


A Perfect Smile, Inc.
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Patient Information
Thank you for choosing A Perfect Smile, Inc. Dental Clinic for your dental needs. Please complete this form in ink. If you
have any question or concerns, do not hesitate to ask for assistance. We will be happy to help.

(Please Print)

Name Date SS/HIC/Patient ID#
First Middle Initial Last
Address City State Zip
Sex: [] Female [ Male Birthday E-mail
Home Phone Cell Phone Work Phone
Do you prefer to receive calls at: ] Home J Work [ Cell (] No Preference
Are you:
[ Married [ Widowed [ Single [ Minor [ Separated [ Divorced [lPartnered for  years
Patient Employer/School Occupation
Employer/School Address City State Zip
Spouse or parent's Name Employer Work Phone

Whom may we thank for referring you to us?

Person to contact in case of emergency Phone

Responsible Party - Name of person responsible for this account

Relationship to patient Phone
Address City State Zip
Name of employer Work Phone

Insurance Information

Name of Insured Relationship to patient

Birth date Social Security # Date employed

Name of employer Work Phone

Address City State Zip
Insurance Co. Group # Employer #

Insurance Co.Address City State Zip

How much is your deductible? How much have you used? Max. Annual benefit?
Do you have additional insurance? [ No [ Yes Ifyes, Please complete the following:
Name of Insured Relationship to patient

Birthdate Social Security # Date employed

Name of employer Work Phone

Address City State Zip
Insurance Co. Group # Employer #

Insurance Co.Address City State Zip

How much is your deductible? — How much haveyouused?_ Max. Annual benefit?

Confidential



A Perfect Smile, Inc

11358 Miramar Parkway  Miramar, FL 33025 Phone: (954) 442-0006 Fax: (954) 442-0086 dr.arguello@aperfectsmileinc.com  www.aperfectsmileinc.com

Dental History

Name _ _ _ Age  Dateoflastexam
First Middle Initial Last
Former Dentist Date of last dental X-rays
Reason for today's visit
How often do you brush? How often do you floss?
Please check any of the following conditions that apply to you:
] Bad breath [ Grinding teeth [ Sensitivity to heat
(] Bleeding gums [ Loose teeth or broken filling(s) [ Sensitivity to sweets
[ Clicking or popping of jaw [ Periodontal treatment [ Sensitivity when biting
[ Food collection between teeth [ Sensitivity to cold [] Sores or growths in your mouth

Medical History

Physician Date of last exam
Please list all medications you are currently taking:

Allergies:
(Women) Are you pregnant? [ Yes [] No Nursing? [] Yes [_] No Taking birth control pills?[_] Yes [_INo

Check box if you have ever had any of the following:

] AIDS [[] Loose teeth or broken fillings [[] Sensitivity to sweets [ Sensitivity to hot/cold
] Anemia [] Cortisone Treatments L] Hernia Repair (] Scarlet Fever

[ Arthritis Rheumatism L] Cough, Persistent (L] High Blood Pressure [ Shortness of Breath
[ Artificial Heart Valves L] Coughing up blood (] HIV Positive ] Skin Rash

[] Artificial Joints ] Diabetes ] Jaw Pain ] Stroke

] Asthma ] Epilepsy [ Kidney Disease L] Swelling of Feet or Ankles
(] Back Problems ] Fainting [] Liver Disease L] Thyroid Problems
| Bleeding Abnormally ] Glaucoma ] Mitral Valve Problems ] Tobacco Habit

[L] Blood Disease ] Headaches L] Nervous Problems ] Tonsillitis

] Cancer ] Heart Murmur L] Pacemaker (] Tuberculosis

] Chemical Dependency [] Heart Problems [] Psychiatric Care [ Ulcer

L1 Chemotherapy Describe [] Radiation Treatment ] Venereal Disease
(] Circulatory Problems L] Hemophilia [_] Respiratory Disease

Have you ever taken any of these medications?:

Diet Medications: (L] Dexfenfluramine L] Fen-phen ] Pondimin ] Redux

Blood Thinners: L] Coumadin (1 Warfarin

Other: [ Levoxyl [ Synthroid

Certification and Assignment

To the best of my knowledge, the above information is complete and correct. | understand that is my responsibility to inform my doctor if I, or my
minor child, ever have a change of health.

| certify that |, and/or my dependent(s), have insurance coverage with

Name of Insurance Company(ies)
and assign directly to Dr. all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance
submissions.
The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies)
and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related
services. This Consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Confidential






Notice of Privacy Practices
(Dental)

This Notice Describes how medical information about you may be used and
disclosed and how you can get access to the information.
Please review it carefully.

The Health Insurance Portability & Accountability Act of 1996 (“HIPPA”) is a
federal program that requires that all medical records and other individually
identifiable health information used or disclosed by us in any form, whether
electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how your health
information is used. “HIPPA” provides penalties for covered entities that misuse
personal health information.

As required by HIPPA we have prepared this explanation of how we are required
to maintain the privacy of your health information and how we may use and
disclosure your health information. Such as Treatments, Payments, Health Care
Operations. We may also create and distribute de-identified health information by
removing all references to individually identifiable information. We may also
contact you to provide appointment reminders or information about treatment
alternatives or other health-related benefits and services that may be of interest
to you. Any other uses and disclosures will be made only with your written
authorization. You may revoke such authorization in writing and we are required
to honor and abide by that written request.

We are required by law to maintain the privacy of your protected health
information and to provide you with notice of our legal duties and privacy
practices with respect to protected health information.

This notice is effective as of April 27, 2006. And we are required to abide by the
terms of Notice of Privacy Practices currently in effect. We reserve the right to
change the terms our Notice of Privacy Practices and to make the new notice
provisions effective for all protected health information that we maintain. We will
post and you may request a written copy of a revised from this office.

You have recourse if you feel that your privacy protections have been violated.
You have the right to file written complaint with your office, or the Department of
Health & Human Resources, Office of Civil Rights, about violations of the
provisions of this office notice or the policies and procedure of our office. We will
not retaliate against you for filing a complaint.

The U.S. Department of Health & Human Services
Office of Civil Rights
200 Independence Avenue, S.W.
Washington, D.C. 20201
(202)-619-0527 or Toll Free: (877)-696-6775





