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Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out thisk[orm
completely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.
Patient #
5 - SS#/SIN
Patient Information (conFpENTIAD Date
Name Birthdate Home Phone
Address City trg%e/ ZPI%
Email Cell Phone
Check Appropriate Box: Tl Minor ~ O Single [0 Married O Divorced [0 Widowed [J Separated
State/ Full Part
If Student, Name of School/College City Prov. O Time O Time
Patient or Parent/Guardian’s Employer Work Phone :
Address City f-‘(‘fv.e’ ZPlpé
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone

Responsible Party

Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate Financial Institution

Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [ Yes O No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

O Cash O Personal Check Credit Card OO VISA [ MasterCard O Iwish to discuss the office’s payment policy.
Insurance Information

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/
Address of Employer City Prov. BC.
Insurance Company Group # Policy/ID #

A State/ Zip/

Ins. Co. Address City. Prov. R

How much is your deductible? How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes O No IF YES, COMPLETE THE FOLLOWING:
; Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Zip/
Address of Employer City Prov. PDC
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. P.PC.

How much is your deductible? How much have you used?

Over Please

Max. annual benefit



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ..............ccocccoeevrveermnnneen. O O 10. Are you wearing contact lenses?................ccoeovveeeveenecens [E] el
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... IS ) Local Anesthetics (e.g. Novocain) ...............ccccccuvvvivucce. O
If yes, please explain Penicillin or any other Antibiotics...... O
Sulfa Drugs O
3. Are you taking any medication(s) Barbiturates a
including non-prescription Medicing? .............cccoveeveeercevcviecinenes 20 Sedatives.......... O
If yes, what medication(s) are you taking? JOBINE st o R v st sy e o sesoins O
T oy O
4. Have you ever taken Fen-Phen/Redux? ..............cocovveoreerrerrernnnn. O O Any Metals (e.g. nickel, mercury, etc.).... O
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer U R DB . orenesssms ssmsrssssntasasexesssnss s tart s seasmiasannss O
medications containing bisphosphonates?..................ccccceceveueee. =B Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
T EHEAASELE HOUESD. sovvemiaisscsisiinsinsstio, s R R e (=] ] associated with a known illness (lasting more than 3 weeks)?... [ [
7 DO U USELODICE0T orecsceremeraniesmsssonrss st S Im 13. Women Only:
8. Do you use controlled SUbStANCES?............occovviririeeirincrcceiianennns O O a) Are you pregnant or think you may be pregnant?........ E] E
) DY ATEYOUTUISING?. ..o ewonsomensmensonppssspmsasssossosessesst
9. Do you have or have you had any of the following ) Are you taking oral CONtIaceptives?...................... 0 O
Yes No Yes No No
High Blood Pressure....................... Bl El  Heart DRBIE s O Bl ChesE P O
Heart Attdck............coovveecererererernne. | Cardiac Pacemaker ........................ O [O  Easily Winded............... O
Rheumatic Fever ............o...cccooe.... 5 | Heart MUIUT.............oveerrirreninnee [ B R A S O
Swollen Ankles...................... O O  Angindo..ooe. O [  Hay Fever/Allergies O
Fainting / Seizures......................... Elr 5] Frequently Tired i SR | Tuberculosis.................... a
AStRING.....covivcissiituisasiinssini Bl T  Bhemidcerastans [J [  Radiation Therapy......... O
Low Blood Pressure.............. ENEE Emphysema...............ccccoo..... O O  Glaucoma...........cooneeen.. O
Epilepsy / Convulsions O O CANGEE civsiecsins OO [ Recent Weight Loss......... OJ
LEUREI 1o sssnsomeasioinss O O Arthritis H [ EierDsesss.aana O
DAADELES .....o.vveovereeccnnnsirieninns O O  Joint Replacement or Implant......... Ol O Hetrt Touble'ommeuasmisss O
Kidney Disedses...............ccccovveennenn. O O Hepatitis / Jaundice........................ 0 [  Respiratory Problems...........cccc....... B
AIDS or HIV Infection........... O O Sexually Transmitted Disease.......... 00 O  Mitral Valve Prolapse........................ o 0O
Thyroid Problem ............................ o ad Stomach Troubles / Ulces............... B 5L Oher aL o
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.............ccccc....e. ] 8. Do you have frequent headaches?...............ccccccccovuuncne. O 0O
2. Are your teeth sensitive to hot or cold liquids/foods?.................... {m] L [ 9. Do you clench or grind your teeth?...............cccoorveuvrrane. B¢
3. Are your teeth sensitive to sweet or sour liquids/foods? ................ (5] [i] 10. Do you bite your lips or cheeks frequently? ..................... 0
4. Do you feel pain to any of your teeth?...................ccoovveereverrien. (S8 [} 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?............. [E [ i o e R e e ]
6. Have you had any head, neck or jaw injuries?..............cccccoocccuuce. EIE 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing exdrIcHONS 2 e i, i A
problems in your jaw? 13. Have you had any orthodontic treatment?...................... il ]
()71 e O SO o Ko B B o e O ) [E] [ 14. Do you wear dentures or partials?.............c.ccccovcoennnn. = [
Pain (joint, ea, side of face) ............. 118 | If yes, date of placement
Difficulty in opening or closing Lk o IS ) 15. Have you ever received oral hygiene instructions
Difficulty i CHEWING .......vceevercrivieesiiensireeesesenesserenees 0 [ | regarding the care of your teeth and gums? ................... =) ]
16. Do you like your SMile?...............ooveverervnerreesersncasnrsennne sy

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor's Comments

Signature Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306



Elizabeth H. Guerrero D.D.S.
A Professional Corporation

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:

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 information 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 operations, of the uses and disclosures we may make
of your protected heaith information, and of other important matters 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:
+ phone 275-0666 fax 275-0647
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
| ' , have had full opportunity to read and consider the contents of this Consent form

énd your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and disclosure of
my protected health information to carry out treatment, payment activities and heath 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:

Relationship to Patient:

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



Elizabeth H. Guerrero D.D.S.
. A Professional Corporation

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

l, , have reviewed a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

We attempted to obtaih 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

0 B:8 0O

Other (Please Specify)

-

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Associafion.

This Form Is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

T



DENTAL INSURANCE ASSIGNMENT OF
BENEFITS

| authorize Dr. Guerrero to release any/all information including: exams,
treatment records, x-rays, and diagnosis. For services rendered to me or my
dependents during the period of such dental care, to third party payors and/or
other health care providers.

| authorize and request my insurance company to pay directly to Dr.
Guerrero, insurance benefits otherwise payable to me.

| understand that my insurance carrier may pay less than the actual bill for
services rendered. | agree to be responsible for payment of all services rendered
on my behalf or my dependents.

~

Signature Date



Discrimination is Against the Law

Dr. Elizabeth H. Guerrero
complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Dr. Elizabeth H. Guerrero
does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Dr. Elizabeth H. Guerrero:

« Provides free aids and services to people with disabilities to communicate effectively with us,
such as: ‘ : :
o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats)
« Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Dr. Elizabeth H. Guerrero.

If you believe that Dr. Elizabeth H. Guerrero

has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portaifiobby.jsf, or by mail or
phone at: '

U.S. Department of Health and Human Services
200 Independence Avenue, SW

~ Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hitp.//www.hhs.gov/ocr/office/file/index.html.




| ADA Center for
A Professional Success™

- Louisiana

We will take reasonable steps to provide free-of-charge language assistance services to people who
speak languages we are likely to hear in our practice and who don’t speak English well enough to talk
to us about the dental care we are providing.

Spanish:

Tomaremos acciones razonables para proporcionar servicios de asistencia linglistica gratuitos a aquellas
personas cuyo ienguaje escuchemos frecuentemente en nuestro consultorio y que no hablen un inglés lo
suficientemente bueno como para hablar con nosotros sobre el servicio odontolégico que suministramos.

French:

Nous prendrons les mesures raisonnables pour foumir des services d'assistance linguistique gratuits pour les
individus qui parient des langues que nous sommes susceptibles d'entendre durant nos séances et qui ne parient
pas suffisamment bien I'anglais pour discuter avec nous concemant les soins dentaires que nous foumissons.

Vietnamese:

Cht’mg t6i sé thire hién cac buréc cn thiét dd cung cép dich wu hd tro ngdn ngix mién phi cho nhitng ngudi giao
tiép bang nhirng ngdbn ngl ma chung tdi c6 thé nghe thay tai phong kham clia minh va cho nhirng ngudi khéng
¢6 A0 trinh d6 tiéng Anh aé th3o luan vé dich vu cham séc nha khoa mé chuing tdi dang cung cp.

Chinese:

ENEAFRHBIRARANEERFERNEFREEFRHNARRNE DR XFEFE

Arabic:
e oAl cilal & faady Gl el 4SS ) g 4 salll Sacbuaall cilesd 58 8 Jaf e A gine il ghad ST a 485 g
G Ao 5 Slats Lagh Ll m‘WM%@LJ@Y‘MOJ@YCJ.N'J‘-E“J‘MJX\«#!WC)‘&JJ‘
. - gasis I

Tagalog: N

Gagawin namin ang mga makatwirang hakbang para maibigay namin ng walang bayad ang mga tulong na
serbisyo sa wika para sa mga taong nagsasalita ng mga wikang karaniwan naming naririnig sa aming
pagsasagawa at sa mga hindi bihasa sa pagsasalita ng Ingles na sasangguni sa amin tungkol sa pangangalaga
ng ngipin na ibinibigay namin.

Korean: -

M3l MES XK|B S510] 90| X9 MHAS 222 HIY AYLICH CHot, ARE X s|o)H HAo| Y
010 & AX| Ot X3 X|of 22| Mu|20] Cisl 2HE E 4= A TS S0|2 A2 80| FBSHX| = HR2
s ELCH

Portuguese: :

Tomaremos medidas razoaveis para prestar servicos de assisténcia de linguagem livres de encargos para as
pessoas que falam linguas que poderemos ouvir na nossa pratica e que ndo falam Inglés bem o suficiente para
nos falarem sobre os cuidados odontolégicos que estamos a fomecer.

Laotian: |

woncSrarlgguneviiconrdy .. _ 4
e ltiv3nmgouciadiwrztcgoscidvdiicdrwrsriiwontElsrnsldbudlvnvaEndevasgwonc :
£ «car GHOCDINTIBHROIGBW cieSuHLWONEITjONLNIBICLIQEIccEoDWONCEINIFII0 D).

ADA American Dental Association® Success ADA.org | © 2016 American Dental Association. All rights reserved. 1



iSk ADA Center for
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Japanese: .
RECHTODITHICT S JEENHIZELRHETALT, KU BH L TV LEREEICOLT, EENE
NEEEFTLEVARIC, KEBOEEXEY - ER2B{ITI-DICSENLHBEZRL D3 YTT,

Urdu:
Chy e g S Sl ) S S B8 ol e i s a8 S G e ) 038 Ul s ke g2 oS K0l
S g Al e S sladt S s

German: .

Wir werden angemessene Schritte unternehmen, um denen eine gebahrenfreie Sprachunterstiitzung zu bieten,
die Sprachen sprechen, die wir moglicherweise in unserer Praxis horen, die aber kein Englisch sprechen, das gut
genug ist, um mit uns Gber die Zahnpflege zu sprechen, die wir anbieten.

Persian (Farsi):
oad gl aia 3 ol pe iladd o 4l 0 La by o 613 Ll ouastBt 3 AS (ol it 4y ) A g3 i 430 (gl La
Ll palgd ) i

Russian:

Mbi npuHUMaem HeoBXxoAUMbIe Mephl, HTOGH NPeAOCTaBUTL BecrnnaTHbIe yeryru nepesoaumnka Ans obujeHus Ha
A3bIKAX, C KOTOPLIMU Mbl CTANKUBAEMCA B HaLLIEW NpakTuke ¢ KIMeHTaMy, KOTOpbIe He BNapetoT aHrNUUCKUM
AI3LIKOM BOCTATOMHO, UTODLI 0BCYAUTL C HaMU cToMarosnioruueckoe obcnyxusaHue, KOTopoe Mbl NPeACCTaRNAEM.

Thai:

wlsidlldndusianslvudnsgthasunimn taatilfidusnns
Widugililgunsadassaranmmdonaeifmsunisguamiuanssudniudnslagiwauasldny
Mrainasisdfulasluguaduanssutadn

Reproduction of this material by member dentists and their staff is permitted for non-commercial use in their
dental offices, on their websites, and on publications and communications for purposes of compliance with the
Section 15657 final rule. Any other use, duplication or distribution by members or any other party requires the prior
written approval of the American Dental Association.

This material is for general reference purposes only and does not constitute legal advice. It covers only the
Section 1557 final rule tagline requirement, not other federal or state law. Changes in applicable laws or
regulations may require revision. Dentists should contact qualified legal counsel for legal advice, including advice
pertaining to compliance with Section 1557 of the Affordable Care Act, and the U.S. Department of Health and
Human Services rules and regulations.

© 2016 American Dental Association. All rights reserved.
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