


@ Health History

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [ 1Yes [] No

Place a mark on “yes” or “no" to indicate if you have had any of the following:

AIDS/HIV [JYes []No Epilepsy [JYes []No Respiratory Disease [JYes [JNo
Anemia [CYes []No Fainting or dizziness OYes [ONo Rheumatic Fever [CYes [JNo
Arthritis, Rheumatism [[JYes []No Glaucoma OYes [JNo Scarlet Fever [OYes []No
Artificial Heart Valves [OYes [JNo  Headaches [OYes [JNo  Shortness of Breath [OYes [JNo
Artificial Joints [(Yes []No Heart Murmur [JYes [ No Sinus Trouble [JYes []No
Asthma [(JYes [JNo  Heart Problems [JYes [JNo  Skin Rash COYes [ No
Back Problems [JYes []No Hepatitis Type CJYes [JNo Special Diet CYes [ No
Bleeding abnormally, with Herpes [OYes [JNo  Stroke CJYes [INo
extractions or surgery [[lYes [JNo High Blood Pressure [JYes []No Swollen Feet or Ankles [Yes []No
Blood Disease [(Yes [[JNo  Jaundice [CJYes [JNo  Swollen Neck Glands [JYes []No
Cancer [OYes [[IJNo Jaw Pain [JYes [INo  Thyroid Problems (CJYes [No
Chemical Dependency [(JYes []No Kidney Disease [CJYes [JNo  Tonsillitis [lYes []No
Chemotherapy [(lYes []No Liver Disease [JYes [JNo  Tuberculosis [JYes []No
Circulatory Problems [CJYes [JNo  Low Blood Pressure [CdYes [INo  Tumor or growth on head
Congenital Heart Lesions [JYes [JNo  Mitral Valve Prolapse [OYes [JNo or neck [lYes []No
Cortisone Treatments [JYes [JNo  Nervous Problems [IYes [JNo Ulcer [JYes [No
Cough, persistent or bloody [(lYes [INo  Pacemaker [JYes [JNo  Venereal Disease [dYes [1No
Diabetes [[JYes [JNo  Psychiatric Care [IYes [INo  Weight Loss, unexplained ClYes [JNo
Emphysema [JYes [No Radiation Treatment [dYes [INo

Do you wear contact lenses? []Yes [ No

Women:
Are you pregnant? [JYes [ No Due date Are you nursing? []Yes []No
Taking birth control pills? [J]Yes []No

Medications Allergies

List any medications you are currently taking and the correlating [] Aspirin [] Local Anesthetic
diagnosis:
[] Barbiturates (Sleeping pills) [] Penicillin
[] Codeine [[] Sulfa
Pharmacy Name (] lodine [] Other
Phone ( ) (] Latex

@I Updates (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’'s Signature Date
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Has there been any change in your health since your last dental appointment? [1Yes [] No

For what conditions?

Are you taking any new medications?_ If so, what? —
Patient’s Signature Date i
Doctor's Signature ____ Date




Main Street Dentistry
366 North Main Street, Suite 200
Alpharetta, Georgia 30009
770-475-6136 phone
770-475-5037 fax

Consent for Use and Disclosure of Health Information

Section A: Patient Giving Consent

Name: for

Section B: To the patient- please read the following statements carefully

Purpose of consent. by signing this form you will consent to the use and disclosure of your
protected health information to carry out our treatment, payment, and healthcare operations.

Notice of Privacy Practices: you have the right to read our Notice of Privacy Practices before you
decide whether to sign this consent. Our notice provides a description of our treatment, payment,
and healthcare matters about your protected health information. A copy of our notice is available
upon request. We encourage you to read it carefully before you sign this consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy
Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices,
which will contain the changes. Those changes may apply to any of your protected health
information that we maintain.

Right to Revoke: You have the right to revoke this consent at any time by giving written notice to
your revocation submitted to the contact above. Please understand that revocations of this
consent will not affect actions we took in reliance on the consent before we received your
revocation, and that we may decline to treat you or continue treating you if you revoke this
consent form.

You may obtlain a copy of our Notice of Privacy Practices at any time by contacting our office.
Section C: Signature

has had full opportunity to read and consider the contents of
this consent form and our Notice of Privacy Practices. | understand that by signing this consent

form | am giving my full consent to your use and disclosure of my protected health information to
carry out treatment, payment, and healthcare operations.

Signature Date

If this consent is signed by a personal representative on behalf of the patient please complete the following:

Personal Representative's Name:

Relationship to Patient:




Main Street Dentistry
366 North Main Street, Suite 200
Alpharetta, GA 30009
770-475-6136 phone
770-475-5037 fax

IMPORTANT INFORMATION REGARDING INSURANCE FOR OUR PATIENTS

As a courtesy to our patients, we will gladly submit your insurance claim to help you obtain the maximum benefits from
your insurance. However, there are many misconceptions about dental insurance:

1. Dental insurance based on the premium paid by you or your employer. Higher premium plans pay more
of the fees for your dental care and have less exclusions.

2. Dental insurance helps in paying the cost of dental care and requires patients to pay the portion of the fee
that insurance does not cover, this is your co-payment. Any fees billed to your insurance carrier that are
not paid within 30-45 days are returned to you for payment.

3. Dental Insurance policies restrict payment for some services, use restricted fee schedules and exclude
some procedures based on prior conditions or length of time on the plan. Restrictions are based on policy
guidelines and the premium paid for the insurance policy.

SECONDARY INSURANCE

We do not accept assignment of benefits on a secondary insurance. Please let us know if you plan to submit for
reimbursement from your secondary carrier so that we can explain the process to you and provide you with all the
necessary paperwork.

PAYMENT OPTIONS

We realize that each person’s financial situation is different therefore we provide several different payment options to our
patients. For your convenience, we accept cash, personal checks and all major credit cards. We also have a third party
finance option available. Any account credits or overpayments over one year will be good toward future services only.

BILLING

Your estimated portion not covered by insurance is due on the day of your dental services. Our estimate is given based
on the information given to us by your insurance carrier. However, we may need to send you a statement when the
estimate differs from the actual reimbursement.

After we have received payment from your insurance carrier and in the event the patient or responsible party becomes 30
days past due with any remaining balance, the unpaid balance will accrue interest from the date of service at the rate of
1.5% monthly: 18% annually.

COMPLEX REHABILITATION POLICY

When there are 6 or more units of crown and/or bridge in the same treatment plan, and additional fee is charged. This
charge applies to each unit. Treatment does not have to be rendered within a specified time limit.

BROKEN APPOINTMENT POLICY

Please consider your scheduled appointment carefully, as we set aside this time especially for your dental care. We ask
for a 24-hour notice of cancellation. Your account will be charged $58.00 if we do not receive your cancellation. This
cannot be charged to your dental carrier.

ESTIMATES GIVEN IN OUR OFFICE ARE NOT A GUARANTEE.
YOUR INSURANCE MAY OR MAY NOT COVER SERVICES WE PERFORM.

Signature of Patient or Responsible Party Date

I have read the above information and I understand and agree to the insurance and broken appointment protocol.





