PATIENT REGISTRATION AND MEDICAL HISTORY

Date _— e {(PLEASE PRINI] Hormre Phorse
Fatient

Last Mame First Mame Initial Preterred Marne
Street Address, Ciky. State iip
Sew: [JM [JF Age_ Hirthdate [ single (1 Married E.\'Muwed [} separated [} Divorced
Employed by__- ' ﬂl‘;tupa.ti.un. '
Rusiness Address Business Phone .

Spouvse,FParent Name

Spousc/Parent £mplayed by,

Rusiness Addrecs

Whe is responsible for this account?,

Social Security &

Mame of Dental Insurance Carmpany;

Spouse/Farent Birthdate
Gcmpat'm-n
Business Phone
Relationship to Patient

Spouse/FParent Social Security #

In ¢aze of emmergency, whio should be notified?

Whom mzy we thank Tur referring wou?

Growp Momber—_.__.

FPhone

Physician's Marme

MEDICAL HISTORY

=
]

Hawe you ever bad any of the following? ichech bawes trat apply):

L Heart Fraslems

1 High 8lood Preszure
] Low Blood Pressure
[ Circulatory Problams
[ Mervous Peoblems

[ Rzdisven Treatment
1 Artifizial Heart Vabves or Joints
C I Recent Wempght Loss
[l Back Prablems

[ Diaketes

[C] Respiratory Disease

T Epilepsy

1 Headaches

1 Hepatitiz, Jaundice or Liver Disease
1 Cancer

] Psychiatric Care

1 Chronic Darchea

[ | Allergies to fnastnetics

L Allergies to Medicine or Drugs
L Genzral Allergies

71 Biocd Disease

1 Arthritis

e D31E 0F L AST Physical.._

... I 50, what

[} Special Det

[ Swotlen Meck Glands

[ Fheumatic Fever

[V sinus Prablems

CI=AL0.5" ar Other
bmmuncsuppressive Discrders

[ Stroke

1 uicer

[2 vanereal Disease

{1 Chemucal Cependency

T Hemophilia

Hawve vou ever responded adversely to medical ar destal treatment?

Are you taking any medication at this lime?___

If a0, what____

Are you under the care of a physician? [ ves [T me

Far what conditions?

If patient s a child, what is his/her weight?

L P o

- (Womenl Do you suspect that you are pregnant? [} Yes [ Mo

Is there anything €lse we should know about your medical histary?

Are vou nursing? [Tl ¥es [N

- — B ——

The above ir-fcrmalﬂm [ accurats: and eomplete Lo the best of my knowdadge and is onty for use in my treatment, billng and processing of insuranee
for benefits for which [am entted. | wil not hold my dentist or any member of his/er statt responsitle for any errors or omissions hat | may have

made in the completion of this ferm.

Date Signature

IR



ASSIGNMENT AND RELEASE

I, the undersig‘ned. have insurance with
. MName of lnsurance Companyfes]

and assign directly to Or, _all benefits, if any, otherwise payable to ma for serdces
tendered. [ understand that 1 am financially responsible for 88 charges whather of not paid by Insurance. | hersby aulhovize the doclor 1o reloase ail

information necessary to secure the payment of banefis | sulhorize the use of this signature on all my insurance submissions whether manual ar
elestonic. ‘

Cate Signalure

MINOR/CHILD CONSENT

I, being the parent or guardian of . do hereby request
) Mame of minorchiid

and authorize the dentat skaff to perform necessary dental services for my child, including but not kmited to ¥Xrays, and administration of

anesthetics which are deemed advisable by the doctor, whether or not 1 am presant al the aclual appointment when the treatiment is

rendered.

[Taabes Signature of InsuredGuardian

FINANCIAL AGREEMENT

| acknow'edge that payment is due at the time of treatment, unless other arrangements are made. | agree that parentS/guardians are
responcible for all fees and samvices rendered for treatment of 2 minorsehid. | accept full financial responsibility for all charges not
covered by insurance. . )

Date ' Signature af lnswred Guardian

MEDICAL HISTORY UPDATE
Has there been any change in your health since your fast dental appaintrnent? Oves [CiNo

For what conditons?___

Are you taking any new medications? _______ Hso, what .
T mae . Fatient Signoture
Dirber B Denfist Srgnatura o
| MEDICAL HISTORY LUPDATE _
Has there been any change in your health since your last dental appointment? Oves [CINo

For what canditions?

Are you taking any new medications? ______ If 50, what _. . e

Date - Fatient Signature

Date T o [entis! Signature



DR. SAWSAN ABOUSY & ASSOCIATES

OFFICE POLICY

1)
2)

3)

4)

5)

6)

7)

CO-PAYMENT IS DUE AT THE TIME OF SERVICE
APPOIMENTS MUST BE CANCELLED OR RESCHEDULED AT LEAST 24 HOURS
IN ADVANCE. A CANCELLATION FEE OF $25.00 WILL BE CHARGED IF
ADVANCE NOTICE IS NOT GIVEN.
IT IS THE PATIENTS RESPONSIBILITY TO INFORM THE OFFICE OF ANY
CHANGES IN ADDRESS OR INSURANCE INFORMATION PRIOR TO ANY VISIT,
FAILURE TO DO SO WILL MAKE THE PATIENT RESPONSIBLE FOR ANY
PAYMENT FOR THAT VISIT.
IT IS YOUR RESPONSIBILITY, AS A PATIENT, TO KNOW THE BENEFITS
COVERED BY YOUR DENTAL INSURANCE. THIS INCLUDES THE FACT THAT
INSURANCE COMPANIES DO NOT GUARANTEE ANY PAYMENT UNTIL THE
CLAIM IS SUBMITTED. AN EXPLANATION OF BENEFITS WILL BE SENT TO
YOU BY THE INSURANCE COMPANY AFTER APPROVAL OF THE CLAIM.
THE CO-PAYMENT THAT IS CHARGED BY THE OFFICE IS AN ESTIMATE.
YOU WILL BE EITHER REFUNDED OR CHARGED AFTER YOU AND THE
OFFICE RECEIVE THE EXPLANATION OF BENEFITS.
OTHER CHARGES SUCH AS STERILIZATION FEE OR AN OFFICE VISIT MAY
BE CHARGED ONLY WHEN IT IS ALLOWED BY YOUR INSURANCE AND
PRESENT IN THE FEE SCHEDULE.
IF YOU HAVE ANY QUESTIONS REGARDING YOUR CO-PAYMENT OR
CHARGES BILLED, PLEASE CONTACT OUR OFFICE.

I, ACKNOWLEDGE THE STATEMENT ABOVE.

Virginia State Testing Law

Pursuant to Virginia Law 32.1-45.1- Any patient who
exposes a health care provider or his employee/agent

to body fluid in a manner which may transmit the human
Immunodeficiency virus (HIV), Hepatitis B or C virus is
deemed to have consented to HIV, hepatitis B and C
testing and disclosure of the result to the person exposed
this deemed consent also applies to a health care provider
who exposes a patient to body fluid in the above stated
manner.

Print Patient’s Name:

Signature:

I HAVE READ AND ACKNOWLEDGE THE
HIPPA PRIVACY PRACTICE STATEMENTS

SIGNATURE




