Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Welcome

Patient #
. . SS#/SIN

Patient Informatlon (CONFIDENTIAL) Date
Name Birthdate Home Phone A

, State/ Zplpé
Address City Prov. >C.
Email Cell Phone

d i - LIMi Usi U ied [1Di LI wi

Check Appropriate Box: [IMinor [1Single [ IMarried [ Divorced Widowed L] Separatftc(ll e/ Ful Part
If Student, Name of School/College City Prov. (I Time [ Time
Patient or Parent/Guardian’s Employer Work Phone .

. A State/ leé
Business Address City Prov. PC.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?

Person to contact in case of emergency Phone
Responsible Party -
Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ________ Financial Institution
Employer Work Phone SS#SIN

Is this person currently a patient in our office?  [JYes ~ [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

L] Cash [ Personal Check Credit Card [JVISA [J MasterCard U I wish to discuss the office’s payment policy.
Insurance Information -
Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#_________~__ Work Phone .

. State/ Zip/
Address of Employer City Prov. EC:
Insurance Company Group# Policy/ID# i

) Staté/ ZI;p/
Ins. Co. Address City Prov. 2.C.
How much is your deductible? How much haveyouused? _______ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? (T Yes (@ No IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local# \SA{ozk Phone =
ates ip/

Address of Employer City Prov._ L o
Insurance Company Group# Policy/ID# .

] Staté/ ZPlp/
Ins. Co. Address City Prov. £
How much is your deductible? How much have you used? ________ Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ... g O 10. Are you wearing contact lenses? .................... . O g2
2. Have you ever been hospitalized for any . 11. Are youallergic tqorhaveyvu hadw;ymrnons tothe following? 0O 0O “;
surgical operation or serious illness within the last 5 years? .......... O O Local Anesthetics (e.g. Novocain) ............ restansaraneas O 0O
If yes, please explain Penicillin or any other Antibiotics ........................... =
SulfaDrugs ... O O i
3. Are you taking any medication(s) Barblt_urates ..................................................... % % o
including non-prescrption medicine?..............o.oooeoee. 0O 0O ?:ic:gves ........................................................ 5 0 ,
Uyes, what medication(s) are you taking? AT uiinl
4. Have you ever taken Fen-Phen/Redux? ............cccooovuvereeienrecenennne 0. O ﬁny Mgtcg;g g mldlel, merauy, £le) issesyorszr e g % -
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Oo:;ex (uI 0 ) ............................................... v
medications containing bisphosphonates? ............o.oovoovsvovns L L] er (prease Ist) »
6. Have you taken Viagra, Revatio, Cialis or Levitra 12, DO hak apesiient cmi e i CRUHIE ok
"in the last 24 hours?.... ’ O 0O Bassocmledw i ga?aknomiﬂness(lasnngmoreman3weds)? ..... (I
) s S S Wi Onl: i
7. Do you use t0haCc0? ..o - a) Are you p':egnant or think you may be pregnant?........ g g f“ﬁ
8. Do you use controlled substances? [ B) Are you nursing? 0O 0O B8
e e L *¢) Are you taking oral contraceptives? ... O 0O
Yes No Yes No Yes No
High Blood Pressure............... ) [ Heart Disease........... ... Bl L e Bine .. s g o
Heart Aftack:......c.cmmsississsossss L) cardiac Pacemaker . L] ) Easily Winded. O O
Rheumatic Fever ..o, L1 0 Heart Murmur......... oL Stroke N I R
Swollen Ankles.........ooooveeve ) LJ ANGING iciiiciinissmmsismssisis [ L[] Hay Fever / Allergies..........oc..... o d
Fainting / Seizures........ccocococvvieenn. O O Frequently Tired ........ccocooeirveennce. CJ g Tuberculosis..........oooooeecerreme.
AStRMA . ) L Anemiao.... E; L Radiation Therapy.. - O g
Low Blood Pressure...........coocoovuue.. O O Emphysema o L Glaucoma O O
Epilepsy / Convulsions.................. L L} e cesenemenen L] [ Recent Weight Loss......... O
LeuREMid ... ) L Arthritis. oo (J U Liver Disease........ 0O 0O &=
Diabetes.................. O O Joint Replacement or Implant........ L) U Heart Trouble............. B I R
Kidney Diseases - g g Hepatitis / Jaundice............cco.u.... O 0 Respiratory Problems ...................... g o
AIDS or HIV Infection................ ] [ Sexually Transmitted Disease ....... L) [0 Mitral Valve Prolapse.................. g o
Thyroid Problem .............ccccoouuune.. (J [ Stomach Troubles / Ulcers......... L] Other O O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?..............c..cco..... O O 8. Do you have frequent headaches?...............ccouuvcuvvrnnnnn. a O
2. Are your teeth sensitive to hot or cold liquids/foods? ...... W g 9. Do you clench or grind your teeth?................c..cccccooveveenne. 0 O
3. Are your teeth sensitive to sweet or sour liquids/foods?......... ) [J  10.Do you bite your lips or cheeks frequently? .................. O 0O
4. Do you feel pain to any of your teeth? ...............ccceeovuecvienscnennne. O O 11.Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... [ [ i1 LRE PASL? ..o e O d
6. Have you had any head, neck or jaw injuries?..........ccocceueee. L) O 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions?.............ocoecooceeereoioeeeoicerecceeeane O O
problems in your jaw? 13. Have you had any orthodontic treatment? ........ O D
CHERING. ... L] 14.Do you wear dentures or partials?...................cccccccceeeeeee. 0 o
Pain (joint, ear, side of face)...............co.... O If yes, date of placement
Difficulty in opening or closing L] 15 Have you ever received oral hygiene instructions
Difficulty in chewing cuusussisossimsssisssisiinsig O regarding the care of your teeth and gums? .................... a O
16. Do:you like:your smile? s a d

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.

1 understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the

diagnosis and the records of any treatment or examination rendered to me or my child during the‘fenod of such Dental care to third party payors
€

amﬁor health practitioners. I authorize and request my insurance company to pay directly to the

entist or dental group insurance benefits

otherwise payable to me. 1 understand that my dental insurance carrier may pay less than the actual bill for services. 1 agree to be responsible

for payment of all services rendered on my behalf or my dependents.

X

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

PATTERSON OFFICE SUPPLIES 1.800 637 1140 051-1055/16797



Dan C. Selz, D.D.S.
Debbie J. Selz, D.D.S
811 Halsell St.
Bridgeport, TX. 76426

Consent and Acknowledgement of Privacy Notice

I understand that as part of the provisions of healthcare services Selz and Selz Dental Office creates
and maintains records and other information describing my health history, symptoms, examination and
test results, diagnoses, and any plans for future care or treatment.

[ have been provided with a Notice of Privacy Practices that provides a more complete description of
the uses and disclosures of certain health information. I understand that I have the right to review the
notice prior to signing this consent. I understand that the organization reserves the right to change
their Notice and practices and prior to implementation will mail a copy of any revised notice to the
address I have provided. I understand that I have the right to request restrictions as to how my health
information may be used or disclosed to carry out treatment, payment, or healthcare operations
(quality assessment and services, and auditing functions, etc.) and that the organization is not required
to agree to the restrictions requested.

By signing this form, I consent to the use and disclosure of protected health information about me for
the purposes of treatment, payment and health care operations. I have the right to revoke this consent,
in writing, except where disclosures have already been made in reliance on my prior consent.

This consent is given freely with the understanding that:

1. Any and all records, whether written or oral or in electronic format, are confidential and
cannot be disclosed for reasons outside of treatment, payment or health care operations
without my prior written authorization, except as otherwise provided by law.

A photocopy or fax of this consent is as valid as this original.

I have the right to request that the use of my Protected Health Information, which is used or
disclosed for the purpose of treatment, payment or health care operation, be restricted. I also
understand that the Dental Office and I must agree to any restriction in writing that I request
on the use and disclosure of my Protected Health Information; and agree to terminate any
restrictions in writing on the use and disclosures of my Protected Health Information which
have been previously agreed upon.

w

print name date

Signature social security # Identification purpose only
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