaniners.  and funerai  d; iectors;
' l0 an 0rgan prOcuremenl 0rganrzatr0ns:

" 1o averl a se rioirs thteat to health or safeiv,
. irr c0nnection with certain research actrvit ies.

" t0 the military arrd to federal officials for lawlul rntell igence. counterintell igence and national security activitres,

" t0 cnrrectiona! institutions regardirig inmales, and

" 2"q aLllhorized by state w0rKer's c0mpensair0r laws.

PAT IENT R IGHTS

. , i : l i J i i 1 | a | i p h o | o c o p i e s W c w i l l u s e | n e f o t n r a t y O u r e q U e s t l t n | e s s w e c a n n c t p r a c l i c a b l y d o - c o Y o L l m u s i m a k e a r e q U e S t i n w r i t i n o t o o t a i r l

; : i :; (, i  ' t 'p itr:tf i ,: isrrd fee tf iai riray inclldc copyirrg co-cts. and postage. lf you request an alternative format, we wil l charge a cosl-based fee for

i  , lor" r l - i i r ,  ' i r , ,  a  i , - : :  l . " l t . : l  l rs  (JSi ' rar  l i re  in lorn ia i io l t  . -c l6, i j  n t  l i lE eno o l  lh ts  not icc 1or  r r0r f ,  in iorr ta l  r : r  arro! . r l  iLr rs

i . l l ; i [ , \ , c : . , c 1 ' . r L r t n o t b e l o r r A 1 l : ; | ] 4 ' 2 0 0 3 ) T | t a l ] s l v l i | i n o l t n c i u d e d i s c l o s u r e s f o t t r e a t m e n t , p a y m e n i , h e a l t h c a r c o p e r a t l o n s ' a s a u t h o r i z t l d h y y o u , a n
ior  r . :0 .1a:r  i ) tner  act tv i t res l f  you requesl  th is  accour l r r ! l  rnore than once in a 12 month per ,oC,  we may charge you a reasonable,  cost-based fee fo i
1s-cpondir rc  t0 thcse aCdi t io la l  requests Contaci  us usrrct  fno in format ion l is led at  the encj  o1 lh is  not ice lor  more in fornnat ion about  fees.

Fiestricl ion; You have the right to request that vre placc acdrtionai restrictions 0n oul use oi disclosure of your health rnformation. We are not required to
agree i r l  t i iese addi t ional  rest r ic l ions.  bul  i f  we do,  we wr l  abrce by 0ur  agreement  (except  rn an emergency)  Any agreement  we may make to a request
for  arJdi l ional  res l r ic l ions must  be in  y , l r i t , r 'g  srgneci  i ty  a pers0n author ized to make such an agreenient  on our  behal f  Your request  is  not  b inding unless
otr r  acrc( :urent  is  in  wr i t tnE

Alternative Gommunicatjon: You lrirve tfre rignt t0 requesl thal we communicate with yotr about your health information by allernative means or to
alternative locations. You must make your request in writ ing. You must specify in your request the alternative means 0r locatron, and provrde satisfactory
explanat lon how you wi l l  handle payment  under the a l ternat ive means 0r  locat ion y0u request

Amendment You have lhe right to request that we amend ycur health inlormatron. Your request must be in writ ing, and n must explain why we should
amend the information. We may deny your request under cerlain circumslances.

QUESTIONS AND COMPLAINTS

lf you wanl more inforntation about our privacy practices or have ouestions or concerns, please contact us using the information listed al the end of this
notice.
l l you believe that:

r w0 may have violated your privacy rights,
. we made a decrsion about access to your health information incorrectly,
. our response to a request you made lo amend or restrict the use or disclosure of your health information was incortecl, or
o w0 should communicate with you by alternative means or at alternative locations,

you may contact us using the information l isted below. You also may submit a written complaint to the U.S. Department of Health and Human Services.
We will provide you with the address to fi le your complaint with the U.S. Deparlment of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S.
Department of Health and Human Seruices.

Provider Contact Off ice:

Te lephone:

E-Ma i l :

Fax:

@ Michael Best & friedrich. LLC

Address:

Fom No. T302HN



2002 Wistonsin Dental Assotiation
(800) 243-1675

finsert Nane of Practice]
SECTION A: The Patient.

Name:

Address:

Telephone: E-mail:

Patient Number: Social Security Number:

SEGTION B: Acknowledgement of Receipt of Privacy Practices Notice.

t, , acknowledge that I have received a Notice of
Privacy Practices from the above-named practice.

Signature: Date:
lf a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative's Name:

Relationship to lndividual:

SECIIOI{ C: Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual's signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE.
I attest that the above information is correct.

Signature:

Print name: -
lnclude this acknowledgement ol receipt in the individual's records.

Date:

Title:

ACKNOWLEDGEMENT OF RECEIPT OF
ION\ }'\ PRIVACY PRACTICES NOTICE (  I  l \ l icharl  l i r ' t  i (  I i r icdnch. l .L(



Handle Me With Care

tr lgag easily.

tr I feel out of control when I am lying down in the dental chair.

tr I have not been to the dentist for a long time and lfeel uncomfortable about what will say

or think about my teeth and my dental hygiene.

E I know I have bad habits that are causing harm to my dental health. I am afraid I might

not be able to break them.

tr Pain relief is a top priority to me.

D I don't like shots, or I've had a bad reaction to shots.

E Please tell me what I need to know about my mouth so I can make an informed decision.

D My teeth are very sensitive.

E I don't like the sound of that tool that makes the picking and scraping noise.

D I don't like cotton in my mouth.

EI I hate the noise of the drill.

E I don't like the dentaloffice smells.

E Please respecl my time. I don't want to be lefi sitting in the reception area.

tr I want to know the cost up front. No money surprises, please.

E I have dfficulty listening and remembering what I hear while sitting in the dentat chair.

tr I have health problems and questions that we need to discuss.

fl I don't like being lefl alone in the treatment area.

fl I have problems with my back.

fl I don't like the chair tipped back too far.

D I do not like to see dental instruments.

fl I need to talk to you first, without sitting in the dental chair.

tr Other concems I would like to talk about (Please specify):




