TERRAGREEN DENTAL

TerraGreenDental.com | Phone 417.887.3860 | Fax 417.887.7749

Patient Registration

First Name Last Name Middle Initial
Address

City , State , Zip

Cell# Home# Work#

Birthdate Soc. Sec # Employer

Sex: M F Marital Status: Married Single Windowed

Email Address:

Referred By:

Responsible Party: (If someone other than the patient)

First Name: Last Name Middle Initial
Address City State Zip
Cell# Homet## Work#

Birthdate: Soc. Sec# Employer:___

Insurance Information: (Please have insurance card available)

Insurance Company: Phone # for insurance company
Relationship to insured: Group #:

Name of Insured: Employer:

Insured Date of Birth: Insured’s Member # or Soc. Sec #:

Home Address of insured: (if different then the patient or responsibility Party)

If you have any Secondary Insurance please let us know

2305 SOUTH BLACKMAN ROAD | BUILDING A SUITE 100 | SPRINGFIELD, MISSOURI 65809




l TeRRAGREEN DENTAL

Patient Name

BirthDate 7/ /

DateCreated __/__/

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your ent{'re bo.dy.
Health problems that you may have, or medication that you may be taking, could have an important interrelationship
with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician’s care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel, or any other
medications containing bisphosphonates?

Are you on a special diet?
Do you use tobacco?

OYes CONo
OYes OONo
OYes CONo
OYes CONo
OYes OONo

OYes CONo
OYes CONo
OYes ONo

If Yes:
If Yes:
If Yes:
If Yes:
If Yes:

If Yes:
If Yes:
If Yes:

Women: Are you... O0Pregnant/trying to get pregnant? ONursing? O Taking oral contraceptives?
Are you allergic to any of the following? (0 Aspirin O Penicillin [0 Codeine O Acrylic OMetal

OLatex [OSulfa Drugs [Local Anesthetics [ Other
Do you use controlled substances? OYes OONo If Yes:

Do you have, or have you had, any of the follovviin g

AIDS/HIV Positive OYes[INo
Alzheimer’s Disease OYesOINo
Anaphylaxis OYesONo
Anemia OYesOINo
Angina OYesCINo
Arthritis/Gout OYesOONo
Artificial Heart Valve OYesCINo
Artificial Joint OYesONo
Asthma OYesCINo
Blood Disease OYesCINo
Blood Transfusion OYesOINo
Breathing Problems OYesONo
Bruise Easily : OYesCOINo
Cancer - OYesONo
Chemotherapy OYesONo
Chest Pains OYesCINo

Cold Sores/Fever Blisters [CIYesCINo
Congenital Heart Disorder C1Yes CINo
Convulsions OYesCINo
Cortisone Medicine OYesCOINo

Have you ever had any serious illness not listed? OYes CONo  If Yes:

Comments

Diabetes OYesCINo
Drug Addiction [OYesCINo
Easily Winded OYesOONo
Emphysema OYesCINo
Epilepsy or Seizures ~ [OYesCINo

Excessive Bleeding OYesCINo
Excessive Thirst OYesCINo
Fainting Spells/Dizziness CIYesCINo
Frequent Cough OYesCINo

Frequent Diarrhea OYesCINo

Frequent Headaches  C1YesCINo
Genital Herpes OYesONo
Glaucoma OYesCINo
Hay Fever OYesCINo
Heart Attack/Failure ~ OYesCINo
Heart Murmur OYesCNo
Heart Pacemaker OYesCINo
Heart Trouble/Disease [IYesCONo
Hemophilia [IYesCINo
Hepatitis A OYesCINo

Herpes

Hives or Rash
Hypoglycemia

Leukemia
Liver Disease
Lung Disease

Osteoporosis

Renal Dialysis

Hepatitis B or C

High Blood Pressure
High Cholesterol

Irregular Heartbeat
Kidney Problems

Low Blood Pressure
Mitral Valve Prolapse

Pain in Jaw Joints
Parathyroid Disease
Psychiactric Care
Radiation Treatments
Recent Weight Loss

OYesCONo
OOYesCINo
OYesCONo
OYesCINo
OYesCINo
OYesCINo
OYesCINo
OYesCINo
OYesCINo
OYesCINo
OYesCONo
OYesCINo
OYesOONo
OYesCOINo
OYesCINo
OYesCINo
OYesCINo
OYesCINo
OYesCONo
OYesCINo

Rheumatic Fever OYesCINo
Rheumatism OYesCINo
Scarlet Fever OYes[COINo
Shingles OYesONo
Sickle Cell Disease OYesONo
Sinus Trouble OYesONo
Spina Bifida OYesCINa
Stomach/Intestinal Disease [JYesCINo
Stroke OYesCINo
Swelling of Limbs OYesCINo
Thyroid Disease OYesCINo
Tonsilitis OYesCINo
Tuberculosis OYesCINo
Tumors or Growths OYesCINo
Ulcers OYesCINo
Venereal Disease OYesCONo
Yellow Jaundice OYesCINo

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 my patient’s) health. It is my responsibility to inform the dental office
of any changes in medical status.

Signature of Patient, Parent, or Guardian

Pate L f o




CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT, PAYMENT OR
HEALTHCARE OPERATIONS

Date

| understand that as part of my healthcare, Thomas F. Hoff, DDS, LLC and
Camille Tague, DDS, originates and maintains health records describing my health history, symptomes,
examination and test results, diagnosis, treatment, billing information and any plans for future care or
treatment. | understand that this information serves as: A basis for planning my care and treatment; A
means of communication among the many health professions who contribute to my care; A source of
information for applying my diagnosis and dental information to my bill; A means by which a third party
payer can verify that services billed were actually provided; and A means by which payment for services
can be made. | understand and have been provided with a NOTICE OF PRIVACY PRACTICES that provides
a more complete description of information uses and disclosures. | understand that | have the right to
review the notice prior to signing this consent. | understand that the organization reserves the right to
change its notice and practices and will provide a copy of any revised notice. | have the right to object to
the use of my health information for directory purposes. | understand that | have the right to request
restrictions as to how my health information may be used or disclosed to carry out treatment, payment
or healthcare operations and that the organization is not required to agree to the restrictions requested.
| understand that | may revoke this consent in writing, except to the extent that the organization has
already taken action in reliance thereon. | have the right to request restrictions on the use of my health
information. | understand that my request is not agreed to by Thomas F. Hoff, DDS, LLC, unless it agrees
to the request in writing.

I understand that for convenience or necessity, | would like my health information available to the
following friends or family members:

List family member(s):

| fully understand and accept the terms of this consent.

Signature of patient (or guardian if patient is a minor):




