First Name:

Patient Is:[_|Policy Holder [ |Responsible Party

——— Responsible Party ( if someone other than the patient )

Robert C. Sikes D.D.S

Patient Registration

Last Name: Middle Initial:

Preferred Name:

First Name:

Address:

Last Name:

Address 2:

Middle Initial:

City, State, Zip:

Home Phone: Work Phone:

Cellular;

Birth Date: Soc Sec:

Drivers Lic:

D Responsible Party is also a Policy Holder for Patient

{ | Primary Insurance Policy Holder

i:_j Secondary Insurance Policy Holder

Patient Information

Pref. Pharmacy:

Pref. Hyg:

Address: Address 2:

City: State / Zip:
Home Phone: Work Phone: Cellular:
Sex:{_|Male [ TFemale Marital Status:{ |Married [ ISingle [IDivorced [ |Separated | |Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [ 11 would like to receive correspondences via e-mail.
Section 2 Section 3
E"‘Pmsyt:‘:l‘;ff:l Full Time [ ]Part Time [_JRetired Emergency Contact
Student Status:[_| Full Time [ ]Part Time

Primary Insurance Information

Name of Insured:

Relationship to Insured: |__|Self

[ ISpouse [ |child [ JOther

Insured Soc. Sec:

Insured Birth Date:

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:

Secondary Insurance Information

Name of Insured:

Relationship to Insured: [j Self [CTOther

Insured Soc. Sec:

Insured Birth Date;

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:

City, State, Zip:

City. State, Zip:




Robert Sikes, D.D.S.

MEDICAL HISTORY

PATIENT NAME

Birth Date

5 following questions,

Although dental personnel primarlly treat the area in and around your mouth, your mouth Is a part of your entire body. Health problems that you may
i have, or medlcation that you may be taking, could have an Important Interrelationship with the dentistry you will receive, Thank you for answering the

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

{ave you ever been hospitalized or had a major operation? () Yes (O No If yes, please explain:
Have you ever had a serlous head or neck Injury? O Yes O No If yes, please explain:

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

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No

Have you ever taken Fosamax, Bonlva, Actonel or any
other medications containing blsphosphonates?o Yes O No

Are you on a speclal diet? O Yes O No
Do you use tobacco? O Yes O No
Do you use controlled substances? O Yes O No
Women Are ycu ---------------------- e —— - s e wtees S wee

Pragnanthrylng to get pregnant? O Yes O No Taklng oral contracepttvas? O Yes O No

§ -'Are you alllrglc to any of the following?-- - v =
[] Aspiin ] Peniciilin [:I Codeine I:l Local Anesthetics
[C] other If yes, please explain:

e o e S Y

T T rmem—Y

[j Acrylle  [] Metal

Nursing? O Yes O No

(] vatex (] Sulfa drugs

Do you have or have you had any of the followlng? i ST G A o
AIDS/HIV Positive O Yes O No | Cortisone Medicine O Yes O No | Hemophilla O Yes O No
Alzheimer's Disease (O Yes O No | Diabetes O Yes O No | Hepatitis A O Yes O No
Anaphylaxis O Yes O No | DrugAddiction O Yes O No | Hepatitis BorG O Yes O No
Anemla O Yes O No | Easlly Winded O Yes O No | Herpes QO Yes O No
Angina O Yes O No | Emphysema (O Yes O No | High Blood Pressure O Yes O No
Arthritis/Gout O Yes O No | Epliepsy or Seizures () Yes O No | High Cholesterel (O Yes O No
Artificlal Heart Valve O Yes (O No | Excessive Bleeding O Yes O No | Hives or Rash QO Yes O No
Ariificlal Jolnt O Yes O No | Excessive Thirst O Yes O No | Hypoglycemla O Yes O No
Asthma O Yes O No | Falnting Spelis/iDizziness O Yes O No | Irregular Heartbeat () Yes (O No
Blood Disease (O Yes O No | Frequent Cough O Yes O No | Kidney Problems O Yes O No
Blood Transfusion (O Yes O No | Frequent Diarrhea O Yes O No | Leukemila QO Yes O No
Breathing Problem O Yes O No | FrequentHeadaches (O Yes (O No | Liver Disease QO Yes O No
Bruise Easlly (O Yes O No | Genital Herpes O Yes O No | Low Blood Pressure () Yes O No
Cancer O Yes O No | Glaucoma O Yes O No | Lung Disease O Yes O No
Chemotherapy O Yes O No | Hay Fever O Yes O No | Mitral Valve Prolapse O Yes ) No
Chest Pains O Yes O No | HeartAttack/Fallre (O Yes (O No | Osteoporosis O Yes O No
Cold Sores/Fever Blisters O Yes (O No | Heart Murmur O Yes O No | PaininJewJoints O Yes O No
Congenital Heart Disorder() Yes (O No | Heart Pacemaker O Yes O No | Parathyrold Disease () Yes () No
Convulslons O Yes O No | Heart Trouble/Disease () Yes (O No | PsychiatdcCare (O Yes O No

Have you ever had any serlous lliness not listed above? O Yes O No

Comments

Radlation Treatments O Yes O No |
Recent Welght Loss 8 Yes 8 No |
Renal Dialysls Yes No
Rheumatlo Fever Q Yes O No .
Rheumatism O Yes O No
Scarlet Fever O Yes O No |
Shingles O Yes ONo':
Sickle Cell Disease OYes ONo:
Sinus Trouble O Yes O No
Splna Bifida O Yes Q No !
Stomach/Intestinal Disease O Yes O No i
Stroke O Yes O No
Swelling of Limbs Yes No *
Thyrold Disease Yes No |
Tonslllitis Yes () No ¢
Tuberculosls Yes No |
Tumors or Growths Yes No i
Ulcers Yes No !
Venereal Disease Yes § No :
Yellow Jaundice Yes No

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 responsibllity to inform the dental office of any changes in medical status.

-

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Robert C. Sikes D.D.S
Restorative Dentistry

Financial Policy Acknowledgement

The following information is to inform you of our financial policy. If, at any time, you have questions
regarding this policy, please do not hesitate to ask any member of our business team.

We are committee to providing you with the highest quality of care, our fees are a reflection of the quality
of care we provide. We continue our commitment by offering a variety of financial options to enable you
to receive the dental care you need. We accept cash, check, VISA, MasterCard, Discover and American
Express. We have also partnered with a third-party company to offer the flexibility of deferred interest
and extended payment options. Check policy: If your check is returned for any reason, we will
electronically debit your account for the amount of the check plus a processing fee of $25.

We will communicate all recommended treatment options and associated fees, prior to the start of
treatment. Payment is expected at the time of treatment. A delinquent account impedes our ability to
provide you with the quality dental care that you deserve. It is our policy that the parent or guardian who
accompanies a child to our office for treatment is responsible for payment of all services rendered.

We are committed to respecting you time and ask that you make every effort to keep the appointment time
reserved exclusively for you. We understand there may be times when you are unable to keep you

scheduled appointment. Should you find it necessary to reschedtle an appointment, please provide us
with a 24 hours’ notice to avoid any confusion.

As a courtesy to our patient with dental insurance benefits, we will submit your claim and provide any
necessary information to assist you in receiving your dental benefits. We require that any applicable
deductibles and estimated patient portion be paid at the time treatment is rendered. We do accept
assignment of insurance benefits as a form a of payment to help reduce your immediate out -of-pocket

expense. We are a non-contracted provider with all dental insurance, we do not accept Medicare or
Medicaid.

Please contact your insurance carrier prior to your visit to obtain essential information which will
accurately reflect your coverage. Providing us with this information will expedite the processing of

claims. If you have a direct reimbursement policy, payment is full is expected on the day of service and
your dental plan will reimburse you.

Important Facts About your Dental Insurance

* Dental insurance is a contract between the patient and the insurance company. It is benefits to
assist you with the cost of dental care. At not time should insurance benefits compromise you
doctor’s diagnosis or affect your choice to treatment,

e Itis your responsibility to understand the type of dental insurance you have (i.e., Traditional,
PPO, or DMO) and the benefits selected by you and/or your employer.

-* You (not the insurance company) are responsible for the fees of services rendered.

Patient /Parent /Guardian Signature: Date:




ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

Robert Sikes, D.D.S,
515 N, VAN BUREN
MT. PLEASANT, TEXAS 73455
903-572-9720

My signature confirms that [ have been informed of my rights to privacy regarding my protected health

information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I
understand that this information can and will be used to:

Q Provide and coordinate my treatment among a number of health care providers who may be

involved in that treatment directly and indirectly

@ Obtain payment from third-party payers for my health care services

Q@ Conduct normal health care operations such as quality assessment and improvement activities

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. Thave been given the right to
review and receive a copy of such Notice of Privacy Practices. 1understand that my dental provider has
the right to change the Notice of Privacy Practices and that I may contact this office at the address above
to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations and I understand that you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name; Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

------------------------------------------------------------------------

For Office Use Only:

We were unable to obtain the patient's written acknowledgement of our Notice of Privacy Practices due to the following reason:

O The patient refused to sign
0 Communication barriers

0O Emergency situation
) Other



II.

III.

V.

VI.

VIL.

PATIENT CONSENT FORM

RELEASE INFORMATION - I, the below named patient, do hereby authorize the dentist examining
and/or treating me to release any third payor (such as an insurance company or governmental
agency, Example: Blue Shield of Florida) any medical, dental information and records concerning
diagnosis and treatment when requested by such third party for its use in connection with
determining a claim for payment for such treatment and/or diagnosis.

DENTAL INSURANCE ASSIGNMENT - I, the below named subscriber, hereby authorize payment
directly to my dentist examining or treating me of any group and/or individual dental/medical
benefits herein specified and otherwise payable to me for their services as described.

1 permit a copy of these authorizations and assignments to be used in place of the original,
which is on file at the dentists office.

COPIES OF MEDICAL RECORDS - I, the below named patient, am entitled to one copy of the
dental record for a reasonable charge.

I agree that should the amount of the insurance benefits be insufficient to cover the expenses, 1
will be responsible for payment of the difference. I will be responsible for the entire amount due
for professional services rendered if the expense is not covered by my policy.

I understand that payment for professional services is due when said services are rendered,
unless other arrangements are made in advance. I agree to pay all amounts not payable by
insurance immediately when billed.

HIPAA — HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT

The Department of Health and Human Services has established a “Privacy Rule” to help
insure that personal health care information is protected for privacy. The privacy rule was also
created in order to provide standard for certain health care providers to obtain their patients’
consent for uses and disclosures of health information about the patient to carry out treatment,
payment or health care operations.

As our patient we want you to know that we respect the privacy of your personal
medical records and will do all we can to secure and protect that privacy. We strive to always
take reasonable precautions to protect your privacy. When it is appropriate and necessary, we
provide the minimum necessary information to only those we feel are in need of your health care
information and information about treatment, payment or health care operations, in order to
provide health care that is in your best interest.

We also want you to know that we support your full access to your personal medical
records. We may have indirect treatment relationships with you (such as Laboratories that only
interact with dentists and not patients), and may have to disclose personal health information for
purposes of treatment, payment or health care options. These entities are most often not
required to obtain patient consent.

You may refuse to consent to use or disclosure of your personal health information, but
this must be in writing. Under this law, we have the right to refuse to treat you should you
choose to refuse to disclose your personal health information (PHI). If you choose to give
consent in this document, at some future time you may request to refuse all or part of your PHI.
You may not revoke actions that have already been taken which relied on this or a previously
signed consent. -

If you have any objections to this form, please ask to speak with our HIPAA compliance
officer.

You have the right to review our privacy notice, to request restrictions and revoke
consent in writing after you have reviewed our privacy notice.

WOULD YQU LIKE A COPY OF THIS FORM? Yes No

SIGNATURE DATE









