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Marital Status: () Married
__ Soc. Sec

Ext:

Cellutar;

O single

(") Divorced
Drivers Lic:

{1 1 would like to receive comespondences via e-mail.
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Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. I—lﬁﬂhpmhmmmmay
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes (_) No  If yes, please explain:
Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes { ) No If yes, please explain:

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? (1 Yes () No

Do you use controlled substances? () Yes () No

—Women: Are you e e
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives?{_) Yes{ } No Nursing? () Yesi_j No
—Are you allergic to any of the following? — — L
[ g 1] Pt [ oo [ ey [0 it ] [ ] Lomcd s
e If yes, please explain:
r—Do you have, or have you had, any of the following? — .
AIDSMHIV Positive () Yes(() No | Cortisone Medicine ) Yes(_) No | Hemophila {7} Yes(_) No | Renal Dialysls () Yes( ) No
Alzheimer's Disease () Yes() Mo | Diabetes ) Yesi_) Mo | Hepatitis A () Yes( ) No | Rheumabic Fever ) Yes(_) No
Anaphylaxis () Yes() Mo | Drug Addiction () Yes() Mo | HepalisBorC () Yes(_) No | Rheumatism i) Yes () No
Anemia (") Yes(() No | Easily Winded () Yes(_) No | Herpes () Yes( ) Mo | Scarlet Fever (") Yes () No
Angina () Yes(_) Mo | Emphysema () Yes{_) No | High Biood Pressure () Yes () No | Shingles ) Yes{_) No
Arthitis/Gout () ¥es() No | EpilepsyorSetzures () Yes() No | Hives orRash () Yes(_)} Mo | Sickle Cell Disease (1 Yes( ) No
Arfificial Heart Valve () Yes(_} Mo | Excesshe Biseding () Yes( ) Mo | Hypoghyoemia () Yes( ) No | Sinus Trouble () Yes(_) No
Arificial Joint () Yes() No | Excessive Thirst () Yes(_) Mo | Imegular Heartbeat () Yes( ) No | Spina Bifida 1 Yes( | No
Asthma () Yes() No | Fainting Spells/Dizziness(_) Yes(_) No | KidneyProblems () Yes(_) No | Stomachfintestinal Disease () Yes( | No
Biood Disease () Yes(} No | Fraguent Cough () Yes{_) No | Leukemia () Yes{_) No | Stoke ) Yes () No
Blood Transfusion ) Yes() No | Frequent Diahea () Yes () No | Liver Disease () Yes(_) No | Swelling of Limbs (1 Yes( } No
Breathing Problem () Yes() No | FrequentHeadaches () Yes(_) Mo | Low Blood Pressure () Yes( ) No | Thyroid Disease ) Yes(} No
Bruise Easily (1 Yes() No | Genital Herpes i) Yes!_) Mo | LungDisease ) Yes(_) Mo | Tonsillitis ) Yes (") No
Cancer () Yes(_) No | Glaucoma () Yes() Mo | Mitral Valve Prolapse() Yes () No | Tuberculosis () Yesi{ ) No
Chematherapy () Yes(() No | Hay Fever () Yes( ) Mo | PaininJawJoints () Yes( ) No | Tumars or Growths ) Yes () No
Chiest Pains () Yes(_) No | HeartAbackFalure () Yes( ) No | Parathyroid Disease () Yes(() No | Uicers i) Yes(_} No
Cold Sores/Fever Blisters () Yes(_} No | Hearn Murmur () Yes() Mo | PsychialicCare () Yes() No | Venereal Disease () Yes () No
Congenital Heart Disorder( ) Yes( } No | Heart Pace Maker () Yes{) Mo | Radiation Treatments( ) Yes( ) No | Yellow Jaundice () Yes() No
Convulsions (C) Yes(") Mo | Heart Trouble/Disease () Yes( ) Mo | RecentWeightLoss () Yes{ ) No |
Have you ever had any serious iliness not listed above? () Yes () No If yes, please explain: l
rEL A s e s e e AR

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




HILLS FAMILY DENTAL

Acknowledgment of Receipt of Privacy Practices and Consent for Treatment

I have been offered a copy of this office’s Notice of Privacy Practices. [ give my consent for Dr.
Hills and her staff to do a complete and thorough examination on the patient previously named,
including any photographs, study models, needed radiographs or other diagnostic aids. To the
best of my knowledge, the information I have given is correct and I understand that it will be
held in the strictest of confidence . Furthermore, I understand that it is my responsibility to
notify Dr. Hills of any future changes to the patients medical status. I do hereby grant Dr. Hills
and his staff permission to perform any needed treatment.

Please Print Patient Name(s)

Signature (please note relationship to patient if not same)

Date




1LLS

FAMILY DENTAL

Healthy Smiles are Happy Smiles

Financial Policy :

Payments :

Payment is due at the time of service .

We accept cash or personal checks , Visa , MasterCard , and Discover

We offer Care Credit financing

Care Credit and Credit card payments can be made by phone.

5% Courtesy Savings for a full Cash/Check payment on the day of service (3800 or more)
3 % Courtesy Savings for a full Credit Card payment on the day of service ($800 or more )
Photo Identification required

Emergency Dental Services :

s Any and all emergency dental services must be PAID IN FULL BY CASH OR CREDIT CARD the
time services are preformed.
» Photo Identification required

Insurance :

« Patients who carry dental insurance understand that all dental services provided are charged
directly to the patient and that he or she is personally responsible for payment.

» Claim amounts not covered by insurance are the responsibility of the patient / legal guardian.

« Co-pay percentage estimates are due at the time of service.

+ In order to file insurance claims we reqguire complete employer and insurance information.
Inability to file claims due to incomplete information will result in the treatment payment in full
at the time of service.

« Insurance claims not settled by your insurance company within 45 days of submission will need
to be handled promptly. It is the patients’ responsibility to follow up with their insurance carrier
to determine the reason for the delay.

« Insurance companies that send payments directly to the patient will be required to pay for the
entire treatment at the time of service. Hills Family Dental will file the claim for the patient.

Service Charges :

» A finance charge of 1 1/2 % per month (18 % per annum} on the unpaid balance will be charged
on all accounts exceeding 60 days regardless of insurance status

* You are responsible for all fees associated with the collection of debt for professional services
provided to this patient by Hills Family Dental Including but not limited to collection costs,
finance charges, court and attorney fees.

Minor Patients :
» The adult accompanying a minor on the day of service and the parent(s)/legal guardian(s) are
responsible for full payments.

2000 Kentucky Avenue, Suite C « Platte City, MO 64079
p. (816) 858-2032 « www.hillsfamilydental.com



