WELCOME

Date:_______________

Patient Information
Patient Name:   

 DOB:   

                                 Last                                      First            MI                                     (Preferred Name)                                                                             

Address:
  


                            Street                                                                                    Apartment #                                                 


  

 __________      
                          City                                     State                                          Zip Code                                         

Phone (Home):   
     (Work):   
      Best time to call: _______________
E-Mail Address: ______________________________________

Social Security #:   

Gender:                              Family Status: [image: image1.wmf] Married   [image: image2.wmf] Single   [image: image3.wmf] Child   [image: image4.wmf] Other

Preferred appointment times:  [image: image5.wmf] Morning   [image: image6.wmf] Afternoon   [image: image7.wmf] Any Time    [image: image8.wmf]M  [image: image9.wmf]T  [image: image10.wmf]W  [image: image11.wmf]TH  [image: image12.wmf]F  

Person responsible for payment, if other than yourself:_________________________________________

____________________________________________________________________________________

   Address                                                                                                                        Phone#

Insurance Information
Primary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image13.wmf] Yes   [image: image14.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  SSN #: _____________________  Group ID#:____________________

                                             Patient's relationship to insured:  [image: image15.wmf] Self   [image: image16.wmf] Spouse   [image: image17.wmf] Child   [image: image18.wmf] Other ___________________

Insurance Plan Name:________________________________________

Do you have a secondary insurance plan? ______________

Employment Information
The following is for:   [image: image19.wmf] the patient                  [image: image20.wmf] the person responsible for payment

Employer Name:    
  Occupation: 

Address:
   
 
 
 
                                                                                                                                  City                                                                                              State                                

Referral Information

Whom may we thank for referring you to our practice?    [image: image21.wmf] Another patient. Name of patient:_______________________ 

 [image: image22.wmf] Insurance Listing  [image: image23.wmf] Yellow Pages  [image: image24.wmf] Website  [image: image25.wmf]  Mailing  [image: image26.wmf] Walk-in  ( Other: _______________________________
Dental History

( What is the reason for your visit (or chief complaint)?_______________________________________________

(  Date of last dental visit:__________________________

( Are you pleased with the appearance of your teeth?    [image: image27.wmf] Yes  [image: image28.wmf] No

     If no, what would you change? 

( Have you ever had any complications during or following dental treatment?    [image: image29.wmf] Yes  [image: image30.wmf] No

     If yes, please explain: 


Health Information

PLEASE CHECK THOSE THAT APPLY:

	[image: image31.wmf] AIDS/HIV

	[image: image32.wmf] Allergies 

	[image: image33.wmf] Anemia  

	[image: image34.wmf] Arthritis

	[image: image35.wmf] Artificial Joints

	[image: image36.wmf] Asthma

	[image: image37.wmf] Blood Disease

	[image: image38.wmf] Cancer

	[image: image39.wmf] Diabetes

	[image: image40.wmf] Dizziness

	[image: image41.wmf] Epilepsy/seizures

	[image: image42.wmf] Excessive Bleeding

	[image: image43.wmf] Fainting

	[image: image44.wmf] Glaucoma

	[image: image45.wmf] Head injuries

	[image: image46.wmf] Heart Disease

	[image: image47.wmf]
Heart Murmur

[image: image48.wmf]
Mitral valve prolapse

[image: image49.wmf]
Congestive heart failure

[image: image50.wmf]
Heart attack, when?__________

[image: image51.wmf]
Artificial valves or stents

[image: image52.wmf]
Pacemaker

	[image: image53.wmf] Hepatitis, Type?____ 

[image: image54.wmf] Herpes
 

[image: image55.wmf] High Blood Pressure

	[image: image56.wmf] Jaundice

	[image: image57.wmf] Kidney Disease

	[image: image58.wmf] Liver Disease

	[image: image59.wmf] Low blood pressure

	[image: image60.wmf] Nervous Disorders

	[image: image61.wmf] Pregnancy

	    Due date:________

    Breast feeding?____

	[image: image62.wmf] Radiation Treatment

	[image: image63.wmf] Respiratory Problems

	[image: image64.wmf] Rheumatic Fever/ Rheumatic heart disease

	[image: image65.wmf] Sinus Problems

	[image: image66.wmf] Stomach Problems

	[image: image67.wmf] Stroke

	[image: image68.wmf] Thyroid Disease

	[image: image69.wmf] Tuberculosis

	[image: image70.wmf] Tumors/growths

	[image: image71.wmf] Ulcers

	[image: image72.wmf] Venereal Disease

	OTHER:

	[image: image73.wmf] _________________

	___________________



	


( Are you currently taking any medications?    [image: image74.wmf] Yes  [image: image75.wmf] No

     If yes, please list: 


( Do you have any allergies?    [image: image76.wmf] Yes  [image: image77.wmf] No

     If yes, please explain: 


( Have you ever been hospitalized for any reason within the past 5 years?  [image: image78.wmf] Yes  [image: image79.wmf] No

     If yes, please explain:_____________________________________________________________________

( Do you use any tobacco products, such as smoking or chewing tobacco?   ( Yes   ( No

     If yes, what, and how often:_________________________________________________________________

( Are you under the care of a physician?  ( Yes   ( No

     If yes, please explain: _____________________________________________________________________

                Physician name: _____________________________Telephone: _____________________________

HIPAA PATIENT CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected health information to carry out:



*Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment);



*Obtaining payment from third party payers (e.g. my insurance company);



*The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more complete description of the uses and disclosures of my protected health information, and my rights under HIPAA. I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current coy of this notice.

I understand that I have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment, payment, and health care operations, but you are not required to agree to these requested restrictions. However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date I revoke this consent is not affected.

Signed this __________ day of _____________, 20____.

Printed Name: _________________________________________

Relationship to Patient: __________________________________

Signature: ____________________________________________

Dr. Kirk R. Hazelgrove, DDS, PC

9050 West Broad Street

Richmond, VA 23294
