Thank you for trusting us with your dental care.
We promise to do our besi to provide you with
the finest care available. If you have any
questions please do not hesitate to call us.

TO OUR Patient #
PRACTICE SS #
Date i
PATIENT INFORMATION e S iy
Mame Birthdate . Home Phone ( ] .
Address R, City LI State Fip____
Sex (OM [IF [ Married [ Widowed [ Single [ Minor
[] Separated [] Divorcad [] Partnered for years
E-mail Cell Phonedt (). Cell Phone #i2 (______ )
EmployarSchool i Employer/School Phone [ ).
Employer/School Address City 3 State Zip
Spouse or Parent's Mame Employer. Work Phone () _
Whom may we thank for refarring you? . - A
Parson to contact in case of emergency Phone (_ Ji IS
NSO EanTY EBIBIRE T b o

MName of Person
Responsible for this Account

Relation to Patient ) .

Address Home Phone | J -

Driver's License # a: sxid Birthdate Bank

Employer__ WorkPhona ()

Currently a patient in our office? [ClYes [ No E-mail Cell Phone { s .
INSURANCE INFORMATION el e

Mamea of Insured Relation to Patient

Birthdate s G Social Security # Date Employed

Employer ___ Work Phone ( I -

Employer Address i City __ Stata Zip iy Sl

Insurance Company _ Group ff__ LInion or Local #

Address City State Zip

How much is your deductible? How much have you used? _ Max. Annual Benefit
ADDITIONAL INSURANCE “

Mame of Insured Relation to Patient

Birthdata - Social Sacurity # - . Date Employed e

Employer Work Fhone ( )

Employer Address City State Zip

Insurance Compary Group # 5 _ Union or Local # Sl

Address City State Zip

How much is your deductible?

How much have you used?

Mex. Annual Benefit

(Vs DESSS0)
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DENTAL HISTORY

Reason for today's visit MR Date of last dental care
Former Dentist o __ Date of last dental X-rays
Address — —
Check { + } if you have had problems with any of the following:
[] Bad breath [] Grinding teeth [] Sensitivity to hat
[ Bleeding gums [] Loose teeth or broken fillings [ Sensitivity 1o sweaals
[] Clicking or popping jaw [] Pericdontal treatment [] Sensitivity when biting
[] Food collection between the teath [1 Sensitivity to cold [[] Sores or growths in your mouth
How often do you floss? How often do you brush?

MEDICAL HISTORY

Physician's Mame Date of last visit _

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lenimin, Adipex, Fastin (brand
names of phentermineg), Pondimin (fenfluramine) and Redux (dexfenfluramine). [JYes [] Mo

Hawve you had any serious ilinesses or operations? [JYes [ Mo If yes, describe ____

Hawve you ever had a blood transfusion? [Yes [[]MNo If yes, glve approximate dates S

{Woman) Are you pregnant? []Yes []MNo MNursing? [J¥es [] Mo Taking birth control pills? [JYes []MNo

Check { +" ) if you have or have had any of the following:
[J Anemia [] Congenital Heart Lesions [] Hepatitis [[] Scarlat Fever
[] Arthritis, Bheumatism [[] Cortisona Treatments [1 Hernia Repair [] Shortness of Breath
[C] Artificial Heart Valves [ Cough, Persistent [[] High Blood Pressura [[] Skin Rash
[ Artificial Joints, Pins, etc. [ Cough up Blood [1 HIW/AIDS [ Stroke
[] Asthrma [] Diabates [ Jaw Pain [] Swelling of Feel or Ankles
[1 Back Problems [] Epilepsy [] Kidnay Disease [[I Thyroid Problems
[] Bleeding Abnormally [ Fainting [] Liver Disease [l Tobacco Habit
[] Blood Disease [] Glaucoma ] Mitral Valve Prolapse [] Tensiilitis
[l Cancer [ Headaches [] Pacemaker [ Tuberculosis
[[] Chemical Dependancy ] Heart Murmur [l Radiation Treatment [] Weer
[] Chemotherapy [[] Heart Problams [] Respiratory Disease [ Venereal Dissass
[] Circulatory Problems [ Hemophilia [[] Rheumatic Fawvar

List medications you are currenthy taking and the correlating diagnosis: Allergies;

AUTHORIZATION AND RELEASE

To the best of my knowledgs, the above information is complete and correct. | understand that i is my responsibility to inform my doctor i |, or my
minor child, ever have a change in health.

| cartify that |, andfor my dependent(s), have insurance coverage with L and assign directly to
MNamw of Insurance Company(les)

Dr. .yl ) all insurance benefits, if any, otherwise payable o me for services rendered. | undarstand that
| am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose such information to the above-named Insurance Company(ies) and
hair agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when the current treatment plan Is completed or one year from the date signed below,

Signature of Patient, Parent, Guardian or Persanal Representative Date

~ Pleasa print name of Patient, Parent, Guardian or Personal Representative Relationship to Patiant

Payment is due In full at time of treatment unless prior arrangements have been approved.



TERRY ]J. BILLINGS, DDS

A PROFESSIONAL DENTAL CORPORATION
FELLOW AND BOARD-ELIGIELE
INTERMATIONAL ASSOCTATION FOR ORTHODOMTICS — 2002

FAMILY DENTISTRY

CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:

Patient Number:; Social Security Number:

SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

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

Motice of Privacy Practices: Our Notice provides a description of our treatment, payment activities, and healthcare
operations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing 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 Motice of Privacy Practices, which will contain the changes. Those changes
may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by
contacting the Office Manager.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact person listed above. Please understand that revocation of this Consent will nof
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

l, , have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | undérstand that, by signing this Consent form, |
am giving my consent fo your use and disclosure of my protected health information to carry out treatment, payment
activities and health care operations.

Signature: Date:

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

Personal Representative’s Name:
p

Relationship to Patient:
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TERRY ]J. BILLINGS, DDS

& PROFESSIONAL DENTAL CORPORATION
FELLOW AND BOARD-ELIGIBLE
INTERMATIOMNAL ASSOCIATION FOR ORTHODOMNTICS - 2002

EAMILY DENTISTRY

Explanation of Financial Policy/Insurance Billing

Welcome to Terry 1. Billings, DDS, Family Dentistry. As a service to you, our dental practice has agreed to accept your dental
benefit/insurance coverage. As such, if you become ineligible for coverage for any reason, you are responsible for all fees incurred
by you and/or your dependents. Additionally, upon notification of your ineligible status, you will be billed at a rate equal to our
usual and customary fees for services and not at the discounted rates routinely negotiated for by dental benefit providers.

I consent to and authorize the indicated dental services to be performed by Terry 1. Billings, DDS, Family Dentistry. I agree
to pay the fees for dental treatment as indicated:

Appointment Cancellations

We require a 24-hour notification for all appoiniment cancellations to allow adequate time for our staff to fill the
appointment vacancy.

Pre-Paid Dental Insurance

I understand that my dental insurance is a contract between me and my insurance carrier and that I am still responsible for all
co-payments incurred by me or my authorized dependents, provided that we (me and my dependents) are eligible for services. [
understand that I will be charged according to my current fee schedule of benefits and that I am also responsible for all additional
lab fees according to the same schedule of benefits. I understand that any treatment not listed on my fee schedule will be charged
at Terry J. Billings, DDS, Family Dentistry’s usual and customary fees. Unless arrangements have been made
otherwise in advance, I agree to pay my co-payment for dental treatment performed on the day of my
scheduled appointment.

Indemnity Dental Insurance/PPO

[ understand that my dental insurance is a contract between my insurance carrier and me and not between the insurance carrier and
the dentist. Furthermore, I understand that I am ultimately responsible for all dental fees incurred by anyone authorized to receive
dental benefits under the terms of my insurance agreement. I understand that I will be charged for all dental treatment, and that any
payments received by Terry I. Billings, DDS, Family Dentistry for any insurance coverage will be credited to my account or
refunded to me depending upon the status of my account. I agree to pay my yearly deductible, if any, at my first
visit of each new year and my portion of fees at the time subsequent dental treatment is rendered by
Terry J. Billings, DDS, Family Dentistry.

Should I need a pre-treatment estimate, I understand that the estimation of costs is subject to change. Change in the
estimation would directly relate to the insurance company’s determination and interpretation of my coverage.

Signature On File

By signing this form, I authorize Terry J. Billings, DDS, Family Dentistry's providers to use this signature as authorization of all
my insurance claim submissions. I authorize release of information to all my insurance carriers. I authorize payment to be made
directly to Terry . Billings, DDS, Family Dentistry. I permit a copy of this authorization to be used in place of an original claim
form. I understand that I am responsible for my bill and that Terry J. Billings, DDS, Family Dentistry is acting as an agent to help
me obtain payment from my insurance carrier.

Patient Signature: Date:
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