Date

SS/HIC/Patient ID #

Patient Name

Last Name

First Name Middle Initial
Address '

City

State

E-mail

Sex M [JF Age

Birthdate

(] Married ] Widowed [J Single ] Minor

[] Separated [ Divorced [] Partnered for years

Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone (

Spouse’s Name

Birthdate

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes []No

Subscriber's Name

Birthdate

Relationship to Patient

Insurance Co.

Group #

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

and assign directly to

Name of Insurance Company(ies)

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 dentist 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.

SS#

Spouse’s Employer

Signature of Patient, Parent, Guardian or Personal Representative

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

Whom may we thank for referring you?

Home ( ) Work (

Date Relationship to Patient

Ext Cell Phone (

Spouse’s Work ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone (

Work Phone (

Chew on one side of mouth [Yes [ONo Mouth breathing
Cigarette, pipe, or cigar smoking []Yes [JNo Mouth pain, brushing
Former Dentist Clicking or popping jaw [JYes [JNo Orthodontic treatment
City/State Dry mouth [JYes [No Pain around ear

Date of last dental visit Fingernail biting [OYes [ONo Periodontal treatment
Date of last dental X-rays Food collection between the teeth [JYes [ No  Sensitivity to cold
Place a mark on “yes” or “no” to indicate if you Foreign objects [OYes O No Sensitivity to heat
have had any of the following: Grinding teeth [JYes [JNo Sensitivity to sweets
Bad breath [1Yes [INo  Gums swollen or tender [(OYes [JNo Sensitivity when biting
Bleeding gums LlYes [INo gy pain or tiredness [OYes [ONo  Sores or growths in your mouth
Blisters on lips or mouth LlYes [INo Lip or cheek biting [COYes ONo How often do you floss?
Burning sensation on tongue LlYes [INo | gose teeth or broken filings ~ []Yes [JNo How often do you brush?

Reason for today’s visit




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

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [ Yes

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV

Anemia

Arthritis, Rheumatism
Avrtificial Heart Valves
Avrtificial Joints
Asthma

Back Problems

Bleeding abnormally, with
extractions or surgery

[JYes [No
[JYes []No
[OYes [INo
OYes [ No
[OYes [No
[OYes [INo
[JYes [JNo

Epilepsy

Fainting or dizziness
Glaucoma
Headaches

Heart Murmur
Heart Problems

Herpes

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Psychiatric Care
Radiation Treatment

[dYes [1No
[OYes [JNo
[JYes [JNo
[JYes []No
dYes []No
[JYes [1No
[JYes [No
[JYes [ No
OYes [No
[OYes [1No
[Yes [1No

Blood Disease

Cancer

Chemical Dependency
Chemotherapy

Circulatory Problems
Congenital Heart Lesions
Cortisone Treatments
Cough, persistent or bloody
Diabetes

Emphysema

[OYes [No

Do you wear contact lenses?

Women:

Are you pregnant? [1Yes Due date

[J No

Hepatitis Type

[ No

[1Yes [ No
[1Yes [1No
[1Yes [No
[JYes [1No
[OYes [1No
[JYes [No
[JYes [1No
[OYes [INo
[OYes [No
[JYes [1No
[OYes [No
[1Yes [1No
[1Yes [INo
[OYes [1No
[dYes []No
[OYes [No
[JYes [1No
[JYes [1No
[1Yes [ No

Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis
Tuberculosis

Tumor or growth on head
or neck

Ulcer
Venereal Disease
Weight Loss, unexplained

Are you nursing? []Yes

[JYes

Taking birth control pills? [JNo

List any medications you are currently taking and the correlating
diagnosis:

[ No

[] Aspirin [ Local Anesthetic

Pharmacy Name

Phone ( )

Has there been any change in your health since your last dental appointment? []Yes

For what conditions?

[] Barbiturates (Sleeping pills)
[] Codeine

[ lodine

[] Latex

[1No

] Penicillin
[ Sulfa
[] Other

Are you taking any new medications? If so, what?

Patient’s Signature

Date

Date

Doctor’s Signature

000000006000 0000000000000000000000000000000800000000000000000000000000000000000000000000000000000000000000000000 O RIRICORRCCOIROORNIRRROROCSS

Has there been any change in your health since your last dental appointment? []Yes

For what conditions?

[1No

Are you taking any new medications? If so, what?

Patient’s Signature

Doctor’s Signature




Randy A. Barone, DDS - LLC

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:
Patient #: Social Security #:

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 infor-
mation 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. Our Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

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: Tammy Barone

(575) 623-4161

(575) 623-4144

Telephone: Esix:
Emai: @MMy@randybaronedds.com
Address: 290 W. Country Club, Roswell, NM 88201

Right to Revoke: You will have the right to revoke this Consent at any time by giving us 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 on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

I, . have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form, I am giving my consent to your use and disclosure 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:

Retationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




Email Authorization Form

Authorization and Consent to Send Unencrypted Patient
Information by Email and Other Electronic Means

Untl I tell you in writing to stop, I authorize Randy A. Barone, DDS — LI.C to transmit patient
information relating to my treatment, health, ot payment by email ot other electronic means,
without encryption or special security precautions, to me ot someone I designate, or to other health
care providers, health plans and others involved in my treatment, payment for my treatment, or
Randy A. Barone, DDS — LI.C’s health care operations. The patient information that may be
emailed may include my x-rays, health history, diagnosis, treatment, and payment records.

I understand that:

® T do not have to sign this form.

® My treatment, payment, enrollment and eligibility for benefits will not be affected by my
decision about signing this form.

e IfIdon’tsign this form, Randy A. Barone, DDS — LLC may use other ways to send my
information, such as US Mail, or may ask me to send my information to third parties myself.

® There is some risk that emails and other electronic messages may be impropetly acquired by
hackers or received by unintended recipients. If that happens, the information may be
redisclosed and no longer protected by privacy law.

e Randy A. Barone, DDS — LI.C does not email such sensitive personal information as Social
Security numbet, credit card number, mental health diagnosis, genetic information,
alcohol/substance abuse, or positive HIV status unless the patient insists.

I can tell you in writing to stop emailing my patient information at any time, but if I do so, this will
not affect emails that Randy A. Barone, DDS — LLC already sent before recelving my wtitten
nstructions to stop.

Patient name (please print):

Signature: Date:




FINANCIAL AGREEMENT
FOR RANDY A. BARONE, DDS - LLC

This agreement is to inform you of your financial obligation to our practice. We are
committed to providing you with the most comprehensive dental care using only the
highest quality materials and technology available in the market today. We are also
committed to providing you with up-to-date information and educational tools so that you
may fully participate in maintaining optimum oral health. This financial agreement is
intended to facilitate our ability to provide excellent service to you while minimizing our
administrative costs.

Payment in full is due at the time treatment is provided. Our practice accepts cash,
personal checks, MasterCard, Visa, American Express and Discover. If you prefer to
make payments, we offer third party financing, available upon request and approval. If
your treatment plan is over $500, we will extend a 5% courtesy discount if you pay your
treatment plan fees in full prior to your appointment.

There will be a charge for returned checks, and balances older than 60 days will be
subject to collection fees and finance charges at the rate of 1.5% per month (18%
annually.)

Please do not hesitate to ask if you have any questions regarding this financial agreement.
We are committed to providing you with the ultimate experience in dental care.

Print Name of Patient or Responsible Party

Signature of Patient or Responsible Party Date

If Responsible Party is signing, please print name of patient:

If Responsible Party, what is your relationship to the patient:




