
WELCOME TO SILVERBELL DENTAL CARE

TO HEIP US MEET ALL YOUR DENTAL CARE NEEOS, PLEASE TAKE A FEW MINUTES TO COMPLETE ATL THREE PAGES OF THIS

FORM. IF YOU HAVE ANY QUESTIONS OR NEED ASSISTANCE, PLEASE AsK AND WE WILL BE HAPPY TO HELP YOU.

PATIENT INFORMATION:

NAME BIRTHDAY

ADDRESS CITY STATE ZIP

HOME PHONE cEtt WORK

EMAIL

IF FUtt TIME STUDENT, NAME OF SCHOOT CITY STATE

PAflENTS OR PARENTS EM

HOW WERE YOU REFEREED? PHONE BOOK INTERNET FRIEND REI.ATIVE DRIVE BY

OTHER FRIEND /REI.ATIVE'S NAME

RESPONSIBLE PARTY:

NAME OF PERSON RESPONSIETE FOR ACCOUNT

ADDRESS HOME PHONE

INSURANCE INFORMATION:

IF SECONDARY INSURANCE IS AVAITAB[E, PTEASE PROVIDE US WITH THE INFORMATION.

RETEASE:
I AUTHORIZE THE DE]{flsT IO PERFORM DIAG]{O6TIC PROCEDUNES AND TREATMETT AS MAY BE NCCESSANY FOR Pf,OPER DEHTAL CARE. I AUTXORIZE
RElrasE oF Airy INFoRMATIOU (I)NCERNII{G MY (OR MY CHILD',S} OEi[At- CARE ANO TREATME|{T;OR THE PURPOSE OF EVALUATTNG AND/OR
ADMINISIERING CLAIMS FOR ITTSURANCE AE EFIIS ON TO ANOTHER DENNST.
I HEARBY AUIHORIZE THE ASSIGNMETT OF MY DE{TAI BENEF]I5 TO SILVERBELL DEIIAL CARE, Pc. 8Y SIGI{ING MY I{AME TO THIS DOCUMENT, I AI.SO
AGREE TO ACCIPT FUIL FINAI{OAL RESPOI{SIBILTY FOR ANY OEI{IAL SER\flCES pRO\flO€D. ruU pAyMEt{f FOi SERV|CES, OA ESIMAIID (trr
PAYMEI{IS, AiE DI'E THE DAY OF YOUR OE]{TAL VEIT. YOUR PAYMEIff MAY BE MADE WTH CASH, CHECX OR ACCEPIEO CREDIT CARO.

T'IAME OF DENTAL INSURANCE-GROUP NUMBER-

ADRESS OF INSURANCE COMPANY

crw_-._-_____STATE ztpcoDE_pHoNE NUMEER_

NAME OF EMPTOYER-EMPTOYEE FUtt NAME-

EMPTOYEE BIRTHDATE_1.D. or SS#_

PAT|ENTS STGNATURE DATE_



PATIENT NAME Bidh Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a pai of your entire body. Health problems that you may
have, o. medhation that you may be t8king, could har€ an important intenelationship with the dentbtry you will receive. Thank you ior ansuEring the
following queslions.

Are you under a physician's care nov,,?

Have you ever b€en hosprtalized or had 6 malor
oPeration?

Have you ever had a serious head or neck injury?

Are you taking any medacations, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosama)q 8onva, Actonel or
any other medications containing bisphosphonates?

Are you on a special diet?

Oo you use tobacco?

Women: Are you-..

Pregnant.Trying to get pregnant?

0ther)

Do you use mntrolled substances?

Do you have. or have you had, any ofthe folowhg?

Are you allergi. to any ofthe follownq?

i espirin

. metal

Penicrlhn

Latex

Takrnq oral contrac€ptivesT

LocalAnesthetics

Yes

Yes

'Yes

Yes

Yes

Yes

,Yes

Yes

No

llo

Ho

llo

tio

tlo

No

NO

Nursing?

Yes No

If yes

If yes

Ifyeg

lf yes

If yes

If yes

Ifveg

Ifyes

NO

Iio

No

NO

(o
l.lo

llo

No

tlo

lJo

llo

llo
llo

llo

Ho

tio

tio

No

l,lo

f
f

L

t

Codeine

Sulfa Drugs

u

AIDS/HIV Positive

Alzheimer's Disease

Anaphylaxis

Anemta

Angina

ArthrrtiYGout

Artifioal Head Vatue

ArtificialJoint

Asthma

Blood Disease

Blood TranSusion

Breathing Problems

Bruise Easlv

Cancer

chemotherapy

Chest Pains

Cold Sores/fuver Sbters

Conge.ital lEart Disorder

convulsions

Cortisone Medicine

Diabetes

0rug Addrction

Easily winded

Emphysema

Epilepsy or Seizures

Excessive Eleeding

Excessrve Thrrst

FarntinO SpellslD@ness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever

Heart AttaclvFailure

Heart Murmur

Heart Pacemaker

Heart Trouble/0asease

Hemophilia

Hepatitis A

Hepatitis B or C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rnsh

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver oiseas€

Lov,/ Blood Pressure

Lung Disease

MtralValve Prolapse

Osteoporosis

Pain in lavr loints
Parathyroid Disease

Psychratric cnre

Radiation Treatments

Recent Weight Loss

Renal Diavgs

Rheumltic Fever

Rheumatism

Scarlet Fever

shingles

Siclde C€ll Disease

Sinus Trouble

Spina Sifida

st!.nadrlnEnhJ Dsease

Stroke

Svrelling of Llmbs

Thyroid oisease

Tonsillitis

Tuberculosis

Tumoas or Grovr'ths

Ulcers

Venereal Disease

Yellov,/ Jaundice

Yes No

Yes No

Yes No

Yes llo
Yes No

Yes flo

Ye5 l,lo

Ye! No

Yes No

Yes lio
Yes lio
Yes No

Yes no

Yes tlo

Yes No

Yes No

Yes No

Yes No

Yes No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Ye5

Yes

Ye5

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Ye5

Yes

Yes

Yes

Ye5

Yes

Yeg

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yea

Yes

Yes

Yes

No

No

No

No

NO

No

No

No

Ilo
NO

No

No

No

No

No

Ho

No

No

NO

Ho

Have you ever had any serious tllness not listed

Cormrents:

' Yes No fyes 
I

To $e be5t of nry knovrhdge, the questions on thts form have been accuratev answered. I uoderstand that provilhg hconect nfonnaton can be dangerousto nv (or
patrent's) heath. lt 6 rny respongbiky to nfonn $e dental off(e of any changes h medEil status.

Slqnaure of Patteflt, Parent or Grardiim

x Date:

MEDICAL HISTORY

Ye5
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

sEcTlON A: PATIENT GIVING CONSENT

Name:

Address:

Telephone:_Date

SECTION B: TO THE PATIENT-PIEASE READ THE FOLLOWING STATEMENT CAREFUTLY.

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 health operations.

Notlc€ of P.ivacy Practlces: 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 activities, and healthcare
operations, of the uses and disclosures we may make of your protected health information, and of other important
matters about your protected health information. A copy of our Notice accompanies this Consent. we encourage
you to read it carefully and completely before signing.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. lf 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.
You may obtain a copy of our Notice of Privary Practices, including any revision of our Notice, at any time
contacting:

Contact Person:

Telephone 520-624-4222

Address: 1370 N. Silverbell Road fl190Tucson. AZ 85745

Right to Revoke: You will have the right to revoke this Consent at any time by givinS us written notice of your
revocation submitted to the Contact Pe6on listed above. Please understand that revocation ofthis Consent will
not affect any action we took in reliance on this Consent before we received your revocation, and that we may
decline to treat you if you revoke this Consent.

SECTION C: SIGNATURE AND ACKNOWTEDGMENT:
I have had the full opportunity to read and consider the contents of this Consent form and your Notice of Privacy
Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my
protected health information to carry out treot nent, pdyment, poyment octivities and heolth core operotions only.
I also acknowledge receipt of the Notice of Privacy Practices from Silverbell 0ental Care.

Signature: e

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

Personal Representative Name:_Relationship to patient_

toR oFFtcE usE oNtY
We attempted to obtain written acknowled8ement of receipt ofour Notice of Privacy Practices, but acknowledgment could not
be obtained because:

o lndlvidual refused to sign
o Communicationbarrier
o An emergency situation prevented us from obtaining acknowledgement
o Other:


