C. S FAMI LY DENTAL, PLLC 6825 E. Hampden Ave. #101 Denver, CO 80224 (303) 756-3289

Patient Information (ZAA B)

Patient Name(&-#}o] &):

Last () First (°] &) Middle
O male(h)O Female(od) O Married(7]) OsSingle(®]-<) OcChild(x) OOther (71E})
Social Security #(Z2 9 H): Birth Date (€ Y):
Phone® s} 5. (H): (A4): Ext: (N=3%):
Address(-42) : E-mail:
Street APT #
City State Zip Code

*  Health Information(AZA&]) *

opx| ok X gk U L= AWYE ol
Have you ever had any of the following? Please check those that apply:
O AIDS/HIV ool = O Fainting 714,24 O Osteoporosis =t}& % O others 7]E}:
O Allergies 221~ O Glaucoma W% O Pacemaker @2tz % 7]
O Hay Fever Z7134 O Pregnancy Due Date
O Anemia 918 O Head Injuries ™ @] % Z2kd A o
O Arthritis 2 O Heart Disease /}J%}é@ O Radiation Tx #HAFA
O Artificial Joints1 &34 O Heart Murmur A &S O Respiratory o OFQF| ] Hx
O Asthma 2] O Hepatitis 7+ & Problems &5 7] ¥ A
O Blood Diseased ! 2 3} O High Blood Pressure &3t O Rheumatism FHEZ O None §1&
O cancer & O Jaundice 3% O sinus Problems %% O codeinez¥ Allergy
O Depression $-2% O Kidney Disease 1% 3 O stomach Problems 1% O Penicillind- 24 A Allergy
O Diabetes 3 O Liver Disease 7+% ¢ O stroke ¥ O other Allergy
O Dizziness #71= 0 Mental Disorders O Tuberculosis =72 3} (7 EFeker & )
O Epilepsy 7+4 B O Tumors %
O Excessive Bleeding O Nervous Disorders O ulcers S141%
HrEg AE A O Venereal Disease 4
e Have you ever had any complications following dental treatment? X|ZX| 55 A AANTH Jdo Y72 O Yes O No

If yes, please explain oAt A a4 2

e Are you currently taking any prescription or non-prescription medications? @ #8591 ko] 9JeAlyzt 2 O Yes [ No
If yes, please explain oA thH A a4 2

« Do you use tobacco products (smoking or chewing)? ] &dFol4 Y72 O Yes O No

If yes, please explain how many pack/day &5 olAW a5l dup} 3944712
¢ Have you been admitted to a hospital or needed emergency care during the past two years? O Yes O No
A2d st WagFAel J9saAel ezt oAt s Adaasze

If yes, please explain When & Why:

e Are you now under the care of a physician? @A °JAle] BARES wa AMY7? O Yes O No
If yes, please explain oA thA A s34 2

« Name of Physician (2] A}o] &): Azt s

« Do you have any health problems that need further clarification? < © Awo] &3 A7FAel EA7F dodyrt?
O Yes 0O No Ifyes, please explain:

99 mE gwe 9u olsgom AFTH Gt ALgle]l AT FTHFYUL A% Wkt Aok, e
=] 1

2,
2o
=2 ro

Signature of patient, parent or guardian (*]3) g




Spouse or Responsible Party Information (X332} A K.

The following is for:

O the patient's spouse (-3} 1]$-=})

O the person responsible for payment 2] 22912} (8247} 184 1] wkal A $-)

name: O male 0O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: (Cell Phone):
Address: Email:
Street Apartment #
City State Zip Code

Employment Information (g &)

The following is for: O the patient

Company Name(3]A}e] &):
Address(742):

O the person responsible for payment Occupation (& $1):

Phone Ext:

Street City State Zip Code

Insurance Information (2.8)
Primary Insurance:

Name of Subscriber: Is subscriber a patient? [0 Yes O No

Last First MI
Subscriber’s Birth Date: ID #: Group #:
Subscriber’'s Address:
Street City State Zip Code
Subscriber’'s Employer Name:
Address:
Street City State Zip Code
Patient's relationship to subscriber: [ Self [ Spouse [ Child [ Other
Insurance Plan Name and Address:
Secondary Insurance:
Name of Subscriber: Is subscriber a patient? [ Yes O No
Last First MI
Subscriber’s Birth Date: ID #: Group #:
Subscriber’s Address:
i Street City State Zip Code
Subscriber’'s Employer Name:
Address:
Street City State Zip Code
Patient's relationship to Subscriber: O Self O Spouse [ Child [O Other
Insurance Plan Name and Address:
Emergency Contact Information (8] A& gA])
Name (°]&): Relationship(#}F k2] #A): phone:
Address:
Street City State Zip Code
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Consent for Services / Financial Policy (A H]2=] t3t 52 2 AA)

o] EAXE F3l Flsk= A Aol FAJA ERE oyt AHT A3} AR AuAE & UAFUY A3
A3k A AGAT s ZEyh
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8P 1000 2 54 @k ol
Qotol w ALY ARFTL Wi Aol 9] WEe, BAe A3 A FA FA9 (deductible)s} 4

nerole Auaolgi. A3 ATl e s el A% Aw Welel A 24 ARk 2
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Date: Relationship to Patient:
a7}, ¥R EE wsAe] A 2 @Apste] 7
Date: Relationship to patient:
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C.S. FAMILY DENTAL, PLLC

6825 E. Hampden Ave. #101 Denver, CO 80224 (303) 756-3289

** Health Insurance Portability and Accountability Act (HIPPA) Privacy Authorization Form **
> AR oldF Al AT H (HIPPA) AR R Q1T ¢4 **
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YAZA: Ast T AANGAT B, A%, A% el 29 D 54 /|8 BF ol9e] BHo2 20039 48 149 ol AAE
ALl A 5 W Bk Askel A% ARE B @ A BHES we Ask AU Ash 12 42 el o AAE ¥
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I , read of this office’s Privacy Practices.
Patient, Parent or Guardian Name (Please Print) U= gx7e] /i AR BE @] tial UG5yt
Patient, Parent or Guardian Signature Date Relationship with patient
FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining acknowledgement
O Other (please specify)

Presented By: Date:
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