Kindly Dental

18652 NW 67th AVE | MIAMI FL, 33016 | Phone: (305) 474-0400 | Fax: (305) 474-0094

PATIENT INFORMATION

Date Birthdate
Patient/Guardian Employer
SSN# Occupation
Name Employer Address
Last name First name Ml

City State Zip
Address

Employer Phone ( )
City State Zip
Email

Guardian or Spouse Name
Sex OM aF Age

PHONE NUMBERS
Home ( ) Work ( ) Ext Cell ( )

Guardian or Spouse work( ) Best time to reach you

IN CASE OF EMERGENCY CONTACT

Name Relationship

Phone ( ) Work Phone ( ) Ext
DENTAL HISTORY

Reason for today's visit Date of Last Dental Visit

Date of Last Dental X-rays

Please mark "Yes" or "No" to indicate if you have had any of the following:

Bleeding gums oYes oONo Lip or cheek biting oYes oONo
Bad breath oYes  oONo Loose teeth or broken filling oYes  oONo
Blisters on lips or mouth oYes oNo Mouth breathing oYes oNo
Burning sensation on tongue oYes oNo Mouth pain, brushing oYes oNo
Chew on one side of mouth oYes oNo Orthodontic treatment oYes oNo
Cigarette, pipe, or cigar smoking OYes oNo Pain around ear oYes oNo
Clicking or popping jaw oYes  oONo Periodontal treatment oYes  oONo
Dry mouth oYes  oONo Sensitivity to cold oYes  oONo
Fingernail biting oYes  oONo Sensitivity to heat oYes  oONo
Food collection between the teeth oYes oNo Sensitivity to sweets oYes oNo
Foreign objects oYes oNo Sensitivity when biting oYes oNo
Grinding teeth oYes oNo Sore or growths in your mouth oYes oNo
Gums swollen or tender oYes oNo

Jaw pain or tiredness oYes  oONo How often do you floss?

How often do you brush?
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HEALTH HISTORY

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).
oYes ©No

Place a mark on "Yes" or "No" to indicate if you have had any of the following:

AIDS/HIV oYes oNo Contact Lenses? oYes oNo Radiation Treatment oYes oNo
Anemia oYes oNo Emphysema oYes oNo Respiratory Disease oYes oNo
Arthritis, Rheumatism oYes  oONo Epilepsy oYes oONo Rheumatic Fever oYes oONo
Artificial Heart Valves oYes  oONo Fainting or Dizziness oYes oONo Scarlet Fever oYes oONo
Artificial Joints oYes  oONo Glaucoma oYes  oONo Shortness of Breath oYes  ONo
Asthma oYes oNo Headaches oYes oNo Sinus Trouble oYes oNo
Back Problems oYes oNo Heart Murmur oYes oNo Skin Rash oYes oNo
Biphosphonates oYes oONo Heart Problems oYes oONo Special Diet oYes oNo
(Boniva, Fosamax, Zometa) Hepatitis Type oYes oONo Stroke oYes oONo
Bleeding abnormally oYes  oONo Herpes oYes oONo Swollen Feet/Ankles oYes oNo
with extraction or surgery High Blood Pressure oYes oONo Swollen Neck Glands oYes  oNo
Blood Disease oYes  oONo Jaundice oYes oONo Thyroid Problems oYes  oNo
Cancer oYes oNo Jaw Pain oYes oNo Tonsillitis oYes oNo
Chemical Dependency oYes  oNo Kidney Disease oYes  oONo Tuberculosis oYes  oONo
Chemotherapy oYes oNo Liver Disease oYes oNo Tumor or growth oYes oNo
Circulatory Problems oYes  oONo Low Blood Pressure oYes  oONo on head or neck
Congenital Heart Lesions oYes  oNo Mitral Valve Prolapse oYes oONo Ulcer oYes oNo
Cortisone Treatments oYes oNo Nervous Problems oYes oNo Venereal Disease oYes oNo
Cough, persistent/blood oOYes  oNo Pacemaker oYes oONo Weight Loss, unexplained oYes  oNo
Diabetes oYes  oONo Psychiatric Care oYes  oONo
Have you ever been hospitalized? oYesoNo  If yes, explain Date
Women:
Are you pregnant? oYes ©No  Due Date Are you nursing? oYes oONo

Taking birth control? oYes ©No

Physician's Name Phone ( ) Last Visit Date
MEDICATIONS ALLERGIES
List any medications you are currently taking:
O Aspirin O Local Anesthetic
O Barbiturates O Penicillin
o Codeine o Sulfa
O lodine 0O Other
O Latex o None

ACKNOWLEDGEMENT

The information given above is accurate to the best of your knowledge:

Signature of Parent or Guardian Date




Kindly Dental

18652 NW 67th AVE | MIAMI FL, 33016 | Phone: (305) 474-0400 | Fax: (305) 474-0094

Financial Policy
It is important to us that the quality of our business matches the quality of our dental care. We want the
handling of your account, from the start to be perceived as an extension of the dental care we provide you

and your family.

Patient's Role

As with any partnership, both parties have a role to play. Our role is to provide you with quality service. In
turn, your role is to pay for your treatment at time of services. Our team will work with you to determine
financial arrangements. With an agreement made, our joint follow-through will result in a win for everyone.
So that we may file your insurance claim(s) correctly, we ask all patients to provide the insurance information
and card before seeing the doctor as that insures our office of obtaining the correct information to better

serve you in regards to your benefits.

Regarding Insurance

We file insurance claims for all patients with insurance benefits. We accept assignment of insurance benefits,
however the balance is your responsibility whether your insurance company pays or not. We cannot bill your
insurance company unless you give us your complete insurance information. Your insurance policy is a
contract between you and your insurance company. We are not a party to that contract. In the event that your

insurance company denies payment of a service, you are responsible for that fee.

I have read the Financial Policy. | understand, accept, and agree to the above Financial Policy.

Signature of Patient or Guardian Date

Witness
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH IMFORMATION (PHI)
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICIES

*CONSENTIMIENTO DEL PACIENTE PARA USAR Y COMPARTIR INFORMACION PERSONAL DE
SALUD Y CONFIRMACION DE RECIBO DE LA NOTA DE PRACTICAS DE PRIVACIDAD

| acknowledge that | have been provided with Kindly Dental, “Notice of Privacy Practices”., and | am giving my consent for the
use and disclosure of Protect Health Information as required and / or permitted by law.

*Confirmo que se me ha proveido con la “Nota De Practicas De Privacidad” de Kindly Dental, y doy mi consentimiento para usar
y compartir Informacion Personal De Salud como lo permita y/o requiera la ley.

Patient Name: (please print)

Nombre Del Paciente: (nombre en letra de molde por favor

Patient Signature (or legal representative; proof may be requested)

Firma Del Paciente: (o representante legal; prueba puede ser requerida)

Date: (dd/mm/yy)
Fecha: (dd/mm/aa)




