
Patient Information
Date:

L88t
tr Male tr Female

First Ml
tl Manied tr Single tr Child

Birth Date:
tr Other

Social Security #:

Phone (Home)

Addrcss:

(Mobile)

E-mail:
Street Apartment #

Slate Code

Health lnformation
Date of Last Dental Visit:

tr Anemia
tr Arthritis
tr Artif,cial Joints
El Asthma
O Blood Dlsease
tr Cancer
tr Diabetes
trl Oi:ziness
tr Epilepsy

Excessive Bleeding
Fainting
Glaucoma
Growths
Hay Fever
Head lnjuries
Heart Disease
Heart Murmur
Hepattis
High Blood Pressure
Jaundice
Kdney Disease

Liver Disease
Mental Disorders
Nervous Disorders
Pacemaker
Pregnancy
Due date:_
Radiation Treatrnent
Respiratory Problems
Rheumatic Fever
Rheumatism
Sinus Problems
Stomach Problems

tr Stroke
tr Tuberculosis
EI Tumors
tr Ulcers
tr Venereal Disease
tr Codeine Allergy
O Penicillln Allergy
OTHER:
n

tr

Reason for this visit

Have you evcr had any of the following? Please check those that apply:

tr AIDS
tr Allergies

tr
tr
tr
tr
tr
tr
E
tr
tr
o
tr
tr

tr
tr
tr
tr
tr

tr
tr
tr
B
B
tr

. Have you ever had any complications following dental treatment? tr Yes tr No
lf yes, please explain:

. Have you been admitted to a hospital or needed emergencl care during the past hilo years? tr Yes tr No
lf yes, please explain:

o Are you now under the care of a physician? tr Yes tr No
lf ves- olease exDlain:

. Name of Physician Phone:_

. Oo you have any health problems that need further clarification? tr Yes tr No
lf yes, please explain

To the best of my knowledge, all of the preceding answers and information provided are true and corre6t. lf I ever have
any change in my heatth, I will inform the doctors at the next appointment without fuil.

Date

Referral lnformation
Whom may we thank for refuning you to our practice? EAnother patient, friend trAnother p€tient, relative

tr Dental Office tr Yellow Pages tr Newspaper tr School B Work El other

Name of person or office referring you to our practice

Patient Name:

Signature of patient, parentbi guarUian



Date

Current Medications

Please list all prescnption medications, as well as over-the-courter medications.

Medication What condition do you take this for?



tr Manied tr Single tr Child O Other 

-

Responsible Party lnformation

Name:

(work) Ext_ Best time to call:

Birth Date:

O Male tr Female

Social Security #:

Phone (Home)

Address:

Employment lnformation
E ttre person responsibb fur payment

ZpC.&

Occupation:Employer Name:

Addr€ss:

lnsurance lnformation

to #:

Zp Cod!

lnsured's Address:

cnv

tr Child tr Other

Ctt,

O Child tr Other
s'l.t

Patients rBlationship to insured: tr Sef tr Spouse

lnsurance Plan Name and Address:

Secondary
Name of lnsured

ls insured a patienP E Yes tr No

Group {t-

ls insured a patient? tr Yes tr No

Group #:_

Primary
Name of lnsuGd:

lnsured's Birth Date

lnsured's Address:
lnsured's Employer Name:

Address:

sdrl
Patients relationship to insured: tr Sef tr Spouse

lnsuranca Plan Name and Address:

Ld
hsured's Birth DaE: rD#

Consent for Servicee
^..cddL! 
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Relatonship to Patient:
natuc ot uarantor of

Oate:
pady

S€nature of patiBrtt parenl or guardiah
Date: _ Relationship to Patisnt:

The blloding is fqr tr the padent

8t..1 Cny $L Za Codt

lnsured's Emdoyer Name:
Aid*o



I understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Eeutth Insurance portabililv and
Accountability act of1996 ( EtrPAA ). I ulderstand that by signing this consent i authorize
yoir to use and disclose my protected health hformation to carry out:

' Treatment ( including direct or indirect treatment by other healthcare provitters
invoived in my treatment )' Obtaining payment from third party payers ( e,g. my insurance company )' The day-to-day healthcare operations ofyour practice

I have also been informed of and given the right to review and secure a copy ofyour Norice
of Privacy Practices,which cotrtains a more complete description ofthe usei and disclosures
of my protected health information and my rights under I pAA. I understand that you
reserve the right to change the terms of this notice from time to time and that I may contact
you at any time to obtain the most current copy of this notice.

PATIENT CONSENT FORM

I understand that I have the right to request restrictions on how my protected health
iniormation is used and disclosed to carry out keatmeut, payment and health care
operations, but that you are trot required to agree to these requested restrictions. Ilowever,
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:

r, TLL PARKEN DD'
cefleral Dentlstty

4l O I Balmorat Mv-e, Sw
6ldte c

Huntwlllc, AL Jsaor

Signature:



T. Jill Parker, DDS
4101 Balmoral Drive. Ste C

Huntsville, AL 35801

Guarantee of Payment for Dental Services

We are committed to providing you with the best possible care. If you have dental insurance, we
are anxious to help you receive your maximum allowable benefits. In order to achieve these
goals, we need your assistance and understanding of our payment policy.

Payments for services are due at the time services are rendered unless payment arrangements
have been approved in advance by our staff. We accept cash, checks, Visa, MasterCard, and

American Express. We will be happy to file all primary insurance for you as a courtesy.
Changes in insurance information should be communicated to our office as soon as possible.

However. you must realize:
1. Your insurance is a contract between you, your employer, and the insurance

company. We are not a party to that contract.
2. Not all services are covered by insurance contracts.
3. We may need to release medical information concerning you to your insurance carrier as part

of processing your claim. By signing this form, you consent to the release of such

information, including dental records to be released to insurance companies.

We must emphasize that as your dental care provider, our relationship is with you and not your
insurance company. Our treatment decisions strictly are based on your personal dental needs.

While the filing of insurance claims is a courtesy that we extend to our patients, all charges are

your responsibility from the date services are rendered. All co-pays are due at the time of
service. There is a $30.00 charge for returned checks.

Accounts over 90 days will be tumed over to an agency for collection, unless payment
arrangements have been made with this office. Your future status with this office will be
considered at such time.

By signing this form you agree that you will be responsible for reasonable costs, including
attorney's fees and interest we incur if your account becomes past due and is tumed over for
collection.

We value you as our patient and will continue to provide you with the best professional care.

If you have any questions about the above information, or any uncertainty regarding insurance
coverage, please do not hesitate to ask. We are here to help.

I understand and accept the above terms and provisions.

Patient Signature Date_


