mVACCA 7, NEW PATIENT INFORMATION FORM

* FAMILY DENTISTRY =

A Division of Central Virginia Dental Care, PLC

Name Preferred Name

Date of Birth Social Security # Marital Status
Street Address City State Zip
Phone # (H) (W) (©) E-mail

Employer Address

Emergency Contact Phone # Relationship to Patient

If under 18 years of age, person responsible for account:

Name Home # Work #

Address Social Security # Relationship to Patient _
How did you hear about us? Check all that apply: __ Internet Search __ Friend/Family Referral __ Doctor Referral
____Insurance Provider __ Social Media __ Magazine  Other

INSURANCE INFORMATION

Primary
Subscriber’s Name Date of Birth Employer

Insurance Company Insurance Co. Phone #
Subscriber ID ID # Group #
Secondary

Subscriber’s Name Date of Birth Employer
Insurance Company Insurance Co. Phone #
Subscriber ID ID# Group #

FINANCIAL INFORMATION

We are happy to file any dental insurance; however, it is the patient’s responsibility for any balances not paid for by their insurance. If
insurance information is not provided, payment for services is due at the time services are rendered. Accepted forms of payment are
Visa, MasterCard, Discover, cash, and check. Any unpaid balance over 30 days is subject to a 1.5% per month finance charge. Any
unpaid balance over 90 days is subject to be turned over to a collection agent along with a 35% collection fee and $10 postage fee. If
legal action is required on an account, a $50 fee will apply. By signing this form, | give my authorization to furnish the required
information to my insurance provider and assign benefits to this office. | hereby certify that all of the above information is true and
correct to the best of my knowledge and agree to accept the financial responsibility for any balances due on my account.

Signature Date

PRIVACY DISCLOSURE

By signing this form, you consent to our use and disclosure of your protected health information to carry out treatment, payment
activities and healthcare operations. | have been offered or received a copy of the office Notice of Privacy Practices and have been
given full opportunity to read and consider the contents. | also understand that your office will not be able to file any insurance claims
unless this consent is signed.

Signature Date

Approximate date of last dental visit Have you ever had a bad dental experience? Y N

Reason for your visit with us today

Vacca Family Dentistry | 5921 Harbour Lane, Midlothian, VA 23112 | (804) 739-9191 | www.vaccafamilydentistry.com



PATIENT NAME

MEDICAL HISTORY

Birth Date

Althcugh dental personnel primarily treat the area in and around your mouth your mouth isa part of your ent|re body Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? Q Yes Q No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

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

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

Are you on a special diet? Q Yes

Women: Are you
F’regnant/Trymg to get pregnant?

Do you use tobacco? () Yes

O Yes O No

Are you allergic to any of the following?

[ ] Aspirin [ ] Penicillin

[ ] other

If yes, please explain:

() Yes O

) Mo

{) No

() No

Do you use controlled substances? O Yes O No

Takmg oral contracephves’P () Yes () No

Nursing? () Yes () No

— Do you have, or have you had, any of the following?—

AIDS/HIV Positive O Yes O
Alzheimer's Disease O Yes O
Anaphylaxis ) Yes )
Anemia O Yes O
Angina O Yes O
Arthritis/Gout O Yes O
Artificial Heart Valve () Yes (O
Artificial Joint O Yes O
Asthma O Yes O
Blood Disease O Yes O
Blood Transfusion O Yes O
Breathing Problem 'O Yes O
Bruise Easily O Yes O
- Cancer O Yes O
| Chemotherapy O Yes O
Chest Pains QO Yes O

Cold Sores/Fever Blisters () Yes ()
. Congenital Heart Disorder() Yes ()
Convulsions O Yes O

Have you ever had any serious illness not listed above'?O Yes O No

Comments

[ ] Codeine [ ] Local Anesthetics D Acrylic [] Metal [] Latex [ ] Sulfa drugs
No | Cortisone Medicine () Yes () No | Hemophilia {7 Yes () No | Radiation Treatments () Yes () No
No | Diabetes () Yes {) No | Hepatitis A () Yes () No | Recent Weight Loss ) Yes (O No
No | Drug Addiction (O Yes {) No | Hepatitis BorC () Yes () No | Renal Dialysis ) Yes () No

) No | Easily Winded (O Yes ) No | Herpes {0 Yes () No | Rheumalic Fever Q Yes () No
No | Emphysema (3 Yes () No | High Bleod Pressure () Yes () No | Rheumatism ) Yes () No
No | Epilepsyor Seizures () Yes () No | High Cholesterol (O Yes () No | Scarlet Fever (> Yes () No
No | Excessive Bleeding (O Yes (O No | Hives or Rash () Yes O No | Shingles () Yes O No
No | Excessive Thirst {3 Yes () No | Hypoglycemia () Yes () No | Sickle Cell Disease () Yes () No
No | Fainting Spells/Dizziness () Yes () No | Irregular Heartbeat () Yes {0) No | Sinus Trouble O Yes O No
No | Frequent Cough () Yes () No | Kidney Problems () Yes () No | Spina Bifida () Yes () No
No | Frequent Diarrhea (O Yes (O No | Leukemia (0 Yes () No | Stomach/Intestinal Disease () Yes () No
No | Frequent Headaches () Yes () No | Liver Disease (O Yes (O No | Stroke O Yes O No
No | Genital Herpes (O Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs O Yes () No
No | Glaucoma (O Yes (O No | Lung Disease () Yes () No | Thyroid Disease O Yes () No
No | Hay Fever () Yes () No | Mitral Valve Prolapse () Yes () No | Tonsillitis Q Yes () No
No | Heart Attack/Failure (O Yes (O No | Osteoporosis () Yes () No | Tubercuiosis Q) Yes ) No
No | Heart Murmur O Yes O No Pain in Jaw Joints () Yes (J) No Fumers.or Srowths (J Yes (J No

P Ulcers () Yes ()} No

No | Heart Pacemaker (O Yes (O) No | Parathyroid Disease () Yes () No .
; 7 Venereal Disease () Yes () No
No | Heart Trouble/Disease (O Yes (O No | Psychiatric Care O Yes (O No | o 0" o (s ) Mo

| To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

i dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




