CONNELL DENTISTRY

1610 EDISON AVE. » MUSCLE SHOALS, AL 35661 (256)383-5770
Welcome to our Practice
Charts:
FOR OFFICE USE ONLY
Patlont Namo:
Last First M Preferred Namo
Title:, Gondor: O vae ) Female Family Status: O Manted O Singls O chid O Other
MrMsAMIsiele
Birth Date: Ss# - - Prov. Visit:
Emall Addross: Bast timo to call:
Phone:
Homo Mobils Work Ext Fax Other
Addross:
Address 1 Addross 2
City State Zip Cods
In an emargency who should be notified? Please enter Name and Phone number below:
Tho foltowing ts for: O the patient O the person responsibie for payment O both ) not appiicable
Employer Name: Phone:
Employer Address;
Address 1 Address 2
City Stato Zip Cede
Primary Dental Insurance:
Name of Insured: —
Last Firat M
Insured's Birth Date:
D% Group #:
Insured’s Address:
Address 1 Addreas 2
Clly State Zip Code
Insured’s Employer Name:
Employer Addross:
Address 1 Address 2
City State Zip Code
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Patient’s rolationship to insured: O Self O Spouse O crid O Other

Insurance Plan Name:

Insurance Address:
Addrass 1 Addrass 2
City State Zp Codo
Secondary Dental Insurance
Namo of Insured: :
Lasl First
Insured's Birth Date:
D#: Group #:
Insured’'s Address:
Address 1 Addrass 2
City Stato Ztp Codo
Insured's Employer Name: :
. Employer Address:
Address 1 Address 2
City Stata Zip Coda

Pationt’s retationship to insured: O Seif O Spouse ) crid O Cther

Insurance Plan Name:
Insurance Addreas: .
Address 1 Address 2
City State Zip Coda
Insurance Authorization:

3 sy checking this box,
| authorize my insurance to pay my benefits directly to the dentist for ail services rendored.
| authorize tho use of this alactronic signature on all insurance submissions.
| authorize the dentist to release all information necessary to secure the payment of benefits.
1 undorstand that | am financlally responsibte for all charges, whether or not pald by insurance.
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Indicate which of the following you have had or have at present. By checking the box it will indicate a “Yes" response, leaving blank wil indicate a "No*

Medical History

responsa.

0 ae ] Attergles [J Amaoxicilin Allergry [ Anemia

[ Asthritis [ Adificia) Joints [ Asthma 7] Blood Disease

[ Cancer ] Chemical Dependcy [J Ctindamycin Aflergy [] Codeine Allergy
[ Dizbetes [ Dizziness [] Evitepsy [] Excessive Bleeding
[] Falnting [} ctaucoma ] Growths O uv

[0 Hay Fever [[] Head tnjuries [[J Heart Disease [ Heart Mummur

[ Heart Problems [] Heart stints ] Repatts [} High Blood Pressure
[ Hydrocodone Allergy ] todine [ saundice [ Keflex Aliergy

[ widney Disease [ Latex Attergy [[] Liver Disease [ Low Blood Pressure
] Menta! Disorders ] Morphine Allergy ] noer [[J Nervous Disorders
] Open Heart Surgery [ Cther [ Pacemaker [ Penicitin Atlergy
[] Pregnancy D Ratdiation Treatment [0} Respiratory Problems [J Rheumatic Fever
D Rheumatism D Sinus Problems D Smoker D Stomach Problems
[ stroke [ sutfa Atergy [ Thyroid Probiems [ Tobacco Use

[ Tuberculosis [J Tumors O uicers [ Venerea! Disease

D Ever been hospitaliized (iliness or Injury) D Presently being treated for any other illnesses

{0 Taking medication for welght contro! (ie ten-phen) [[] taking dietary supptements
(] Subject to frequent headaches [C] A smoker or smaked previcusly
[ FEMALE: Taking birth contro! pills [J FEMALE: Pregnant

If any condition or alort selectod above neods further clarification, please oxplain below:

.

Do you take antiblotic premedication for your dental visits? If yes, ploase oxplain.

Dsscribe any current medical troatmont, impending surgery, or other treatment that may possibly affect your dental troatment:

List all medications, supploments, and/or vitamins taken within the last two years:

D 'By chacking this box, | acknowtadge that the above informatton is correct and | understand it is my responsibility to inform the
office of any changes in my health as soon as possible.
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Consent for Services and Financial Policy

As g conditian of troatment by thia office, Anancial amangements must be made (n advance. The praciice depends upon relmbursament trom patients for the casts tncurrad tn thelr cara.
Finencla! responsibilty on the pant of each patisnt must be determined beforo treatment.

All emergency dentzl services, or any dontal services performed wilhoul provicus financial arrangements, mus! be pald for in cash at the time services aro parformed unloss other
arvangements are made.

Patlents with dental insurance understend that all dental servicas are charged directly to tho patlent and that he or sha is | {ly regy for pay of ail dantal services, This
office will help prapase the patlent's insurance forms or assist in making coilections from insurance companies anc will cradit any collections to the pattent's account. However, this
dental offica canno! render services on tha assumption that our charges will be paid by an insurence company.

in cansideraticn for the professienal h dered to ma by this practice, | agres to pay the charges for the sarvices at the time of treatmsn!, or within five {5) days of billinp Iif
credll Is extended. | further agrea that the charges for servicas shall be as billed untess objacted to, by me, In writing, within the time payment is due. | (urther agree that a waiver of
any braach of any tima or condition hereundar shzll not constitute a waiver of any turther term or candition and | further agree to pay all costs and raasonable sttomey foes if sull be
instituted hareundor,

| grani my parmiasion to you or your assignes, (o telephone me lo discuss this statement or my treatment.

D 'By chacking this box, | understand the above Information and agree with its contents. This will serve as my elactronlc signature for
the Administration Form.

Rasponse Date:
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CONNELL

—— DENTISTRY —

1610 Edison Ave., Muscle Shoals, AL 35661
256-383-5770

PATIENT POLICIES

Due to the growing nature of our practice, we are making some policy changes to
better serve all our patients. We sincerely appreciate your continued support of our
office.
*Please allow up to one (1) business day for an assistant to return messages regarding
dental questions. :
“To respect other patients’ time, we ask that you only be seen for the dental issues for
which you were scheduled. If time allows, we may be able to address additional
concerns.
*If you arrive more than 20 minutes late for your appointment, you may be asked to
reschedule.
*We require a 24-hour confirmation on all appointments. Any appointments that are
not confirmed may be removed from the schedule.
*We require a 24-hour notice for cancellation of a scheduled appointment. Please call
the office to reschedule or to remove your appointment. Failure to do so will be noted
as a ‘no show" appointment.
*Our continued care for patients includes:
ADULTS:

2 prophies (cleanings) per year

2 doctor exams per year

4 bitewing x-rays every é months

Fluoride application once per year

1 Panoramic x-ray every 3-5 years

CHILDREN:

2 prophies (cleanings) per year

2 doctor exams per year

2 bitewing x-rays every 6 months

Fluoride application twice per year

1 Panoramic x-ray every 3-S5 years (beginning at age 5)
*It is YOUR responsibility to contact your insurance company prior to the
appointment to verify coverage of your visit.

*Co-pays and past due balances are due at the time of service.

By signing below; | hereby acknowledge | have read the policies listed above, and |
understand my responsibilities as a patient of Dr. Nolin Connell and Dr. Keith Connell.

Patient's Printed Name

Date of birth

Patient's Signature

Date
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CONNELL

—— DENTISTRY —

1610 Edison Ave., Muscle Shoals, AL 35661
256-383-5770

Authorization for Use or Disclosure of Protected Health Information

Our Notice Of Privacy Practices provides information about how we may use or
disclose protected health information. The notice contains a patient’s rights
section describing your rights under the law. You ascertain that by your signature
that you have reviewed our notice before signing this consent. By signing this
form, you consent to our use and disclosure of your protected healthcare
information.

Patient Name: DOB:
Naome of parent or guardian (if different than patient):

1.

| hereby authorize all health care providers to use and/or disclose the
protected health information (‘PHI") described below to me or directed
below. The purpose of this request is for personal reasons.

| hereby authorize the release of PHI, defined here as the patient’'s complete
dental record, including treatment, prognosis, financial, billing, and
insurance information. | understand that my personal billing, financial and
insurance information may be disclosed to those in section 3 in order to be
able to process claims with the insurance company and/or for personal
reasons.

In addition to the authorization for release of my PHI, | authorize disclosure
of information regarding my/my dependent’s PHI to the following
individual(s).

Medical information may be used by the persons | authorize to receive this
information for dental/medical treatment or consultation, billing or claims
payment, or other purposes as | may direct.

This authorization shall be in force and in effect until | am no longer a
patient at this practice.

| understand that | have the right to revoke this authorization, in writing, at
any time. Such revocation will not affect actions taken by the requesting
person prior to the date he or she received the written revocation.

| understand that my dental provider cannot condition treatment on
whether | sign this Authorization. However, if | refuse to sign this
Authorization, | understand that payment will be collected at the time
services are provided and | will be responsible for filing any claims with my
dental insurance company.

Signature (Or parent/guardian):. Date:




