REGISTRATION AND TREATMENT

Date e Home Phone ()
Cell Phone ( )
PATIENT INFORMATION
Name SS/HIC/Patient ID # o
Last Name First Name Middle Inital

Acdress - o ) o E-Mail B o

City Slate _Zip

Sex(OM TF  Age Birthdate 1 Marriec 1 Widowed [ single [} Minor

[l Separated [ ] Divorcec [ ] Partnerec for years

Patient Employer/School QOccupalion

Employer/School Address . Employer/SchoolPhore(_ Yy
Whom may we thank for referring you?
In case of emergency who should be notiliec? _ Phone(_ ) o
PRIMARY INSURANCE
Person Responsible for Account B -
Last Name First Name Migcle Ingial
Relation to Patient e Birlhdate. |D#/Soc. Sec. # _
Acaress (Il diflerent from palient’s) Phone ( )
City e . SAe Zip o
Person Responsible Employec By Occupation
Business Accress T ———— o BusinessPhone ()
Insurance Company
Contract #_ . Growp# . Subscriber# o
Names of other dependents coverad under this plan S o
ADDITIONAL INSURANCE
is patient covered by additional insurance? [ Yes 7] Ne
Subscriber Name Relalion to Patient Birthcale J—
i\ Accress (If different from palient’s) Phone ( ) N
; Cay e e State. Zp___
Subscriber Employed By Business Phone ( ) B
Insurance Company e o o Soc Sec.# R o
Contracl # Group # Subscriber #

Names of other dependents coverec underthisplan . e

Pfeés;.--agaﬁplete Above lnforr;;;tion and Next Page
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DENTAL HISTORY

Reason for Today's Visit S _ Date of last dental care o .
Former Denlist Dale of lasl cenlal X-rays
Address _

Check ( v ) if you have had problems wilh any of the lollowing:

"] Bad brealh [J Grinding leelh [Z] Sensitivity lo hot

_] Bleeding gums J Loose teeth or broken fillings (3 sensilivity lo sweets

T Clicking or plopping jaw J Periodontal treatment [ Sensilivily when biting

| Food colleclion belween teeth ] Sensitivily to cold (L] Sores or growths in your mouth

How often do you floss? How often do you brush?

MEDICAL HISTORY

Physician’s Name Date ol Lasl Visil
Have you hac any serious illnesses or operations? [l Yes [ No If yes, describe - S
Have you ever had a bload translusion? [l Yes [ No If yes, give approximate dates

Have you ever laken any of the group of crugs collectively referred to as ‘fen-phen?” These include combinations of lonimin, Apicex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (cexienfluraming). [ Yes [ ] No

{(Women) Are you pregnant? [IYes []No Nursing? [Yes [IiNo laking birth control pills?  [CYes [ ! No

Check ( v ) if you have or have had any of the lollowing:

— Anemia L] Cortisone Trealments O Hepatitis ] Scarlel Faver

T Arthritis, Rheumatism [ Cough, Persistent [ High Blood Pressure [0 Shorlness of Breath

_ Arificial Heart Valves ] Cough up Blood ] Hiv/AIDS [ Skin Rash

! Artificial Joints [l Diabeles (] Jaw Pain [] Stroke

. Asthma 1 Epilepsy [l Kicney Disease " Swelling of Feel or Ankles

. Back Prohlems _ Fainting ] Liver Disease [ Thyraid Problems

| Bloac Disease ] Glaucoma (] Mitral Valve Prolapse .| Tobacco Habit

_ Cancer 7] Headaches [} Pacemaker 7 Tonsillitis

_ Chemical Depencency T Heart Murmur [0 Radiation Treatment T Tuberculosis

") Chemolherapy [ Hearl Problems [} Respiratory Disease [ Ulcer

[} Circulatory Problems 7 Hemophilia [Z] Rheumalic Fever ] Venereal Disease
MEDICATIONS ALLERGIES

Ust medications you are currenily laking:

AUTHORIZATION

| certify that |, andfor my dependent(s), have insurance coverage with - S ____and assign directly lo

Dr. all insurance benelils, if any. otherwise payable 10 me for services renderec. | understand that |

am financially responsible for all charges whether or nol paic by insurance. | autherize the use of my signature an all insurance submissions.

The above-named denlist may use my haalth care information anc may disclose such information to the above-named Insurance Company(ies) anc
their agents for the purpose of obtaining payment for services and delermining insurance henefits or the benelfits payable for related services This
consent will end when my current treatment plan is compleled or ene year from the dale signed below.

Date

Signature of Palient, Parent, Guardian o Personal Reprasentative

Please print name of Patient, Parent, Guarcian or Personal Representative Relationship to Patient
Payment is due in full at time of treatment unless prior arrangements have been approved.




South Tulsa Dental
Christopher D. Tricinella D.D.S.
6232 E. 62 St.

Tulsa, OK 74136

I understand that under the Heath Portability & Accountability Act of 2996 (*"HIPPA”) | have certain
rights to privacy regarding my protected health information. | understand that this information can and
will be used to:

% Conduct, plan & direct my treatment and follow-up among the multiple healthcare providers
who may be involved in that treatment directly and indirectly.
< Obtain payment from third-party payers
< Conduct normal healthcare operations such as quality assessments and physician certifications.
I have read, received, and understand you Notice of Privacy Practices. | understand that this

organization has the right to change it Notice of Privacy Practices from time to time, and that | may
contact this organization at any time at the above address to obtain a current copy of this Notice.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment, or healthcare operations. | also understand you are not
required to agree to my requested restrictions, but if you agree then you are bound to abide by such
restrictions.

Patient’s Name (Print)

Relationship to Patient (If patient is a minor)

Signature Date

Office Use Only

| attempted to obtain the patients signature in acknowledgement of this Notice of Privacy Practices but
was unable to do so as documented below.



South Tulsa Dental
Christopher D. Tricinella D.D.S.
6130 East 61* Street
Tulsa, OK 74136

X-Ray and Dental Records Release Form
Date: - -

Dr.
(Dentist you are requesting X-rays and dental records from)

| hereby authorize you to release all dental radiographs and/or dental records for

(Patient’s first and last name)

Please forward all materials to:
South Tulsa Dental
Christopher D. Tricinella D.D.S.
6130 East 61* Street
Tulsa, OK 74136

Signature:

(Patient or Legal Guardian)



Medical Information Release Form

(HIPAA Release Form)

Name: Date of Birth: / /

Release of Information

(] | authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released
to:

[ ] Spouse

[ ] Child(ren)

[ ] Other

(] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call []Jmyhome []mywork []my cell Number:

If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

(]

The best time to reach me is (day) ' between (time)

Signed: Date: / /

Witness: Date: / /




