Thank you for selecting our dental healthcare o
We will strive to provide you with the best possible dental

‘ . |
. To help us meet all your dental healthcare needs, please fill out this fform
“need assistance, please ask us -

completely in ink. If you have any questions or

we will be happy to .help.

Pam!
care

! Patient #

s ‘ s Soc. Sec. #
Patient Information coneenTAL Dace
Name Birthdate Home Phone
Address City Staze Zip
Checl Appropriate Box: L1Minor [ single [IMarried [ Divorced [Widowed [ Separaces
If Student, Name of School / College ! Ciy Stare ] I;li;ge 1 ?’%ﬁe
Patient's or Parent's Employer Work Phone
Business Address Ciy Staze Zip
Spouse or Parent's Name Employer Work Phone
Whom May We Thant: for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party _ .
Name of Person R}:spornsible for this Account L?;%z;;aen;[h ?
Address Home Phone
Driver's License # Birthdate
Employer Work Phone SS# .

Is this Person Currently a Patient in our Office? [ Yes ] No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full az each appointmeft.
[ I wish to discuss the office’s payment pg

D Cash [ Personal Check

Insurance Information

Credit Card [JvisA [ MasterCard

j=h

Relationship

Name of Insured to Patient

Birthdate Social Security # Date Employed |

Name of Employer Union or Local # Work Phone

Address of Employer. City _ Stare Zip

Insurance Company Group # Policy/ID #

Ins. Co. Address City State : Zip

How Much is your Deductible? How Much Have You Used? Merc. Anrual Benefit I

DO YOU HAVE ANY ADDITIONAL INSURANCE? []Yes [ No IF YES, COMPLETE THE FOLLOWING: -,

Relationshiy

Name of Insured to Parient

Birthdate Social Security # Date Employed —_—

Name of Employer Union or Local % Work Phone

Addvess of Bmployer City Stexte Zip

Insurance Company Group £ Policy/ID #

Ins. Co. Address City Srate Zip

How Much is your Deductible? How Much Have You Used? Meee. Annual Benefit I

Over Please




~ vierus L LYLUULLULL 4 LL)(;UI_)/

Physician . O_ﬁicePhoneY = L~ .. of Last Exam
es No
1. Are you under medical treatment nowi............. O 94 i P Yes N
................. . Are you allergic to or havi had any reactions
2. Have you ever been hospitalized for any wwfomgég_ R
surgical operation or serious illness within the last 5 years?..... O 0O Local Anesthetics (eg. Novocaine,....................... O
Ifys’plmsegxplaxn Pa'nallmararyoﬂlerAntibwurs ................................. ’ D
_ . - SUYADIUES ... O
3. Are you taking any medication(s) BarbiturQres ... ]
hcbddingnan-prsaipﬁonmadicbze?...4 ...................................... D D Sedatives ................... D
A yes, what medication(s) are you taking? _______ IOGNE .o ]
i Ar;yAmm P ]
, Metdls (e.g. nickel, mercury etc.).............
4. Have you ver then Phen-FenRex? e A — =
5. D0 YOU USE LOBACCO?....ccvvvsvvsmersssssrsmssessess oo O O Other (please list) O
6. Do you use controlled substances? O 10. Women Only:
7. Are you wearing contact lenses?. O O a) Are you pregnant or think you may be pregnant?.... |1 []
) Areyourursing? g
8.D0youhaveWhaveyquhadag:qft}:efoﬂawﬁIg? <) Areyou taking oral contraceptivesi.d............. O O
Yes No " Yes No Ng
High Blood Pressure ................... O O O O
Heart AHGCk.......ooo. 0o O |
Rheumatic Fever .......................... O O | O
Swollen ANKIES ..o OO O |
Fainting/ Seiutes .................. O O I O
Asthma O O O O
Low Blood Pressure............... O O c O
Epilepsy / Convulsions .................. O o O 0
Digbetes O O m |
Kidney Diseases ..................oooou... O O I O
AIDS or HIV Infection.................. O O | [
" Thyroid Problem ............o...... O O [ O
Patient Dental History |
Name of Previous Dentist and Location Date of Last Exam__
Yes No ' s No
1. Do your gums bleed while brushing or flossing?...................... L0 O 8 Doyouhavefrequent headaches? ............. O
2. Are your teeth sensitive to hot or cold liquids/foods? ................. O O 9. Do you clench or grind your teeth? ........................ Cl
3. Are your teeth sensitive to sweet or sour liquids/foods? ............. [0 [ 10. Doyoubite your lips or cheeks frequently? ............ |
4. Do you feel pain to any of your teeth?....................coc.comveerecreene.. O O 11. Have you ever had any difficult extractions
5. Do you have any sores or umps in ar near your mouth? ......... O O I EHE PASE? <o 0 O
6. Have you had any head, neck or jaw mfuries? .......................... O 0O 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? .................. : . g O
problems in your jaw? 13. Have you had any orthodontic treatment?................ J O
“Ticki . ‘ O O 14. Do you wear dentures or partials?....................cccco..... g O
Pain. (joint, €ar, SIde Of fACE) cevvvevsrser B EII Ifyes, date of placement -
Difficulty in opening or closing _ . A 15. Have you ever received oral hygiene instructions
.Difficulty in chewing ............ : s O O regarding the care of your teeth and gumsa............... o O
: ’ 16. D0 you like YOur SIle?......oevoeeeoeoeeeeoeeseerre I O
Authorization and Release |
i understand t ove information know The above questions have been accuratel ered.
gmmMMmmegmMgﬁﬁoﬁ%rm@%hdm?;wrdww;bwfémm:zﬂw ,
%nmsmmewrdsqfw%mmaﬁmmdaadwmwmdﬁ;dméggz‘e ofmhmm%WM'
healt} actitioners. I authorize request : comparny to directly ar denal
odlaq';:isepayglctomImmmwhmmmgmMWMme%m}?mwkmzk
Jor payment of all services rendered on my If or my
X -
Signature of patient (or parent if minor)
.Doctor‘sCommentsv
Signature Date
Ttem 16306 © 1997 Cotwell Systems 1-80(-637-1140 |

i1 §i—



10.

FINANCIAL POLICY

We are providing a professional service at a reasonable fee. Payment is expected

Cash * Check Visa/MasterCard
A selection of independent financial services

New patients and emergency patients arc required to pay for their first visit at the
time of service.

The contractual liability for insurance companies in New Mexico is tc the patient,
with the patient being responsible to the Doctor. We will file your insurance as a
Insurance co-payments are made as follows:

20% co-pay = 30% payment at time of service,

30% co-pay = 40% payment at time of service.

~
0% co-pay = 60% payment at time of service.
m is due to ins nce company fif

Urance pany fimitations,

1IN S8

MONTHLY PAYMENT PROGRAM: We have contracted with .

an independent financial company to provide a monthly payment program to our
patients. This service allows you to make smail monthiy payments on larger
treatment plans. 1oL (e Gy ke

DISCOUNTS: Our policy is not to discount for any reason. Thie aliows our
practice to keep our fees for everyone as low as possible.

We will file your insurance claim at no charge, as a service to you. All Insurance
balances will become the patient's responsibility if insurance falls short, and or
does not pay within 60 days.

Arrangements must be made on all past due balances prior to seeing a provider.

We do not invoice patients, all balances must be paid at the time
of service this allows us to keep our fees as low as possible,

AH over due collection costs will be paid for by the patient.

| understand, and agree to follow all the above information.

Signed Date




JAK Ollason, LS.

PATIENT CONSENT FORM

I understand that I have .certain rights to privacy regarding my protected health information.
These rights are given to me under the Health Insurance Portability and Accountability Act of
1996 (HIPAA). I understand that by signing this consent I authorize you to use and disclose 1 my
protected health information to carry out:

Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment);

”

Obtaining payment from third party payers (e.g. my insurance company):
The day-to-day healthcare operations of your practice.

7

I have also been informed of, and given the right to review and secure a copy of vour Netice of
Privacy Practices, which contains a more complete description of the uses and disclosures of
my protected health information, and my rights under HIPAA. I understand that you reserve the
right to change the terms of thismotice from time to time and that I may contact you at any time
to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information
1s used and disclosed to carry out treatment, payment, and health care operations. but that vou
are not required to agree o these requested restrictions. However, if you do agree, you are then
bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this day of -, 20

Print Patient Name:

Relationship to Patient:

Signature: Date:
Signature: Date:
Signature: Date:
Signature: Date:

. Jack Ollason Family Dentistry

3901 GEORGIA ST NE
BLDG D
ALBUQUERQUE, NM 87110

505.883.3229
FACEBOOK / JACKOLLASONFAMILYDENTISTRY.COM




