Rory S. Jefferson, DDS Medical Alert For Office Use

797 NE Riddell Road
Bremerton, WA 98310
(360) 479-2440

Thank you for visiting our office. We want your visif to be pleasant and comfortable. Please help us by completing this form.

Patient Information

Name LAST FIRST MIDDLE INTEAL RICKNARE
Address e
CITY STATE ZIP
Employer Occupation
Birth date Height Weight
Phone: Home Social Security #
Work May we contact you at work? 0O Yes O No
Mokile 0O Male O Femals
Emergency: Name Phone
Insurance email:
Primary Dental Carrier
Subscriber Name Social Security # DOB
Relation to patient
Employer Insurance Co.
Insurance Co. Phone # Group #

Secondary Dental Carrier

Subscriber Name Social Security # DOB
Employer Insurance Co.
Insurance Co. Phone # Group #

Relation fo patient

Insurance Authorization Statement (Sign & Dale)

| hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. | understand that
| am responsible for all costs and dental treatment. | hereby authorize the Dental Office to administer such medications and
perform such diagnostic and therapeutic precedures as may be necessary for proper dental care. The information on this page
and the medical history is correct to the best of my knowledge.

Signature Date

If Patient is Under 18

Responsible Party Relation to Pafient
Address
STREET
ciry STATE Zp

Telephone




Other Information

How did you hear about us?

What was the reason for today's visit?

Do you have any questions or concerns we can help you with today?

Why did you leave your last dentist?

What did you like most about your last dentist?

What did you like feast about your last dentist?

Treatment Authorization Form

[ authorize and give consent to perform dental services agreed between doctor and patient and/or parent or guardian to be necessary
or advisable including the use of local anesthesia and other medication as indicated. 1 certify to the above statements
regarding my medical condition.

Payment for all treatment and services rendered are my responsibility.

PATIENTS SIGNATURE DATE

If patient is a child or requires a guardian;

PARENT/GUARDIAN SIGNATURE DATE



NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used
and disclosed, and how you can get access to this information. Please
review it carefully.

Dr. Rory S. Jefferson's practice respects your privacy. We understand that your
- Personal health information is very sensitive. We will not disclose your information to others
unless you tell us to do so, or unless the law authorizes or requires us to do so.

The law protects the privacy of the health information we create and obtain in providing our
care and services to you. For example, your protected health information includes your
symptoms, test results, diagnoses, treatment, health information from other providers, and
billing and payment information relating to these services. Federal and state law allows us
to use and disclose your protected health information for purposes of treatment and health
care operations. State law requires us fo get your authorization to disclose this information
for payment purposes.

Examples of Use and Disclosures of Protected Health Information for
Treatment, Payment, and Health Operations

For treatment;
Information obtained by a nurse, physician, or other member of your health care team
will be recorded in your dental record and used to help decide what care may be right
for you.
We may also provide information to others providing you care. This will help them stay
informed about your care.

For payment:
We request payment from your dental insurance plan. Dental plans need information
from us about your care. Information provided to dental plans may include
your diagnoses, procedures performed, or recommended care.

For health care operations:
We use your dental records to assess quality and improve services.
We may use and disclose dental records to review the qualifications and performance
of our dental team and for training.
We may contact you to remind you about appointments and give you information about
treatment alternatives or other dental-related benefit services.



OFFICE CANCELLATION POLICY
ACKNOWLEDGEMENT

A 72 hour notice is appreciated if you are unable to keep an appointment. This allows us
{o see and treat another patient who may be waiting for care. A minimum of 48 hours is
required to change or cancel an appointment. If you faif to keep an appointment, or cancel
without sufficient notice, we reserve the right to charge your account a fee consistent with
the type and length of your schedufed dental visit.

By signing below | acknowledge receipt of the Office Cancellation Policy.

Patient or legally authorized individual signature  Date

Printed name if signed on behalf of child Relationship



TIME 4:39 PM PTC And Asscciates
MEDICAL HISTORY
PATIENT NAME Birth Date

DATE 8/8/2013

following questions.

Although dental personnel primarily treat the area in and arcund your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be faking, could have an important interrefationship with the dentistry you will recelve. Thank you for answering the

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or hac a major operation?("} Yes () No

Have you ever had a serious head or nack injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you faken, Phen-Fan or Redux? O Yes O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing blsphosphonates?O Yes O No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

—Women: Are you
Pregnant/Trying to get pregnant?{_) Yes () No

Taking oral contraceptives? () Yes () No

Nursing? () Yes () Ne

—Are you allergic to any of the following?

Have you ever had any serious iliness not listed above? () Yes {) No

[ ] Aspirin [] Peniciliin [ ] Codeine [ ] Local Anesthetics [ ] Acrylic || Metal [ ] Latex [ ] Sulfa drugs
[ ] Other If yes, please explain:
r—Do you have, or have you had, any of the following?
AIDSHIV Positive () Yes (O No | Cortisone Medicine {0 Yes (O No | Hemophliia () Yes (O No | Radiation Treatments O Yes O No
Alzheimer's Disease () Yes () No | Diabetes {0 Yes () No | Hepatltis A (O Yes (O No | Recent Weight Loss ) Yes O No
Anaphytaxis () Yes (O No | Drug Addiction {) Yes (O No | HepatitisBor G () Yes () No | Renal Dialysis () Yes {) No
Anemia () Yes (O No | Easily Winded {) Yes () No | Herpes (D Yes (O No | Rheumatic Fever () Yes () No
Anglna ) Yes (O No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rheumatism O Yes () No
Arthritis/Geut () Yes () No | EpllepsyorSeizures {0 Yes () No | High Cholesterol () Yes () No | Scarlet Fever (O ves (O No
Avtificial Heart Valve () Yes (O No | Excessive Bleeding () Yes () No | Hives or Rash (O Yes (O No | Shingles (> ves (O No
Artificial Joint {3 Yes (O No | Excessive Thirst {0 Yes (O No | Hypoglycemia () Yes () No | Sickle Cell Disease (O Yes () Ne
Asthma () Yes (O No | Fainting Spells/Dizziness{) Yes () No | Irregular Heartbeat () Yes {0 No | Sinus Trouble (3 Yes (O No
Blood Disease {) Yes (O No | Frequent Cough (O Yes () No | KidneyProblems () Yes () No | Spina Bifida (O Yes (O Ne
Blood Transfuslon {7 Yes (O No | Frequent Diarrhea () Yes (O No | Laukemia (O Yes (O No | Stomach/intestinal Disease () Yes () No
Breathing Problem {0 Yes (O No | Frequent Headaches () Yes () No | Liver Disease () Yes (O No | stroke (O Yes O No
Bruise Easfly {0 Yes (O No | Genital Herpes (O Yes (O No | Low Blood Pressure () Yes {) No | Swelling of Limbs O Yes (U No
Cancer ) Yes (O No | Glaucoma (O Yes (O No | Lung Disease () Yes {) No | Thyroid Disease (O Yes (O No
Chematherapy {) Yes () No | Hay Fever () Yes () No | Miiral Valve Prolapse () Yes {) No | Tonsilitis (J Yes () No
Chest Pains {0 Yes (O No | HearlAdack/Failure () Yes () No | Osteoporosis () Yes {) Mo | Tuberculosis () Yes () No
Cold Sores/Fever Blisters {) Yes { ) No | Heart Murmur O Yes ) No | PaininJawdoints () Yes (J No | Iumors or Growths (2 Yes (3 No
Congenital Heart Disorder{_ ) Yes () No | Hoart Pacemaker (D Yes {) No | Parathyroid Disease () Yes (( No Ulcars ) Yes (3 No
Convulsions {0 Yes (O No | Heart Trouble/Disease () Yes {) No | Psychiatic Care () Yes () No Venereal Discase ( Yes () No
Yellow Jaundice O Yes (O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my {or patient’s) health. It is my responsibility to inform the denta! office of any changes in medical status.

' SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




