@ BRATTON

DENTAL CO.

Patient Information:

Patient Name: Preferred Name:

Birth Date: Male: Female: Married: Single: Minor: Y N
SSi:

Address: City: State: Zip:
Home Phone #: Work #: Cell #:

E-mail address: Canwe textyou? YES NO
Employer:

Emergency Contact: Phone #:

Other family members seen by us:

How did you hear of us?

If referred by someone, whom may we thank for the referral?

Parent/Guardian Information:

Name: Relationship to patient:

Birth Date: SS#:

Address: City: State: Zip:
Home Phone #: Work #: Cell #:

Dental Insurance Information (Primary):

Policyholder's Name: Birth Date: SSi#:
Insurance Company: Group #:
Employer: Policyholder’s ID#:

Patient Relationship to Policyholder: Self Spouse Child Other

Dental Insurance Information (Secondary):

Policyholder's Name: Birth Date: SSit
Insurance Company: Group #:
Employer: Policyholder’s ID#:

Patient Relationship to Policyholder: Seilf Spouse Child Other




Time 8:13 AM Bratton Dental CO

Bratton Dental Co. Medical History Form 2022(Copy)

Date 4/19/2023

Patient Name:

Are you currently under a physicians care or have been

hospitalized recentiy?

Are you taking any medications, pills, or drugs? ¥ yes,

pleaselistbelow

Birth Date:

(Oves (OHo

(O Yes (Mo

Have you ever taken Fosamax, Boniva, Actonel or any other  (Tives ((iNe Ifyes |

medications containing bisphosphonates?

Women: Are you...

[:] Pregnant/Trying to get pregnant?

Are you allergic to any of the following?

[JAspirin DPenimlin
[m etal [[]tatex
Other?

Do you have, or have you had, any of the following?
DAIDS.“ HIV Positive/ Hepatitis

[]Diabetes

Dknemia

[:]Arthrit&sf Rheumatism
DScariet Fever
DArtiﬁciai Joint
D,&sthma

[]Sinus Trouble

I Blood Transfusion

[(]Frequent Headaches
[[JLtow Blood Pressure

1 Glaucoma

(| Chemaotherapy/ Radiation
D QOsteoporosis

[]Pain inJaw Joints
[JHeart Pacemaker

[:]Tobacco Lse

Haveyou ever had any serious iliness notlisted above?

Date Created:

E] Taking oral contraceptives?

[Jacry lic

[ Local Anesthetics

[:]Nursing?
DCodEine
DSu%fa Drugs
] 1f yes

[[]Excessive Bleading/ Hemaophilia
[:]Anaphyiaxisf.&l!ergy
D:—\ngina;’[hest pain

O Epilepsy or Seizures
[’__];“-rtificia! HeartValve
DExcessweThsrst
[T]Fainting Spells{ Dizziness
Dﬁicod Disease

O Stomach/ Intestinal Disease
[JLiver Disease

DSweEimg ofLimbsf Gout
E]Lung Disease
DMitraEValve Prolapse
[JTuberculosis

[JTumaors or Growths

Dulcers

Oves OMe

Di‘;lzhéimer’s Disease

[]Drug Addiction

DHigh Blood Pressurs

DHigh Chalesterol

[:]S’hing?a;

DHypogl!;cerma

[ Irregular Heartbeat/ Heart Murmur
DKidney Problems

] Breathing Problems/ Easily Winded
DStroke

[JCancer

[:]Thyroid Disease

[JHeart Attack/ Failure

M Cold Soresf Fever Blisters/ Herpes
DCongenital Heart Disorder

1 Psychiatric Care

To the best of my knowledge, the guestions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my
(or patient's) health. Itis my responsibility to inform the dental affice of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




T

{7/ DENTAL CO.

CONSENT TO DENTAL CARE: By my signature below, | warrant that | am the patient or parent/guardian of the patient. |

hereby request and authorize the healthcare providers of Bratton Dental Co, and their professional staff, to perform any dental
procedures which in their professional judgment is deemed necessary to properly diagnose and/or treat as needed.

PRIVACY POLICY (HIPAA): | acknowledge that I have r ead the Notice of Privacy Practice for Bratton Dental Co. and a copy
will be provided to me upon my request.

FINANCIAL AGREEMENT AND GUARANTEE: | accept full and complete financial responsibility for all dental services rendered to
the registered patient(s) and agree to any and all insurance co-payments, deductibles, and co-insurance that may be required under
the terms of my dental insurance policies, as well as pay for any dental care that is considered a “non-covered” service under the
terms of my dental insurance plan. | further acknowledge, understand and agree, that in the event that | fail to make such payments
in accordance with the payment policies of the Practice, or in the event of default of my financial obligation to pay for services
rendered, the Practice may terminate the “doctor-patient” relationship with the registered patient(s) in accordance with the Code of
Missouri. Furthermore, in the event of my default of my financial obligation, should my account be turned over to an external
collection agency for non-payment, 1 agree to pay any associated collection costs.

1 understand that in the event the patient(s) are not covered by a dental insurance plan, | will be required to pay for all services at the
time they are rendered.

OFFICE VISITS: are by appointment only. We will try to accommodate walk-ins, however they will not be given priority over
patients who have appointments.

LATE POLICY: Patients are asked to arrive 10 minutes before their scheduled appointment time in order to complete the check-in
process. Patients arriving more than 20 minutes late will be required to reschedule their appointment to the next available opening
consistent with the type of appointment requested.

CANCELLATION POLICY: As a courtesy to both your provider and other patients, we ask that you cancel any scheduled
appointment 24 hours in advance so that others may utilize this time. Failure to attend an appointment without prior cancellation is
considered a NO SHOW. NO SHOWS may be subject to a missed appointment fee.

PRESENT A VALID INSURANCE CARD AND DRIVERS LICENSE: If you request that we bill your insurance company for

your care, you must present a valid insurance card and update our office of any insurance changes. Failure to present a valid card
may result in you being responsible for payment in full for that visit. A valid drivers icense/photo 1D must also be presented.

CHILDREN UNDER 18 MUST HAVE PARENT/GUARDIAN PRESENT: Children under 18 cannot legally consent to their

own treatment. Treatment can only be approved by the parent or legal guardian. If you cannot attend their appointment and must
send your child(ren) alone, or with an older sibling, grandparent, or nanny, please be aware that they have no legal authority to
provide ‘consent ta treatment’ for your child and treatment may be rescheduled for a date in which a parent/guardian can be present.

Signature of Patient/Guarantor: Date:

Printed Name:




