PATIENT INFORMATION

Date

Patient

Address

City

State
Sex: O M O F Birthdate

Zip Code

O Single O Married

Phone #: Home Office

Patient SS#

Employer

Spouse's Name

Birthdate SS#

Spouse's Employer

DENTAL REGISTRATION AND HISTORY

DENTAL INSURANCE

Dental Ins. Co.
Subscriber
Relationship to Patient
Employer
Address for Dental Caims:

Group #

Phone #
Secondary Dental Ins.:
Subscriber
Relationship to Patient
Employer
Address

Group #

Phone #
ASSIGNMENT AND RELEASE:

I, the undersigned certify that | (or my dependent) have insurance coverage with

and assign directly o

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. | hereby authorize the
doctor to release all information necessary to secure the payment of benefits. |
authorize the use of this signature on all insurance submissions.

Responsible Party

Whom may we thank
for referring you?

Responsible Party Signature

Relationship Date
PHONE NUMBERS
IN CASE OF EMERGENCY, CONTACT
Name Relationship
Home Phone Work Phone
DENTAL HISTORY
Burning sensation OYes ONo Loose teeth or broken OYes O No
T on tongue fillings
Figas0 jor Saay'e visk Chew on one side OYes ONo Mouth breathing OYes O No
of mouth Mouth pain, brushing OYes ONo
Geteral deritit Clgarette, pipe, or OYes O No Or?hodontlc treatment O Yes O No
cigar smoking Pain around ear OYes ONo
City/State Clicking or popping jaw [OYes O No Periodontal treatment OYes ONo
" Dry mouth OYes ONo Sensitivity to cold OYes ONo
Cateret gt i it Fingernail biting OYes O No Sensitivity of heat OYes O No
Date of last dental X-rays Food collection between [ Yes [ No Sensitivity to sweets OYes ONo
R il s Rl B Hoonl the teeth Sensitivity when biting O Yes O No
i’leasiche(;k dYeS orf E_I\O ftc:ltnqca.te Foreign objects OYes ONo Sores or growths in OYes O No
PYOR DR ot Sar e RO Grinding teeth OYes O No your mouth
Bad breath OYes ONo  Gums swollen ortender [ Yes O No
Bleeding gums OYes ONo jaw pain or tireness OYes ONo How often do you floss?
Blisters on lips or mouth O Yes DO No Lip or cheek biting OYes ONo How often do you brush?

RIV4-101 10/08

PLEASE TURN OVER TO COMPLETE HEALTH HISTORY




HEALTH HISTORY
Physician's Name Phone #: Date of last visit
Please check "Yes" or "No" to indicate if you have had any of the following:
Abnormal bleeding, with O Yes O No Epilepsy OYes ONo  Scarlet Fever OYes O No
extractions or surgery Fainting or dizziness O Yes ONo Shortness of Breath OYes O No
AIDS OYes ONo Glaucoma OYes ONo  Sinus Trouble OYes O No
Anemia OYes ONo Headaches OYes ONo  Skin Rash OYes ONo
Arthritis, Rheumatism OYes ONo Heart Murmur OYes ONo  Special Diet OYes ONo
Artifical Heart Valves OYes ONo Heart Problems OYes ONo  Stroke OYes ONo
Artificial Joints OYes ONo Hepatitis OYes ONo  Swelling of Feet or OYes ONo
Asthma OYes OO No Type Ankles
Back Problems OYes ONo Herpes OYes ONo  Swollen Neck Glands OYes ONo
Blood Disease OYes ONo HighBlood Pressure OYes ONo  Thyroid Problems OYes O No
Cancer OYes ONo HIV Positive OYes ONo  Tonsillitis OYes ONo
Chemical Dependency OYes ONo Jaundice OYes ONo  Tuberculosis OYes ONo
Chemotherapy OYes ONo Jaw Pain OYes ONo  Tumor or growth on OYes O No
Circulatory Problems OYes ONo Kidney Disease OYes O No head or neck
Congenital Heart Lesions [ Yes O No Liver Disease OYes ONo  Ulcer OYes O No
Cortisone Treatments OYes ONo Low Blood Pressure OYes ONo  Venereal Disease OYes ONo
Cough, persistent or OYes ONo Mitral Valve Prolapse OYes OONo  Weight Loss, OYes O No
bloody Nervous Problems OYes O No unexplained
Diabetes OYes OONo Pacemaker OYes ONo  Family History of Diabetes O Yes O No
Emphysema OYes O No Psychiatric Care OYes ONo Women:
Do you.wear contact OYes ONo Radiation Treatment 0O Yes O No Are you pregnant? OYes O No
lenses? Respiratory Disease [ Yes O No Due Date
Rheumatic Fever OYes ONo Are you nursing? OYes O No
List any surgeries or hospitalizations:
Have you had steroid treatment within the past 6 months? OY ON
MEDICATIONS ALLERGIES
] List medications you are currently taking: O Aspirin 1 Latex
| O Bandaid Adhesive 0 Local Anesthetic
O Barbiturates (Sleeping pills) O Penicillin
O Codeine O Sulfa
Pharmacy Name O lodine O Other
‘ Phone O Adverse Reactions to Anesthesia:
1

‘A FINANCIAL AGREEMENT

' | understand that fees for services are due at the time services are rendered. | also understand that these fees presented to me are
estimates and sometimes unforeseeable circumstances may arise and change the cost and nature of treatment. | understand that | am
responsible for all fees for services rendered to me. Additionally, if my account goes to collections, | am responsible for all collection and

court costs.

Signature Date




Pete N. Mellas, DMD, M.S., PLLC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**1 have been informed of the September 2013 Revisions**

| have received/read a copy of this office’s
Notice of Privacy Practices.

I give the following permissions to Pete N. Mellas, DMD, MS, PLLC

[ give this office permission to speak with:
regarding my account billing, dental health and/or treatment needs. (Excludes medical providers)

Signature of Patient Signature Parent or Guardian

Printed Name of Patient Date

I give this office permission to correspond via text and e-mail.

Cell Number E-mail Address
Signature Date
Office Use Only For

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

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)



Arizona’'s
Perio

Health
Professionals

Pete N. Mellas. DM.D., M.S.. P.L.LC.
Specialist in Periodontics & Dental Implants
Diplomate of the American Board of Periodontology

Financial Agreement/ Collection Agency Charges

I understand that fees for services are due at the time services are rendered.
[ also understand that the fees presented to me are ESTIMATES and
sometimes unforeseeable circumstances may arise and change the cost and

nature of treatment.

I understand that I am responsible for all fees for

services rendered to me. Additionally, if my account goes to collections, I
am responsible for all collection fees, 35% additionally to my balance, and

court costs.

Signature

Witness

Date

Date

4910 €ast Greenway Road . Suite 2

Scottsdale, Arizona . 85254-1653

Phone 602.404.4458 . Fax 602.404.8287

Member of American Academy of Periodontology
€Email . AZPHP@2AZPHP.com
Website . www. AZPHP.com



