TIME 04:11 PM

1D: Chart ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

D Responsible Party

Responsible Party ( if someone other than the patient )

|:| Responsible Party is also a Policy Holder for Patient

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 10/3/2016

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

|:| Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home
Phone:

Sex: D Male D Female
Birth Date:
E-mail:

Section 2

Employment [ ]Full Time
Status:

Student Status:| | Full Time
Medicaid ID:
Employer ID:
Carrier ID:

Address 2:

State / Zip:

Work Phone:

D Single

Marital Status: D Married

Age: Soc Sec:

Ext:

Pager:
Cellular:

D Divorced D Separated D Widowed

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

[ |Part Time

[ |Part Time
Pref. Dentist:

Pref. Pharmacy:

[ |Retired

Pref. Hyg:

Referred By:
General DDS Name:
General DDS Phone:

Emergency Contact:
Emerg Contact Phone:
Relationship:

Primary Insurance Information

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to Insured:| | Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ ISpouse [ |Child [ |Other

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: || Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Ispouse [_|Child [ ]Other




Time 4:12 PM Prestige Periodontal _Dental Implants Date 10/3/2016
PATIENT MEDICAL HISTORY
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.
Health problems that you may have, or medication that you may be taking, could have an important interrelationship
with the dentistry you wil receive. Thank you for answering the following guestions.

Are you under a physician's care now? © Yes © No If ves | |
Have you ever been hospitalized or had a major ) Yes () No If ves | |
operation?

Have you ever had a serious head or neck injury? ) Yes () No If ves | |
Are you taking any medications, pills, or drugs? ) Yes (0 No If ves | |
Do you take, or have you taken, Phen-Fen or Redux? ) Yes () No If ves | |
Have you ever taken Fosamax, Boniva, Actonel or ) Yes () No If yes | |
any other medications containing bisphosphonates?

Are you on a special diet? © Yes @ No

Do you use tobacco? ) Yes (0 No

Women: Are you...
[T] Pregnant/Trying to get pregnant? [T Hursing? [T Taking oral contraceptives?

Are you allergic to any of the following?

DAspirin [T Penicillin [T codeine |:|Acrylic

[ metal [ Latex [7] sulfa Drugs [7] Local Anesthetics

Do you use controlled substances? ) Yes (0 No If ves | |
Qther? [ If yes | |

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

AIDS/HIV Positive ) Yes (O Mo | Cortisone Medicine ) Yes (O No | Hemophilia ) Yes () Mo | Radiation Treatments ) Yes () Mo
Alzheimer's Disease () Yes (0 No | Diabetes ) Yes (D) Mo | Hepatitis A ) Yes () No | Recent Weight Loss ) Yes () Mo
Anaphylaxis ) Yes (Mo | Drug Addiction ) ¥es (O Mo | Hepatitis B or C ) Yes (O Mo | Renal Dialysis ) Yes () Mo
Anemia ) Yes (0 Ho | Easily Winded ) Yes (O Mo | Herpes ) Yes (0 Mo | Rheumatic Fever @ Yes ) Mo
Angina ) Yes () Mo | Emphysema ) Yes () Mo | High Blood Pressure () Yes ()Mo | Rheumatism ) Yes () Mo
Arthritis/Gout ) Yes (Mo |Epilepsy or Seizures ) Yes (0 No | High Cholesteral ) Yes (O No | Scarlet Fever ) Yes () Mo
Artificial Heart Valve () Yes () No | Excessive Bleeding ) Yes (O Mo | Hives or Rash ) Yes (0 No | shingles @ Yes ) Mo
Artificial Joint ) Yes ()Mo | Excessive Thirst ) Yes () Ho | Hypoglycemia ) Yes () No | sickle Cell Disease ) Yes () Mo
Asthma ) Yes (D Mo |Fainting Spells/Dizziness ) Yes (0 Mo | Irregular Heartbeat ) Yes (0 No | Sinus Trouble © Yes O Mo
Blood Disease ) Yes ) No | Frequent Cough ) ¥es () Mo | Kidney Problems ) Yes () Mo | Spina Bifida @ Yes ) No
Blood Transfusion ) Yes (0 HNo | Frequent Diarrhea 0 Yes (D Ho | Leukemia ) Yes () No | Stomach/Intestinal Disease () Yes () Mo
Breathing Problems ) Yes ()Mo | Frequent Headaches () Yes ) Mo [ Liver Disease ) Yes () Mo | Stroke () Yes () Mo
Bruise Easily ) Yes () No | Genital Herpes ) Yes (O Mo | Low Blood Pressure ) Yes @ Mo | Swelling of Limbs @ Yes ) No
Cancer ) Yes (O Ho | Glaucoma ) Yes () Ho | Lung Disease ) Yes ()Mo | Thyroid Disease ) Yes () Mo
Chemotherapy ) Yes () Mo | Hay Fever () Yes () Ho | Mitral Valve Prolapse ) Yes 0 No | Tonsillitis () Yes () Mo
Chest Pains ) Yes (O Mo | Heart Attack/Failure ) Yes ) No [ Osteoporosis ) Yes () Mo | Tuberculosis @ Yes ) Mo
Cold Sores/Fever Blisters () Yes (0 No | Heart Murmur ) Yes () Mo | Pain in Jaw Joints ) Yes () No | Tumars or Growths ) Yes () Mo
Congenital Heart Disorder  (0) Yes () No | Heart Pacemaker () Yes (0 Mo | Parathyroid Disease ) Yes 0 Mo | Ulcers () Yes () Mo
Convulsions ) ¥es ()Mo |Heart Trouble/Disease ) Yes (0) Mo | Psychiatric Care ) Yes (O Mo | Venereal Disease ) Yes () No
Yellow Jaundice ) Yes () No

Have you ever had any serious illness not listed ) Yes () No If yes |

Comments:

To the best of my knowledae, the guestions on this form have been accurately answered. I understand that providing incorrect information can be 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:

X Date:




DENTAL QUESTIONNAIRE

YOUR DENTIST'S NAME FOR HOW LONG:

HOW FREQUENTLY HAVE YOU HAD YOUR TEETH CLEANED DURING THE PAST 5 YEARS:
CILESS THAN ONCEA YEAR  [IONCE A YEAR DITWICE A YEAR  CTHREE TIMES A YEAR CIFOUR TIMES A YEAR

MO/YEAR OF YOUR LAST DENTAL EXAM, MO/ YEAR OF YOUR LAST DENTAL X—RAYS

ARE YOU PRESENTLY SATISFIED WITH THE CONDITION OF YOUR MOUTH AND TEI:'I‘H(CIRCLE DNE}Z
CIVERY SATISFIED CISATISFIED Qir's 0.K. CISOMEWHAT DISSATISFIED CIVERY DISSATISFIED

YES NO
U O DO YOU PRESENTLY HAVE ANY PAIN, DISCOMFORT OR IMPAIRED FUNCTION RELATED TO YOUR MOUTH?
IF YES, PLEASE DESCRIBE?

ARE YOU CURRENTLY AWARE OF ANY INFECTION IN YOUR MOUTH?
IF YES, PLEASE DESCRIBE:

ARE YOU CURRENTLY TAKING ANY ANTIBIOITICS FOR INFECTION? [F SO, WHAT:

O
O

DO YOUR GUMS EVER BLEED? IF SO, WHEN:

DO YOU HAVE A PROBLEM WITH BAD EREATH OR HAVE ANY FRIENDS OR FAMILY MADE YOU AWARE OF THIS?
ARE YOU INTERESTED IN REPLACING LOST TEETH?

DO YOU EVER HAVE ACHES OR PAINS IN YOUR JAW JOINTS, EARS, FACE, NECK OR HEAD?

ARE ANY OF YOUR TEETH TENDER WHEN YOU CHEW HARD FOODS?

ARE ANY OF YOUR TEETH MORE SENSITIVE TO: COLD, HOT, SWEETS, CERTAIN FOODS OR DRINKS?

ARE ANY PARTICULAR TEETH VERY SENSITIVE OR PAINFUL? WHEN?

ARE YOU CONCERNED ABOUT GUM RECESSION AROUND ANY OF YOUR TEETH?
ARE YOU CONCERNED ABOUT THE APPEARANCE OF YOUR TEETH OR MOUTH?

O0D00D0DD0DO0OO0OOD0ODO
O0O0D0DO0ODODODDDOODO

HAVE YOU EVER HAD ORTHODONT:C TREATMENT? IWITH BRACES CIWITH REMOVABLE APPLIANCES
WHEN DID YOU GO THROUGH ORTHODONTIC CARE?

O
8]

HAVE YOU EVER RECEIVED PERIODONTAL TREATMENT? (JSCALING/ROOT PLANING  LAGUM SURGERY
WHEN DID YOU GO THROUGH PERIODONTAL CARE?

CHECK ANY OF THE FOLLOWING THAT DESCRISE YOU OR MAKES DENTAL TREATMENT EASIER FOR YOU:
| TOLERATE MOST DENTAL CARE REASONABLY WELL AND USUALLY REQUIRE MINIMAL USE OF ANESTHESIA

| APRPECIATE THE USE OF LOCAL ANESTHETIC - IT ALLOWS ME TO TOLERATE MOST DENTAL CARE REASONABLY WELL
| TOLERATE SHOTS IN MY MOUTH WHEN THEY ARE GIVEN WELL

| LIKE THE BENEFITS OF NITROUS OXIDE (LAUGHING GAS)

| PREFER TO BE SEDATED FOR ANY SURGICAL TREATMENT

| PREFER TO BE SEDATED FOR ANY LENGTHY SURGICAL CARE

| HAVE A HARD TIME SITTING IN THE DENTAL CHAIR FOR MORE THAN AN HOUR
| HAVE A HARD TIME SITTING IN THE DENTAL CHAIR VERY LONG DUE TO A NECK, BACK, SPINE PROBLEM
| HAVE DIFFICULTY WHEN TILTED BACK IN THE DENTAL CHAIR (DIZZINESS, BREATHING DIFFICULTY,

O00o0oDOooDOoO

WHAT ARE YOUR GOALS OR PRIORITIES FOR THE HEALTH, FUNCTION AND APPEARANCE OF YOUR TEETH & MOUTH:
(RATE EACH ITEM FROM 1TO 5 WITH 1 BEING YOUR LOWEST PRIORITY AND 5 YOUR HIGHEST - YOU CAN USE THE SAME NUMBER MORE THAN
ONCE)

— BE ABLE TO CHEW FOOD AND EAT WHAT | ENJOY —_AVOID REMOVABLE BRIDGEWORK
—PRESERVE MY TEETH & AVOID DENTURES — FOR MY MOUTH TO LOOK NICE WHEN | SMILE
—BE FREE OF INFECTION — MAKE MY TEETH LOOK GOOD

—BE FREE OF MOUTH PAIN & TENDERNESS — HAVE A HEALTHY AND HASSLE—-FREE MOUTH

Signature of patient or legal guardian Date Reviewed by



Syed A. Khalid, D.D.S., M.S

Tareq |. Beck, D.D.S., M.S.
11451 Katy Freeway, Suite 105
Houston, Texas 77079
= O (713) 465-8239 F (713) 465-5942
l. L

Per ontal and [ al | : Surgery prestigeperio2014@gmail.com
eviodontaland Dentat impian g€ www.HoustonLANAP.com

FINANCIAL POLICY

Thank you for choosing our practice! Our primary mission is to deliver the best and most
comprehensive optimal dental care available. An important part of this mission is making the
cost as effortless and manageable as possible for our patients by providing a clear Financial Policy
and offering several payment options.

e Forall surgery cases, a 25% deposit is required in advance to secure your surgery
appointment.

e Our practice requires payment in full at the time of your treatment or surgery. If we will
be utilizing your insurance benefits, we are happy to work with your carrier to maximize
your benefits.

e Unless our office is notified 48 hours in advance of your surgery appointment, we will
assess a $200 cancellation fee.

Payment Options:

Accepted Payment Methods:
e Cash, Check, Visa, MasterCard, American Express, and Discover
e HealthCare Financing through CareCredit, Lending Club, and United Medical Credit

If you have any questions or concerns, please do not hesitate to ask. We are here to help you
receive the care that you need in an affordable manner.

| have had an opportunity to review the Financial Policy and to ask questions reqarding financial
arrangements. | agree with the terms that are explained in this policy.

X

Patient Name (Please Print)
X

Patient or Parent/Guardian Signature Date

Witness


mailto:prestigeperio2014@gmail.com

Acknowledgement of Receipt:

HIPAA Notice of Privacy Practices
Last Updated: September 27,2016

for the practice of

PRESTIGE PERIODONTAL & DENTAL IMPLANT SURGERY
11451 Katy Freeway, Suite 105
Houston, Texas 77079
(713) 465-8239
prestigeperio2014@gmail.com

Acknowledgement

I, , hereby acknowledge that | have received and reviewed a
copy of "HIPAA Notice of Privacy Practices" for the practice of Prestige Periodontal & Dental Implant
Surgery.

| understand that this practice's "HIPAA Notice of Privacy Practices"” may change periodically and that |
am entitled to receive a copy of the revised "HIPAA Notice of Privacy Practices" upon request.

| understand that, if | have questions about Prestige Periodontal's "HIPAA Notice of Privacy Practices", |
may contact the Office Manager at (713) 465-8239 or prestigeperio2014@gmail.com.

I understand that it is my right to refuse to sign this Acknowledgement should | so choose, and that this
practice will not refuse treatment to me if | refuse to sign this Acknowledgement.

| further understand that | may contact the Secretary of the U.S. Department of Health and Human
Services should | have concerns regarding this practice's privacy policies and procedures.

Patient Signature Date

Signature of Personal Representative Print Name of Personal Representative

Relationship of Personal Representative to
Patient

FOR OFFICE USE ONLY

The office of Prestige Periodontal made a good-faith effort to obtain Acknowledgement from the patient
noted above and to obtain receipt of its "HIPAA Notice of Privacy Practices". In spite of these efforts, this
office was unable to obtain a signed Acknowledgement for the following reason(s):

O Refusal to sign Acknowledgement on , 20

O Communication barriers prohibited us from obtaining a signed Acknowledgement.
O An emergency situation prohibited us from obtaining a signed Acknowledgement.
O Other (Describe):

Date Received By Patient ID




	Khalid_Patient_Paperwork
	Patient Registration Form
	Medical History
	Financial Policy
	HIPAA Acknowledgement

	page3



