


Medical History

¥Your Phvaician:

Have you had any serlous ilinesses or operations LIYes LINO It yes, describe:
Have you ever had a blocd transfusion? 0 Yes 0 No  If yes, give approximate dates:
Women: are you pregnant? [ Yes [1No

[1 Anemia

0 Arthritis, rheumatism

0 Artificial heart valves

{1 Artificial joints, pins, ste.
0 Asthma

11 Bleeding abnormally

U Biood disease

O Cancer

1Chemical dependency
[1Chemotherapy

0 Circulatory problems

0 Congenltal heart lesions
U Diabetes

Welcome to

Fletcher Heights Dental Care P.C
8272 W, Lake Pleasant Parkway, Suite 204
Peoria, AZ 85382

623-825-7833

__Date of last visit:

Are you nursing? OYes (N0 Are you taking birth control? OYes ONo
Check if you have or have had any of the following:

OFainting

0 Glaucoma

O Headaches
O Heart murmur
1 Heart problems
0 Hemophilia

[ Hepatitis

0 High blood pressure
O HIV AIDS

OJaw pain

00 Kidney disease
U Liver disease

[1 Mitral valve prolapse

O Radiation treatment
[1 Respiratory disease
0 Rheumatic fever
U Scartet fever
0 Sexually transmitted disease
0] Stroke
0 Swelling of feet or ankles
U Thyroid problems
[ Tobacco use
O Tonsillitls
0 Tuberculosis
O Uicer
O Latex

[ Epilepsy [1 Pacemaker
List medications you are currently taking and the correlating diagnosis:
Medication Diagnosis
Allergy Allergy

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my

doctor if | or my minor child has a change in my heath.

Patient or Guardian Signature:

Date:




Fletcher Heights Dental Care, PC
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Section A: Patient Giving Consent
Name: Telephone:

Email:

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.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign
this Consent. Notice provides a description of our treatment, payment activities and healthcare operations, of the uses
of disclosures we may make of your protected health information. A copy of our Notice is available upon request. We
do encourage you to read it carefully and completely.

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 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 Privacy Practices, including any revisions of our Notice at any time by contacting:

Contact Person: Nancy Surkala
Telephone: 623-825-7833
Address: 8272 W. Lake Pleasant Pkwy, S5te 204 Peoria, AZ 85382

Right to revoke: You will have the right to revoke this Consent at any time by giving us a written notice of your
revocation submitted to the contact person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance to this Consent before we received your revocation, and we may decline to treat
you or to continue treating you if you revoke this Consent.

Section C: Additional Authorization

I hereby authorize Fletcher Height Dental Care, its staff and representatives, to share any and all dental and financial
information with the following individual(s) in office or over the phone.

At this time | do not want to authorize anyone other than parent/guardian

Name: Relationship to Patient:

Name: Relationship to Patient:

SIGNATURE

1, , have had full opportunity to read and consider the contents and Consent from and

your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and
disclosures 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: Relationship to Patient:




INFORPMED COMSENT AND NOTICE TO ALL PATIENTS FOR SERVICES
I'understand that the information is correct to the best of my knowledge. | authorize the denta! staff to perform any necessary
dental services, such as x-rays, study models, photographs, c'eanings, fillings, crowns, local anesthesia and/or ary other disgnostic
aid deemed by the dottor to make a tharough diagnosis.

I also authorize the doctor and his employees for assistance when applicable to perform any and al: forms of treatment, medication
and therapy with my informed consent in connection with my diagnosis and treatment pran,

Photos taken of my teeth may be used for marketing purposes, with the option ta opt out at any time. Faces or ather defining
features are not shawn on any public site, pamphlet, or poster.

Even though | may have dental insurance coverage, | understand payment for services rendered is my responsibiity. | hereby
authorize Dr. Prost to retain all information necessary to secure payment of benefits. 1 authorize the use of this signatare on all
insurance submissions, ! aiso assign all insurance benefits directiy to Dr. Prost for services rendered

Financial Policy

1. Itis our policy to make definite and clear financia! arrangements prior Lo beginning any treatment. We are in-network
and/or a participating provider with some insurance companies, but not al of them. We will help you to maximize your
dental benefits in cur office.

2. Ourfees are reasonable and customary for guality of care in this area, but as differert Insurance companies use different
fee schedules {which vary greatly) we may or may not fall within what they conside to be usual and customary. You are
responsible for paying all charges not covered by your insurance company,

3. Please rermember that insurance is a contract between you and the insurance company. Despite verification by phone or
written pre-authorization, your carrier may still deny payment on a claim.

4. Woe accept cash, debit, Visa, Mastercard, Discover, American Express and CareCredit. There is also a $35 fee for returned
checks,

5. Often times patients find it to be canvenient for them to keep a cred't card on file for balances over 60 days to be charged
ta. Is this something you would like to do? YES/NO If yes, please provide CCH and Expiration Date below:

6. As 2 courtesy to our patients as well as our office staff, we require 2 business days’ notice for all changes to your
appointment(s] (Business hours are Monday-Friday 7am-5pm). For example if your appointment is on Menday, you must
make any necessary changes before closing time {Spm) Thursday. Any appointment that has any change made to it without
2 business days’ notice will be subject to a charge of $50 per hour that the appointment was scheduled. Piease remember
that your valuable appointment time may be needed and greatiy appreciated by another patient. Your cooperation with
this policy is very much appreciated.

7. | understand that payment is due at time of service. If for any reason your account is turned over to an cutside coliectian
agency due to nan-payment of your account balance, all coliection agency fees and any additional costs associated with the
collection of your account balance will be added to the total amount owed.

8. The parent or guardian wha brings a child for an appeintment is resporsible for paying the patient portion and any prior
balance at that visit.

9. If collection efforts are needed, | agree to pay all reasonable costs of collections without limitation, attorney’s fees and
court costs.

By signing below, [ acknowledne:

1. 1 have read the above conditions of treatment and payment and agree to their content.

2. I have read, understand and accept the conditions of this financial policy. | have also received a copy of this policy for my
own recards {If requested),

| understand that 1 am financially responsible for alf charges, whether or not paid by insurance.

4. | authorize Fletcher Heights Dental Care, PC to perform any necessary dental services that 1 may need during diagnosis
and treatment with my informed consent. | also authorize release of any information, including diagnosis and the
records of any or examinations rendered to my dependent or me during the period of such care to third party payors
and/or health practitioners.

w

if opted, t outhorize Fletcher Heights Dental Care, PC ta charge halances gver 60 doys to the credit card on file that { have provided ghove.

Patent Name [Please Print) Signature ol Fiateher He'ghis Dental Care, P.C Staf

Signatare of pat ent, parent or guardias Cate m chael A, Prest, DOC Fletcher Heights Dental Care, P.C
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