1D: Chart ID:
First Name:

Patient Is:| | Policy Holder

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

___ Responsible Party ( if someone other than the patient )
First Name:

Address:
City, State, Zip:

Home
Phone:

Birth Date:

‘Work Phone:

Soc Sec:

| IResponsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

Ext:

| . .
J Primary Insurance Policy Holder

Drivers Lic:

Middle Initial:

Pager:

Cellular:

_7, Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home
Phone:

Sex: E Male

Work Phone:

["IFemale
Birth Date: Age:

E-mail:

Address 2:

State / Zip:
Ext:
Marital Status: D Married | _|Single

Soc Sec:

o g
__i{Divorced |

.
L

Drivers Lic:

[]1 would like to receive correspondences via e-mail.

Section 2

Employment [ Full Time

| |Part Time
Status:

I IPart Time

| -

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

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

[ IRetired

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Pager:

Cellular:

Separated | |Widowed

Section 3

Primary Insurance Information

Name of Insured:
Tnsured 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 [ _|cChild

[ lother

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

[Jother




Bryan T Welch DDS, PC
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 questions.

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

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

Are you on a special diet? @ Yes @ No If ves | |
Do you use tobacco? © Yes @ No If yes | |
Do you use controlled substances? ) Yes (D) No If ves | |

Women: Are you...
] Pregnant/Trying to get pregnant? ] Mursing? DTaking oral contraceptives?

Are you allergic to any of the following?

[T] Aspirin [C] Penicillin [Tl codeine [T acrylic
[C] Metal [ Latex [ sulfa Drugs [T] Local Anesthetics
Other? ] If ves |

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

AIDS/HIV Positive ) Yes (Mo [cCortisone Medicine ) Yes (O No | Hemaophilia ) Yes (Mo | Radiation Treatments () Yes (0 No
Alzheimer's Disease () Yes (0 No | Diabetes () Yes (O No | Hepatitis A ) Yes (O Mo | Recent Weight Loss ) Yes (0 Mo
Anaphylaxis ) Yes O Mo | Drug Addiction ) Yes ) No | Hepatitis B or C ) Yes ()Mo | Renal Dialysis ) Yes () Mo
Anemia ) Yes (Mo | Easily Winded ) Yes ) No  [Herpes ) Yes (Mo | Rheumatic Fever ) Yes () Mo
Angina ) Yes (O Mo | Emphysema ) Yes (0 Mo | High Blood Pressure ) Yes (0 No | Rheumatism ) Yes (0 Mo
Arthritis/Gout ) Yes (Mo |Epilepsy or Seizures ) Yes (O No | High Cholesterol ) Yes (Mo | Scarlet Fever ) Yes () Mo
Artificial Heart Valve () Yes (O No | Excessive Bleeding ) Yes (0 Mo [Hives or Rash ) Yes (Mo | Shingles ) Yes (01 Mo
Artificial Joint ) Yes (0 No | Excessive Thirst ) Yes (0 No | Hypoglycemia ) Yes (O No | Sickle Cell Disease ) Yes (0 Mo
Asthma ) Yes (O Mo |Fainting Spells/Dizziness ) Yes (O Mo | Irregular Heartbeat ) Yes ) No | Sinus Trouble ) Yes () Mo
Blood Disease ) Yes (O Mo |Frequent Cough ) Yes ) No [ Kidney Problems ) Yes (Mo | Spina Bifida ) Yes () Mo
Blood Transfusion ) Yes (O Mo | Frequent Diarrhea ) Yes D No | Leukemia ) Yes (0 Mo | Stomach/Intestinal Disease (0 Yes (0) Mo
Breathing Problems ) Yes () N0 | Frequent Headaches () Yes ) No | Liver Disease ) Yes (Mo | Stroke ) Yes () Mo
Bruise Easily ) Yes (U Mo [ Genital Herpes @ Yes (O No  [Low Blood Pressure () es () No | Swelling of Limbs ) Yes () Mo
Cancer ) Yes (D Ho | Glaucoma 0 Yes () No [ Lung Disease ) Yes (Mo | Thyroid Disease ) Yes () Mo
Chematherapy ) Yes Mo [Hay Fever ) Yes 0 Mo [ Mitral Valve Prolapse ) Yes (O No | Tonsillitis ) Yes () Mo
Chest Pains ) Yes (Mo [Heart Attack/Failure ) Yes (O No | Osteoporosis ) Yes (Mo | Tuberculosis ) Yes () Mo
Cold Sores/Fever Blisters ) Yes ) No | Heart Murmur @ Yes (D Mo | Pain in Jaw Joints ) Yes (O No | Tumaors or Growths @ Yes ©) Mo
Congenital Heart Disorder () Yes () No | Heart Pacemaker ) Yes () Mo |Parathyroid Disease ) Yes (O No | Ulcers ) Yes (01 Mo
Convulsions ) Yes (O Mo | Heart Trouble/Disease © Yes (0 Ho | Psychiatric Care ) Yes (O No | Venereal Disease ) Yes 0 Mo
Heart Burn ) Yes (D Mo | Gastric Reflux (GERD) © Yes (0 No | Snoring/Sleep Apnea ) Yes Mo | vellow Jaundice ) Yes () Mo
Have you ever had any serious illness not listed ) Yes (7 No If ves |
Comments:

To the best of my knowledge, 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:


Dennise Brucken


Dennise Brucken



Patient Name

DENTAL HISTORY

Patient Account No. Medical Alert

Welcome! So that we may provide you with the best possible care
please complete both sides of this medicall/dental history form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?

Previous Dentist's Name
Address State Zip
Telephone

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No

Ifyes, please describe:

Are any of your teeth sensitive to: Have you ever had:
Hotorcold? Yes No Orthodontic freatment? ~ Yes  No
Sweets?  Yes No Oral Surgery?  Yes  No
Biting or Chewing? ~ Yes  No Periodontal treatment? ~ Yes  No
Have you noticed any mouth odors or bad tastes? ~ Yes ~ No Your teeth ground or the bite adjusted? ~ Yes  No
Do you frequently get cold sores, blisters or Abite plate or mouth guard? ~ Yes  No
any other oral lesions? ~ Yes  No Aserious injury to the mouth orhead? ~ Yes  No

If s0, please describe, including cause
Do your gums bleed orhurt? ~ Yes  No
Have your parents experienced gum disease

orfoothloss?  Yes  No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw? ~ Yes  No
inyourbite?  Yes No Pain? (joint, ear, side of face)  Yes  No
Does food tend to become caught in between Difficulty in opening or closing the mouth? ~ Yes  No
yourfeeth?  Yes  No Difficulty in chewing on either side of the mouth? ~ Yes  No
If yes, where? Headaches, neckaches or shoulder aches?  Yes  No
Sore muscles (neck, shoulders)? ~ Yes  No
Do you:
Clench or grind your teeth while awake or asleep? ~ Yes  No Are you satisfied with your teeth’s appearance?  Yes No
Bite your lips or cheeks reqularly? ~ Yes  No Would you like to keep all of your teeth all of your life? ~ Yes  No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingemails) ~ Yes  No Do you feel nervous about having dental treatment?  Yes  No
Mouth breathe while awake or asleep? ~ Yes  No If so, what is your biggest concern?
Have tired jaws, especially in the moming? ~ Yes  No
Snore or have any other sleeping disorders? ~ Yes  No Have you ever had an upsetting dental experience? ~ Yes  No
Smoke/chew tobacco or use other tobacco products? ~ Yes  No If yes, please describe
Have you ever been told to take a pre-medication prior to dental treatment? Yes No
Is there anything else about having dental treatment that you would like us to know? Yes No

I yes, please describe

(Please complete other side)
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Bryan T. Welch, DDS

Appointment Policy

We value your time; your appointment is reserved for you alone. We request that when you make an
appointment, that you make every effort to keep it.

Like many offices, we will remind you of your appointment. Please call us to confirm that you received
the reminder and will be at your appointment. Likewise, if you cannot make an appointment as
scheduled, please notify our office as soon as possible.

There will be a charge of $50 for appointments cancelled with less than 2 business days’ notice. The
true cost of a broken appointment is much more expensive than this, so if you cancel multiple
appointments with little or no notice, we reserve the right to dismiss you from our care.

By signing below, you acknowledge that you have read and agree to this appointment policy.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)



Bryan T. Welch, DDS

Financial Policy

Thank you for choosing Bryan T Welch DDS. Our primary mission is to deliver the best and most comprehensive
dental care available. An important part of that mission is making the cost of optimal care as easy and manageable

for our patients as possible by offering several payment options.

Payment in full is expected at time of service. Alternative financial arrangements must be discussed prior to

commencing with treatment.
Payment Options
We offer two options for payment:

1. Cash, Check or Credit Card
*  Fortreatments of $500 or more we offer a 5% courtesy adjustment for payment in full by cash or
check at the time the appointment is scheduled.
2. NO INTEREST' Payment Plans” from CareCredit

* See Receptionist for options, terms and restrictions.

For patients with dental benefits we are happy to work with your carrier to maximize your benefit and directly bill

them for your treatment.’
Bryan T Welch DDS charges $25 for returned checks.

In the event the undersigned is unable to maintain his or her account in good standing, Bryan T Welch DDS may be
required to initiate legal action. The undersigned agrees to pay all cost of collection including attorney fees,
collection fees, and contingent fees to collection agencies.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

1. If paid within the promotional period. Otherwise interest assessed from purchase date. Minimum monthly payment required.

2. Subject to credit approval.

3. If we do not receive payment from your insurance carrier within 45 days you will be responsible for payment of your treatment fees and collection of your
benefits directly from your insurance carrier.



Bryan T. Welch D.D.S., P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
HIPAA NOTICE OF PRIVACY PRACTICES

| acknowledge that | have received a copy of this Dental Practice's HIPAA Notice of Privacy
Practices.

Patient Name (Please Print)

Patient Signature Date

OR

Signature of Personal Representative
Authority of Personal Representative to Sign for Patient (check one):

o Parent o Guardian o Power of Attorney o Other:

Please Note: It is your right to refuse to sign this Acknowledgement.

Dental Office Use Only

| tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice
of Privacy Practices, but it could not be obtained because:

An emergency prevented us from obtaining acknowledgement.
A communication barrier prevented us from obtaining acknowledgement.
The individual was unwilling to sign.

Other:

Staff Member Signature Date



