Foxfield Dental
16350 E. Arapahoe Road
Foxfield, CO 80016

(720) 870-0401

Patient #

Date

Mame Birthdate
Address City State Zip
Sex (M [JF ] Married [0 Widowed [] Single [ Minor
[] Separated [] Divorced [] Partnerad for years
Home Phone# { ) Cell Phone #1(___ ) Email
Employer Employer Phone ( )
Employer Address City State Zip
Spouse or Parent's Name Employer Wark Phone l: :'J

Whom may we thank for referring you?

Person to contact in case of emergency

wie

Phane | )

RESPONSIBLE P/
Mame of Person
Responsible for this Account Relaticn to Patient
Address Home Phone | )
Birthdate Currently a patient in our office? [JYes [No
Employar Wark Phaone | )

Cell Phane )

et e
S

Mame of Insured

Relation to Patient

Birthdate Socal Security # Date Employed
Employer Work Phone # [ )

Employer Address City State Zip
Insurance Caompany Group # Union or Local #
Address City State Zip

How much have you used?

How much is your deductible?

o e e i

Max. Annual Benefit

Mame of Insured

Relation to Patient

Birthdate Social Security # Drate Employed
Employer Work Phone # | )

Employer Address City, State Zip
Insurance Company Group # Union or Local
Address City State Fip

How much is your deductibie?

How much have you used?

Max. Annual Benefit




Reason for today's visit

Date of last dental care

Former Dentist Date of last dental X-rays

Address

Check { ») If you have or have had problems with any of the following:

[] Bad Breath [ Grinding Teeth [] Sensitivity to hot

[] Bleeding Gums ] Loose teeth or broken fillings [ Sensitivity to sweets

[ Clicking or popping jaw [[] Pericdontal treatmeant [[] Sensitivity when biting

[] Food collecting between the teeth [] Sensitivity to cold [] Scres or growths in your mouth

How often do you floss?

How often do you brush?

Physician's Name

Date of last visit

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?® These include combinations of lonimin, Adipex, Fastin (brand

namas of phantarmina), Pndimin (fanfluramine) and Redux (dexfenfluramine).

Have you ever had any serioug illnesses or operations??

Have you ever had a blood transfusion?  [JYes [JNo If yes, give approximate datas
{Women) Are you pregnant? [O¥es [JNo Mursing? [JYes [JMoc Taking birth control pills? [JYes [JMe
Check (+ } if you have or have had problems with any of the fallowing:
[J Anemia [ Congenital Heart lesions [ Hepititis [] Scarlet Fever
[[] Arthritis, Rheumatism [ Cortisone Treatments [[] Hernia Repair [ Shorness of Breath
[ Artificial Heart Valves [[] Cough, Persistent [] High Blood Pressure [] Skin Rash
[ Artificial Joints, Pins, ete, [[] Cough up Blood [ HIWAIDS [ stroke
] Asthma [] Diabetes [] Jaw Pain [] Swelling of Fest or Ankles
[[] Back Problems [ Epilepsy [] Kidney Dizease [] Thyroid Problems
[] Bleeding Abnormally ] Fainting [] Liver Dizsease [] Tobacca Habif
[ Blood Disease [ Glaucoma ] Mitral Walve Prolapse [ Tonsillitis
[J Cancar [] Headaches (] Pacemaker [ Tuberculesis
[0 Shemical Dependency O Heart Murmur [] Radiation Treatment [ Uleer

[ Shemotherapy
[ Circulatory Problems

List medications youw are currently taking:

[] Heart Problems
[J] Hemophilia

[O¥Yes [JNa

[OYes [MNo

If yes, describe

[] Respiratory Disease

[] Venereal Disease

[] Rheumatic fever

Allergies:

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
mindor child, ever have a change in health.

Signature of of Patient, Parent, Guardian or Personal Represantative

Date

Flease print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.



FOXFIELD DENTAL ' ¢
OFFICE POLICY

-

We would like to make your visits as pleasant, comfortable and convenient as possible. The following will explain to

you 0];;1' procedures and policies, which have been established so that we may serve you as promptly and efficiently as
possible. :

APPOINTMENTS 2 WEVET,
The doctors and staff at Foxfield Dental will make every effort to begin treatment at your appointed ime; owerE"
dental emergencies do occur frequently. When this happens, we ask for your understanding. If this causes problems
with your schedule, please feel free to reschedule your appointment. If you find that you cannot keep your
appointment, kindly give us at least 24 hours notice. (1 full business day) A fee will be charged to any whmt'Whﬂ
fails to g‘;ive 24 hours notice or fails to show for an appointment. For safety reasons, we ask that only the Paum -
allowed in the Operatory while work is being completed. Parents will be asked to come back for exams on children.

i INITIAL VISIT ) : : = A

€ss you have an emergency, your first appointment will be a thorough examination, including appropriafe X 25
- mary (estimate) of services to be rendered and the cost of the completed treatment will be given to you prior to the
start of any further denta] treatment. ‘

| _ CHILDREN between
}ve are happy to treat children of any age. We recommend that a child have his/her first dental examination :
hlﬂfhe‘r 1ilJ:rd and fourth birthdays. We do not initiate dental treatment on your child’s first visit unless he/she is
Fuperiencing discomfort. We may also need to refer your child o 2 pediatric dentist. Children must be accompanied
by an adult at all times while in the reception area. Please accompany-all children (up to age 18) for their initial
dental ws:t, as your consent is needed before any treatment can begin. The parent or guardian who brings the e
for the visit 15 responsible for payment independent of what a divorce decree may state. Reimburse D esae
n the divorced parties. We CANN OT intervene.

, : - FINANCIAL POLICY: . '
éLL FMERGENCIES ARE TO BE PAID FOR IN CASH AT THE TIME OF SERVICE IF NO INSURAN CE
fDVE'RAGE' We will do our best to verify your insurance eligibility and give you an estimate of ¢ mpg}mﬂle me:
;l Service. Euwever, a quotation of eligibility and benefits from your insurance company does not guarantee .
©ase provide us with any Insurance information or Insurance changes prior to any scheduled appointments. All co-
o> &nd other balances are due at the time of service. You are responsible for paying all charges net e
Plﬂmlrance company including all fees considered above your insurance company’s “usual and customary” fee ‘scmmhe::le-
Ieasf reme:_nher—yeu insurance benefits are contracted between you and your employer. The amount uf?ﬂ
iﬂ,u will receive will depend on the guality of the plan purchased by your employer, not the fees of the dentist. .Aﬂer
FOur insurance company has processed our claim, if there is any balance due from you, such as deductible o
Eoﬁmsmﬂ_ﬂma, we will send you a statement. Balance is due upon reccipt of the statement. Any account that is past due
da}iays 15 charged a minimum $5.00 or 1.5% service charge. We are unable to carry ANY account balance past A
Should this office be required to employ a collection service to collect delinquent accounts; you agree to pay all finance
charges, collection cost, attorney fees, and any other cost that may be incurred to enforce collection of any amount
gl_ltstandmg,‘ Once the account has been sent to collections, we no longer have control of the account and can ne longer
iscuss detausnfyouracccumwithm A 850 fee will be charged for returned checks.

I'have read and understand these policies:

ulgnatl.:re of Patient/Guardian Print Name Dat:



Foxfield Dental

Notice of Privacy Practices 2 ’ i ion. Please
This notice describes how your health information may be used and disclosed and how you ean access this information
review it carefully. . ; intaini
At our office, we have always kept your health information secure and confidential. A new law requires us to continue maintaining
your privacy, to give you this notice and to follow the terms of this notice. ) ) . file
The law permits us to use or disclose your health information to those involved in your treatment. For example, a review of your
by a specialist doctor whom we may involve in your care. :
We may use or disclose your health information for payment of your services. For example, we may send a report ’_""fl:"":"grﬂs 510 youlr
insurance company. e . written contract wi
We may share your medical information with our business associates, such as a billing service. We may have a .o ok
each business associate that requires them to protect your privacy. . . d
We may use your information to contact you. For exarhple we may send postcards or other information. We mﬂﬁ“ﬂ:‘:ﬁgﬁ:ﬁ
remind you about your appointments. If you are not home, we may leave this information on your answering machine or :
answers the telephone.
In an emergency, we may disclose your health information to a family member :]]'_anoﬂlﬁl: person Rspﬂﬂsiblfuz‘:m 3’_“0““’ ;ﬁfbecnme the
We may release some or all of your health information when required by law.If this practice is sold, your in sthout your priar writte
property of the new owner. Except as described above, this practice will not use or disclose your health information without y
authorization. . :
You may request in writing that we not use or disclose your health information as described above. We will let you know if we can
fulfill your request. . . !
You have the right to know of any uses or disclosures we make with your health information beyond the above normal uses.
As we will need to contact you from time to time, we will use whatever address or telephone number Yﬂ'-; P’fﬂfﬂ' . You tmist sign a
You have-the right to transfer copies of your health information to another practice. We will mail your files for you.
release form for the information. - 3 / : : quest
You have the right to see and receive a copy of your health information, witha few exceptions. Give us yo f"“ “f:;tzn 1;5
regarding the information you want to see. If you also want a copy of your records, we may charge you a reasonable el ::in wiiting. 1¢
You have the right to request amendment or change to your health information. Give us your request to make chang bl
you wish to include a statement in your file, please give it to us in writing. We may or may not make the changes you feq“"i‘! bkl s e
to mclude your statement in your file.If we agree to an amendment or change, we will not remove nor alter earlier da-cmnfan ’
information, i : the details
You have a right to receive a copy of this notice. If you would like a copy, please ask the receptionist. Ifwc;dhmﬂlgemaﬁ' SD::W;:&E 200
of this notice, we will notify you of the changes in writing. You may file a complaint with the D?Pm"“m,“f Health laint. However before
Independence Avenue S. W., Room 509f, Washington DC 20201. You will not be retaliated against for filing a complaint. 'ofﬁcc} {ace Hst
filing a complaint, or for more information or assistance regarding your health information privacy, please contact our privacy b
on back for contact inférmation.)
This notice goes into effect as of April 14, 2003. .
Acknowledgement: I have received a copy of this office’s Notice of Privacy Practices.

In order to prevent unauthorized access to our patient’s vital information, we have established an identity theft PrOgrenL: gl ‘:Iml iﬂﬁs’
both paper and electronic will be shredded prior to disposal. No credit card numbers will be kept on file. Checks will be kept i fm
and any copies will be destroyed properly. Charts will be kept in a secure area with an alarm system to prevent theft. Patients _

if there is a breech in out identify theft program.

Date:

Signed:; K Print Mame:

1f signing as a parent of guardian, please note the name of the patient:(s)

Office Contact Information
Foxfield Dental

16350 E. Arapahoe Road, Suite 114
Foxfield, CO 80016

Privacy Officer: Renee M.



