Dental Arts of CHERRY HILLS

PATIENT INFORMATION

Date Preferred voice mail/appointment confirmation number:
Title: Dr Mr Mrs Ms____ Gender: M F Please circle: Home Work CTH

Patient Home Phone ( ) -
Address Unit¢ ___ Work Phone ( ) :

City State Zip Cell Phone  ( ) 2

Employer E-mail

City State Zip Social Security # - - -

Contact in Case of Emergency Birth Date mo day year

Contact Phone. ( ) Marital Status_:_ Single _—Mir_rie_(_i_ Ei\micei | EeEraf_d_ Widowed

Person Responsible For The Account or Insurance If OTHER Than The Patient

Guarantor Home Phone ( ) -

Relationship to Patient Work Phone ( ) -

Address Unit# Social Security # - -

City State Zip Birth Date mo day | year

Employer Marital Status: Singsl:parattddamsvdidowlzciivorced

City State Zip Title: Dr Mr Mrs Ms . Gender: M F

Please enter the source that directed you to our office so that we may send a Thank You Card and so that we may rec

Doctor

Referral Source

DDS DMD

Another Patient

Yellow Pages

MD DO C

ord how patients find us.
)C Other
(which book)

Referral Service

Other Source

Dental Insurance Information

Attach a completed and signed form and a copy of the Benefits for Each company. Failure to compete this section will delay payment of benefits.

Primary Insurance Company Group #

Employee Home Phone ( ) -

Relationship to Patient Work Phone ( ) -

Insurance Address Unit# Social Security # - -

City State Zip Birth Date mo : day | _vyear

Employer Marital Status: S‘ngslzparaxjam;&,ow]:;vomed

City State Zip Title: Dr Mr Mrs Ms___ | Gender: M F
Secondary Insurance Company Group #

Employee Home Phone ( ) -

Relationship to Patient Work Phone ( ) -

Insurance Address Unit# Social Security # - -

City State Zip Birth Date mo : day | year

Employer Marital Status: Smgsl:para::,msvdidongvomd

City State Zip Titte: Dr Mr Mrs Ms___ |  Gender: M F

REV 12/06
© 1990 K.Lee Kuhtke, D.DS. MS.




Dental Arts of CHERRY HILLS

Office Financial Policy

Payment
All Fees are due in full at the time of service unless financial arrangements have beer
and signed by both the patient and the office manager.

Insurance

We are pleased to assist you in submitting claims for dental services. Please provide
and signed form as there are considerable differences between companies. We ask th
services during the first few visits (radiographs, models, examination and emergency se
reimbursed directly for any insurance benefits, or you may arrange with our office
insurance benefits credited to your account. It usually takes 3 to 4 weeks to receive your ir

Prior to starting any elective treatment, we will submit a request to your insurance
amount of benefits they will allow for your specified treatment. After we have received
aliowance, we will accept the assignment of benefits as part of your payment.
company fails to pay the benefit within 60 days, we must ask that you pay the full amour
delayed payment from your insurance company, any money in excess of your balance d
to you.

Payment Plans
We offer Master Card, Visa, Discover, American Express and CareCredit. There are
payment plans that offer competitive rates. We do not offer any extended payments for trea

Overdue Accounts

Any account balance which is unpaid after 60 days, will incur a service charge of 1.7%
per annum) or $5.00 minimum to cover our billing and carrying costs. If you are unable
in full, several payment options are available.

Checks returned for insufficient funds will incur an additional $40.00 charge to cove
by our bank and our direct costs.

Accounts which have not made financial arrangements and which have ar
after 120 days will be sent to collection. Collection fees equal to the total accrued bala
to the amount due. In other words, you will be liable for up to twice the amount owed to coy

Patient’s Acceptance

“I have read the above financial policy and agree to these terms of payment, service charges and collec

Signature Date

a

1 made in advance

with a completed
you pay in full for
rvices). You can be
manager to have
1surance payment.
2 company for the
the written benefit
However, if your
it. In the event of a
ue will be refunded

several third party
ment in this office.

per month (20.4%
to pay the balance

r the fees charged

1 unpaid balance
nce may be added
ver collection costs.

stion fees.”

“l agree to assign all insurance benefits to this office. Any payments in excess of the amount owed will

Signature Date

be refunded to me.”

Clarkson Medical/Dental Center ¢ 3601 South Clarkson, Suite 400 ¢ Englewood, CO 8011

8 « (303) 789-2020




HEALTH QUESTIONINA TR 6000500 s oo o 00 el

Name

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care appro,
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will |

DENTAL
1.
2.

Birth date

Are you having any disCOMfOrt @t this tME ..........c.wurreiriisiisii s e

Have you ever had any serious trouble associated with previous dental treatment?.......covvecveeeeeeesee s
If so, explain

3. Does dental treatment make you nervous?  No Slightly Moderately Extremely
4. Date of last dental visit
5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ...,
If so, when?
6. How often do you brush
Brush is: Soft [  Medium [  Hard [
7. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, SOre guMS .......ccccviieieiiieenneneenen Yes No L0050 188 N usisu s -ssnmsvissnsinuasisisess | sosasaansnnenan
Unpleasant taste/bad breath........................ Yes No Sensitive t0 Not ......ceeeeeeereeeeciiicisssfosinnnnnnenens
Burning tongue/lips ........cccoveiieiiiniiiiniiiins Yes No Sensitive to Cold.:i.:.:iveisimissaisssnsfussesnuesronsys
Frequent blisters, lips/mouth........................ Yes No Sensitive t0 SWEELS ......cceeevveereiifeviiiiiiienns
Swelling/lumps in mouth ..........ccccoeiiiiien. Yes No Sensitive to biting........covvvvvnieniii,
Ortho treatments (braces)..........cccccueveiveeenes Yes No Food IMpaction .......uicusssisssssssinsfsessaresasssans
Biting cheeks/lips .........ccooeiiiiiiiiiiiiiiiicns Yes No Clenching/grinding ........cccoceevveeincbiinninininnns
Clicking/popping jaw .......cccoeeeeeeeeiieesaennnnnns Yes No If so, when
Difficulty opening or closing jaw................... Yes No Shifting i bite:.....sissssssissuivuss svisnspssnsnesdssnanss
8. Do you use the following? Change in bite.........cccocenenenienicuenienninnienns
BIUSKR ..uovisasnesesnessssnsesssnssessnnsassntessssssassssnssassessssesssndisssdsissoss sisnnssasstssssssisnsutsssssisssonsnansansesnansaranesnssatassverasenseessnnrssansassans fosanasssanssssa
DD O Al Tl OSS oeeeseeseessonnenusnisss oave i s aosseoE SEHAsS 530S £2E 8 W AR a SR A AR B S 4R RNA VRS FESHEN R o s asesnaaananonssansnanmsnesashrdasResfTRsLTRAEIEITERVS fEb TR e TA SRS
[ TR Lo Yo 1= 418 11= N TR U T TP PP PP PP PP PP PP PP PPPRTRPROTITRS IOTTPPUTIPPLH
Other
MEDICAL
1. Has there been any change in your general health within the past year ...
2. My last physical examination was on
3. Are you now under the care of & PRYSICIAN.........o.iiiiii
If so, what is the condition being treated
4. The name and address of my physician is
5. Have you had any serious illness within the past five (5) YEars ...
If so, what was the illness
6. Have you been hospitalized or had an operation within the past five (5) Years ...
If so, what was the problem
7. Do you have or have you had any of the following diseases or problems
a. Rheumatic fever or rheumatic NEAI AISEASE ..........cciuiiiiiiiiiiii i e
b. CoNGENItal NEAI TISEASE .......c.cueiiiiiitiiiitii i
c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,
high/low blood pressure, arteriosclerosis, Stroke, B1C.) ...
1) Do you have pain in Chest UPON EXEIHON. ..ottt
2) Are you ever short of breath after mild @XerciSe ..o
3) DO YOUF ANKIES SWEIL ...
4) Do you get short of breath when you lie down, or do you require extra pillows When you SIeep ..o
d. Artificial OF repPIACEMENT VAIVES.......c.oiiiiiiiiiiiieiicie et b
0. PACOMAKBY 1.iuiviiviisssusiasisssisisusisssiarsssssvssasssssansasmnssssssssesissssssts ssiesasse issassssnonsesssonevsansenansnsasssssssnsssanansssnissisneisionsianlnssianisesnass
LT -\ 1= o 1O OSSP PRI RIS SO T IRPRCURRITED
G- SHNUS TTOUDIE ...t LRSS h e h R
h.  ASINMA OF NAY fEVEN .....ccvrveiiriiirentieentsseesesesestsisestesesssssnsssssssesssssssssassstssassssssssssnssssssssenessssentssesnssssnsssssssssassasahussastasensanss
T = (LY7o L =) L1 2= 1) OO PSP PP PP PP PPFPPP N FPPPPPPPPPPON
jo o FaiNtiNg SPEIIS OF SBIZUIES........cuuiuiiiiiitieti e
K. DIADONOS ot cvi v wess ssissnes aasvossionsn s ssaasess st sAvaesssesansFoNFeREas HEEE A e s e e an S A OaA A RaS Fuaaras aaneaaanenanaasatssstsnastsnenasnerntssadsodshsss FVBATALIFETD
1) Do you have to urinate (pass water) more than six imes @ day............ccooiiiiiiii
2)  Are you thirsty MUCh Of the tIME ..........ceiiiiiirii b
3) Does your mouth frequently DECOME ArY........cccouiiiiiiiiiiieiii b

Item 4054V B

priate for your particular
be considered confidential.
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I Hepatitis, jAUNAICE OF [IVEr QISBASE ..........oeiiriiiiiiiiiie et Yes
m. Arthritis or inflammatory rheumatisSm ..o Yes
n. Artificial or replacement joints, ProSthetiC ..............oiiiiiiii Yes
o. Digestive system—Ulcers or stomach disorders (COltS) .............oeviiiiiiiiii Yes
P. KIANEY TrOUDIE .....evviiiiieeeiiiiieii it Yes
TR 7= P TXTERRCTTTIINS [ETTITPLITIE Yes
r. Persistent cough or cough Up DlOO ........iiiiiiiiiiiii i Yes
s. Immune System disorders (including AIDS, HIV, ARC) ........oooiiiiiiiiiiiiiiiiiiiiiiiii e Yes
SO Y YA 1= = e L1y =- 1= - N P PP PP PIRY ERTEITERPIIS Yes
u. Other Yes
8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma Yes
a. DO YOU DIUISE @aSIIY ...eeeeiieiiiiiiiiiiiiiiiiiiiie e e Yes
b. Have you ever required a blood transfusSion .................oooiiiiiiiiiiiiiiii s Yes
If so, explain the circumstances & when
9. Have you ever tested positive for the AIDS VIFUS  .........uuiriiiiiiiiiiiiiiii i Yes
10. Do you have any blood disorder SUCh @S @NEMIA  .......uuuurriirririiiiiie e Yes
11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition ... Yes
12. Are you taking any of the following:
a. AntiDIOtICS OF SUIFA AIUGS  ..vunevrneeriiiierieeeii ettt et e e e e e e e sa s e eaa e e esb s eeaa s era s s est s enaasraaessansens]eesaaaeenas Yes
b. Anticoagulants (DIOOA thINNEIS) ........oiuiuiiii s s Yes
c. Medicine for Nigh DIOOT PrESSUIE ........uuuiiiiiii ittt e[ Yes
d. COrtISON® (STOrOIIS) ..uvveerrereererrreneensssssssiiimieirerimassisisssiesesssnnnssessssssessensssesennsssssssssssssssssesnnmmnrsnssssesfiosesannnnns Yes
€. TranQUIlIZEIS ........iiiiiiiiii it e s sk Yes
F. AN S AIIINGS £ s o imeis e e i e AR R TS R 6P S MR RO RE A6 R 0510 8 S S e O e S BN S50 S N i s e ap e w wwn saine Yes
Qe ASPIAN .cieiasnnrsinmosss inessmssess dusssanasis essssass susnisnsnsss sansasasssumnnnssesansissesssnssesurssnssansresnusaseevansuraraannssharesaneonnns Yes
h. Insulin, tolbutamide (Orinase) or similar drug for diabetes ..............ccoiviiiiiiiiiii b Yes
i. Digitalis or drugs for heart trouble ................ooiiiiiiiii i Yes
Jo ! NTETOGIOONIN: cusiaisismaimssosunsn ssme suntns ssnsas s6sanssasnsnsensssvensossnaresnnnsesansssessesssansosenssssansusnsnsessdssssuvassinansfonssssnnssss Yes
k. Other medications Yes
I. If “Yes” to any of the above, state drug name, dosage and frequency
13. Are you allergic or have you reacted adversely to:
8, LOCAI QNOSINOMICS  ....ieciscrnnensnessnncoesasesrninerassasasrasssrasensnsssrssnassssssssinssssssioesssssassssisiasionssosvnsesinmnmesassspassonsnassss Yes
B:. Penicillin:or Other AntDIOTCS .....cvearesreoenrenssrecssnnranemsssnssesis sssasssiasaises i iosssanwensmssnmssesaovasdsnssysnnsmsavmhessss savsses Yes
C: SUA AIUGS eveernennsroneemannssernaunssreensnsssssssnssnsrnensasessesnsssassssvsdsssisanssonssssessssnionsnnssnssnassssisvinssvassnesushorssusasnses Yes
d. Barbiturates, sedatives, or sleeping PillS..........ccceeiveuiiiiuiiiiiiiiiiiiiiiiiiii s Yes
O, ASDIMN! «oovanuissnomnmnnnmapsnansssssssssannnssanssnsensnsunsessinesssssss nessshos S50 aswass s anssvabsvsinsne o ds s essansunnsvespinidsneilasasannsnise Yes
B JOOING * o.veriensostnnennsenss snne wusensonswensssnssenmennsossns 355 8a0H e 8 07 SHANE e H SRR OB S HH N8 oV R oS RN e A H R AR W s g i Yes
g. Codeine or other narcotics Yes
h. Other Yes
14, Do you use any tobacCo ProdUCES ..........ceueivreuiiiiuiiiminiieiaiiiiisnrieinieeionesenesrsrasersnasssrasessasssssesssstasssesssssnhorenserienss Yes
If so, how much per day and what
15. Do you use any:-alconol ProdUCES  ...ciiuisasiseisissisvssissessmmisiensnsisosseisnosssnrsssasussmsnsssansnsnnnseossanasssassnenonsssindsansnssvinars Yes
If so, how much per day/week/month and what
16. Do you use any caffeinated products (coffee, tea, chocolate, etC.) .............ooeiiiiiiiiiii Yes
If so, how much per day and what
17. Do you have any disease, condition, or problem not listed above that you think | should know about ................J......ooeee. Yes
If so, explain
18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation ................J............ Yes
19. Are you wearing CONtACE IBNSES ..........ccceiruiiiuiiiuiiiiiiiiiiiiiiieeir e rte st estesaere s eraesenesnnasnsssrnssenssadersassesssnes Yes
20. Are you experiencing stress or pressure in your work or at hOMe ...........ooouiiiiiiiiiiiii Yes
WOMEN
21, ArQYOUIPTOUNANE .. vuioiis saiiass iasad dos 5mais S waE o348 43 55534 4 HE SRR R oM R Y48 Y B9V e o RS S SO R T TA S S S s waa N R E e AR s s G NRre 51 Yes
22. Do you have PMS or problems associated with your menstrual period .................ooiiiiii Yes
23. Are you taking birth control or hormone therapy ............ccoiiiiiiiiiiiiiiiii e Yes
Remarks:
To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my medication,
1 will inform the dentist at the next appointment.
Signature of Patient Date Signature of Dentist

Date



Dental Arts of Cherry Hills

ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

[, . have received a copy of this

office's Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but

acknowledgement could not be obtained because:

O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement
0 Anemergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party|
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

requires the prior



Dental Arts of Cherry Hills

NOTICE OF PRIVACY PRACTICE

S

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATIO

PLEASE REVIEW IT CAREFULLY,

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

USED AND
N.

OUR LEGAL DUTY
We are required by applicable federal and sta
required to give you this Notice a
information. We must follow the

te law to maintain the privacy of your health inform
bout our privacy practices, our legal duties, and your rights conc
privacy practices that are described in this Notice while it is in
takes effectf)) / 1Y /0. and will remain in effect until we replace it

We reserve the right to chan

changes are permitted by appl

icable law. We reserve the right to make the chan
new terms of our Notice effecti

ges in our privacy|

You may request a copy of our Notice'at an

al copies of this Notice, please contact us using the information listed at the end of this Notice.

ge our privacy practices and the terms of this Notice at any tim

y time. For more information about our privacy practicg

ation. We are also
erning your health
effect. This Notice

e, provided such
practices and the
rmation we creat-
practices, we will

28, or for addition-

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operat

Treatment: We may use or disclose
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we p

Healthcare Operations: We may use and discl
ations. Healthcare operations include

Your Authorization: |n addition to our use of
tions, you may give us written authorization t
. If you give us an authorization, you ma
osures permitted by your authorizati
cannot use or disclose your health informat

your health information for treatment, payment or

on while it was in effect. Unless you give us a written

To Your Family and Friend
Rights section of this Notice.
to the extent necessary to hel
we may do so.

s: We must disclose your health information to you, as describ
We may disclose your health information to a family member, frien

Persons Involved In Care: We ma
(including identifying or locating)
your care, of your location, your ge
health information, we will provide

y use or disclose health information to notify,

or assist in t
a family memober, your personal representative or

Marketing Health-Related Servi

ces: We will not use your health information for marketing
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so

Abuse or Neglect: We may disclose your health i
you are a possible victim of abuse, neglect, or do
close your health information to the extent nece
or safety of others.

nformation to appropriate authorities if we reaso
mestic violence or the possible victim of other cri

your health information to a physician or other healthc

0 use your health information or to disclose ittoan
y revoke it in writing at any time. Your revocation will n

ion for any reason except those described in this Notic

p with your healthcare or with payment for your healthcare, but only

another perso

ssary to avert a serious threat to your health or saf

ions. For example:

are provider pro-

rovide to you.

healthcare oper-
e competence or
nducting training

healthcare opera-
yone for any pur-
ot affect any use
authorization, we

e.

2d in the Patient
or other person
if you agree that

€
q

fe notification of
N responsible for
isclosure of your
the event of your
nation using our
olvement in your
to make reason-

pplies, x-rays, or

communications

by law.

n
m

ably believe that
es. We may dis-
ety or the health




