7Dietrich Dental PSC

PATIENT REGISTRATION

Today’s date:
PATIENT INFORMATION

Patient’s last name: First: Middle: C™r. [ Miss Marital status (check one)
CMrs. [IMs. single []/ Married []

Home Phone No. Mobile Phone No. Email Address Birth date: Age: Sex:

v [r
Street address: Social Security no.:
PO Box: City: State: ZIP Code:
Occupation: Employer: Employer phone no.:

( )

Chose clinic because/Referred to clinic by (please check one box): |:|Dr. DInsurance Plan |:|Hospita|
|:|Family |:| Friend DCIose to home/work |:|Our Web page |:|Other

Other family members seen here:

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Insured Name: Birth date: Is this person a patient here? Phone no.:
[CJyes [Ino
Occupation: Employer: Employer address: Employer Phone no.:
Patient’s relationship to subscriber: |:|Self |:|Spouse |:|Child |:|Other
Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.:

IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: = Work phone no.:

I hereby authorize payment directly to DIETRICH DENTAL PSC for all insurance benefits otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf or my
dependents. I authorize the above doctor to release the information required to secure the payment of benefits. I authorize the use of this signature on
all insurance submission. I also consent to the examination and/or treatment of myself and all minor children listed by doctors, doctor assistants and
other medical personnel. I am financially responsible if I did not make an appointment cancellation 24 hrs before the day of my appointment.

*  Patient/Guardian signature Today Date:

LA GALERIA SUCHVILLE #97 CARR 2 STE 208 GUAYNABO PR 00966
787-705-5063 / 787-705-5064 / FAX 787-705-5065
SMILE@DIETRICHDENTALPR.COM



mailto:SMILE@DIETRICHDENTALPR.COM

PRIMARY PHYSICIAN INFORMATION

Physician: Telephone:

Clinic/Facility:

MEDICAL HISTORY

GENERAL HEALTH: DEXCELLENTDGOOD DFAIRDPOOR

|:|Y |:|N Under a physician’s care now?
CIy[CN Any hospitalization in the past 5 years?
|:|Y |:|N Any serious illnesses/surgeries?

|:|Y |:|N Use tobacco in any form? If Yes, Type:

|:|Y |:|N Is pre-medication required before dental visits due to heart condition or artificial joint?
|:|Y |:|N Taking any prescription or daily OTC medications/drugs? If yes, list details in the Medication Section.
FEMALE PATIENTS: |:|Y |:|N Currently nursing? |:HY|:|N Currently pregnant? Due Date:

Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patients? |:|Y |:|N
If yes, please describe:

Is there anything important about your medical condition we have not asked? |:|Y|:|N If yes, please describe:

ALL PATIENTS: DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): | DNONE |
| _|AcID REFLUX |_|BuLMIA | _|HEARING PROBLEMS | _|PSYCHIATRIC TREATMENT
| _|ADHD | | CANCER/MALIGNANCY | _|HEART ATTACK | _|RADIATION/CHEMO

| _|AIDS/HIV || CEREBRAL PALSY | |HEART DISEASE | _|RESPIRATORY DISEASE
| |ANEMIA || CHEMICAL DEPENDENCY | _|HEART MURMUR | |RHEUMATIC FEVER

| | ANOREXIA | | CHICKEN Pox | |HEPATITIS | _|SINUS PROBLEMS

| [ANXIETY | | CONVULSIONS | _[HI1GH BLOOD PRESSURE | _|STROKE

|| ARTIFICIAL HEART VALVE | | DEPRESSION | _|KIDNEY DISEASE | | THYROID CONDITION

| | ARTIFICIAL JOINTS | | DIABETES | _|LIVER PROBLEMS || TUBERCULOSIS

|| ARTHRITIS || D1zZINESS/FAINTING | _|MITRAL VALVE PROLAPSED | |ULCERS

| _|ASTHMA [ | EPILEPSY/SEIZURES | |MONONUCLEOSIS | _|VENEREAL DISEASE

|| AUTISM/ASPERGER’S | _|FREQUENT EAR INFECTIONS | |PACEMAKER

| | BLEEDING DISORDER | | FREQUENT HEADACHES | |OTHER — PLEASE LIST:

ALL PATIENTS: ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? (CHECK ALL THAT APPLY):

: ASPIRIN DCODEINE |:| NITROUS OXIDE SEDATION DSLEEPING PiLLs [[ INone |
|| ANESTHETIC — LOCAL |:| LATEX |:| METAL SENSITIVITY DSULFA DRruGs
|| BARBITURATES |:| PENICILLIN/OTHER ANTIBIOTICS

|| OTHER — PLEASE LIST:

MEDICATION INFORMATION

ALL PATIENTS: ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): | DNONE |
ANTIBIOTICS/SULFA DRUGS ANTIHISTAMINES/ALLERGY DAILY ASPIRIN BLOOD PRESSURE MEDICATIONS
BLOOD THINNERS CANCER/CHEMO MEDICATIONS CORTISONE/STEROIDS HEART MEDICATION/DIGITALIS
INSULIN NITROGLYCERIN ORAL CONTRACEPTIVES OSTEOPOROSIS MEDICATIONS
OTHER DIABETIC MEDICATIONS RECREATIONAL DRUGS THYROID MEDICATIONS TRANQUILIZERS

OTHER (PLEASE LIST BELOW)

DRUG NAME DOSAGE REASON PRESCRIBED




DENTAL HISTORY

ORAL HeaLTH: [ ]ExceLLent[_|Goop [_JFar[_JPoor
Date of Last Dental Visit: Treatment Type:

|:|Y|:|N Are you currently having dental discomfort? If yes, explain:

|:|Y|:|N Any unhappy/unpleasant dental experiences? If yes, explain:

CIvCn Any injuries to mouth/teeth/head? If yes, explain:

LIy n Any missing teeth other than wisdom teeth or orthodontic extractions?

CIv[CIn Have missing teeth been replaced?

DYDN Orthodontic appliances now or in the past?

|:|Y|:|N Gums bleed when brushing or flossing?

Oy Concerned about gum disease? History of gum disease?[ Y[ _|N

|:|Y|:|N Any concerns about the appearance of your teeth?

|:|Y|:|N Does it hurt to bite or chew?

v Do you clench or grind your teeth? If so, do you wear a night guard or splint? [_JY[_|N
CIv[Cn Do you require antibiotics before dental treatment?

THE MOST IMPORTANT CONCERNS REGARDING MY DENTAL TREATMENT ARE:

I certify that I have read and understood the above. I acknowledge that my questions, if any, about inquiries set forth about have
been answered to my satisfaction. I will not hold my dentist, or any other member of his staff, responsible for any action they take
or do not take because of errors or omission that I have made in the completion of this form.

Patient signature or guardian Date



DIETRICH DENTAL PSC

NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you may access
this information. Please review it carefully.

We respect our legal obligation to keep health information private that identifies you. We are required to give you a notice of
our privacy practices. This Notice describes how we protect your health information and what rights you have regarding it.

USES AND DISCLOSURES OF HEALTH INFORMATION

The most common reason we use or disclose your health information is for treatment, payment, or healthcare
operations. For example, treatment may include making appointments, prescribing medications, or sharing information
with other healthcare providers treating you. Payment purposes means sending bills, submitting insurance claims, and
collection efforts in our office or through an outside agency. Healthcare operations include other administrative and
management functions such as internal quality assurance, conducting training, personnel decisions, business planning, and
outside storage of records.

We must disclose health information to you, with some exceptions, on request. We may share information about your care to
a family member or friend but only to the extent necessary for your care. We will use health information to provide you with
appointment notices including post cards, letters, and voicemail messages.

In some cases, the law requires us to disclose protected health information without your permission such as contagious
disease reporting or other public health purposes, reports to authorities about victims of suspected abuse, neglect, or other
crimes, disclosures for judicial and administrative proceedings, and disclosures to business associates who commit to follow
our privacy practices.

We will not disclose your protected health information for other uses unless you sign a written authorization. You may
refuse to sign an authorization or revoke your authorization at any time by writing to our office. Unless we have already acted
with reliance upon it, we cannot make the use or disclosure.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the right to look at or obtain copies of your health information. You must make your request in writing. We may
charge you a reasonable cost-based fee for such copies. We will have 30 days from the date we receive your written request
(60 days if the records are stored off-site). You have the right to ask us to place additional restrictions on our use and
disclosure of your information. We are not required to agree but if we do so, we must abide by the request. You have the
right to an accounting of any disclosures of your information for reasons other than treatment, payment, or healthcare
operations for the last 6 years but not prior to April 14, 2003. We may charge you for this accounting if requested more than
once in a 12-month period. You may ask us to communicate with you in a confidential way such as mailing health information
to a different address or by phoning you at work rather than at home. We will accommodate these requests if they are
reasonable. You have the right to amend your health information if you think it is incorrect or incomplete. If we do not agree
that the information is incorrect, we will include a statement of your position along with any rebuttal statement that we may
write in your health record. We will send the corrected information to persons who we know received the wrong information.
You may get additional copies of this Notice on request. If you feel your privacy rights have been violated, you have the right
to complain to us or to the U.S. Department of Health and Human Services, Office of Civil Rights.

We must abide by the terms of this Notice of Privacy Practices. We have the right to change this Notice at any time. If we
change the Notice, we will post the revision in our office and have copies available. The new privacy practices will apply to
any health information we already have as well as new information we may generate in the future.

Written requests to access your records, other requests according to your rights under this Notice, reports of a complaint, or
requests for additional information about our Privacy Practices may be made to the person named below.

Contact Officer: Business Manager

Telephone: 787-705-5063 / 5064

Address: DIETRICH DENTAL PSC
La Galeria Suchville 97 Carr 2 Ste 208
Guaynabo PR 00966




La Galeria Suchville 97 Carr 2 Ste. 208 Guaynabo PR 00966

; DIETRICH DENTAL Tel. (787) 705-5063 / 5064 Fax (787) 705-5065

smile@dietrichdentalpr.com

Acknowledgement of Receipt of the
HIPAA Notice of Privacy Practices

Federal law requires that we obtain your written acknowledgement of receipt of the Notice of Privacy
Practices. Please sign or initial below.

| acknowledge that | have received the Notice of Privacy Practices.

Patient Name (Print):

Patient Signature:

Legal Representative Name (Print) (if patient unable to sign):

Legal Representative Signature:

Date:

For Internal Use Only

Patient refused to provide signature for acknowledging receipt of privacy

Practices

Staff signature and date

Patient was incapacitated and unable to provide signature for acknowledging receipt of privacy
practices

Staff signature and date
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