Dear Patient,

We at Cummins Family Dental would like to welcome you to our practice. It is
where we get to the root of the problem. We are pleased that you have chosen
us to care for your dental needs. We pride ourselves on making dentistry a
pleasant experience. Our commitment is to provide you with the best dental care
possible. We want to make you proud to smile.

One of our goals is to help you keep your teeth for a lifetime. We can reach this
goal only by keeping you well informed at all times. This letter is to let you know
what to expect during your first visit.

During your first visit, | will conduct a thorough examination of your mouth, teeth,
gums and soft tissue and complete a cleaning. The exam may include necessary
X-rays to accurately determine the condition of your oral health. Following a
careful diagnosis, we will discuss a treatment plan suitable to your needs. When
treatment is indicated, we will try to restore optimum dental health in a few well-
planned visits. '

Enclosed you will find a health questionnaire and consent forms. Please complete
the questionnaire and forms for your first visit.

If you have any questions, please do not hesitate to ask. We look forward to
treating you today.

Yours in dental health,

Dr. Michelle Cummins



TIME 1:53 PM DATE 11/21/2019

PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle initial:
PatientIs: [_] Policy Holder Preferred Name:

] Responsible Party
Responsible Party (if someone other than the patient) - - — - - — s

' First Name: - - ] _ Last Name: - Middle Initial:

Address: B N B ] Address 2: - B

City, State, Zip: ) N B - Pager:

Home Phone: - ~ Work Phone: o ] Ext: o Cellular: -
- Birth Date: Soc Sec: Drivers Lic: N B

O Responsible Party is also a Policy Holder for Patient (O Primary Insurance Policy Holder O Secondary Insurance Palicy Holder

~Patient Information S s, e e
' Address: i - Address 2: ) B

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular: o

Sex: () Male () Female Marital Status: () Maried () Single (O Divorced () Separated () Widowed
. Birth Date: Age: Soc. Sec: Drivers Lic:

E-mail: Ij I would like to receive correspondences via e-mail.

Section 2 * - : : — : Section 3 S

Referred By: ) I

Employment Status: () Full me () Pat Time () Retired
| Previous Dentist:

i Student Status: () Full Time (O Part Time Emergency Contact: . _ i
| Medicaid ID: -  Pref Dentist: : - Emergency Contact #:

Employer |1D: B Pref. Pharmacy:

Carrier ID: B Pref. Hyg.:

Primary Insurance Information — - - = - - .

~ Name of Insured: Relationship to Insured(") éelf (O spouse () Child () Other
Insured Soc. Sec: - Insured Birth Date:
| Employer: B ins. Company: - .
| Address: ) B - Address: B
Address 22 - ) o Address 2: B
City,State, Zip: City, State, Zip:
Rem. Benefits: .00  Rem. Deduct: .00

--8econdary Insurance Information . = — : s s - -

Name of Insured: S - Relationship to Insured:(_) Seff () Spouse () Child  {O) Other
Insured Soc. Sec: , Insured Birth Date: - !
- Employer: ] B B o Ins. Company: o
i Address: o - ) B Address: B _ -
Address 2: . B - Address 2: )
i City,State, Zip: City,State, Zip:

Rem. Benefits: .00  Rem. Deduct: ) .00



TIME 10:43 AM DATE 7/12/2011

MEDICAL HISTORY

PATIENT NAME Birth Date

Aithough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your enfire body. Health problems that you may
have, or medicaticn 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? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? (U Yes () No Ifyes, please expiain:

Have you ever had & serlous head or neck injury? (> Yes (1) No  If yes, please expiain;

Are you taking any medications, pills, or drugs? () Yes (_fj- No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? ( ) Yes { 3 No

Have you ever ’ra.ken_ Fosama)c: Boniva, Actonel or any -, ik N
other medications containing bisphosphonates? i

Are you on a special diet? () Yas ) No
Do you use tebacca? ( Yes { ) No
Do you use controlled substances? () Yes () No
Wamen: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? (3 Yes () No
y s . * 5

Are you allergic to any of the fallowing?
{1 aspirin | Penicillin [ ] codeine [ | Local Anesthetics U] Acrylic | Metal {71 Latex [ ] Suifa drugs

[ | Other “If yes, please explain:

Do vou have, or have you had, any of the following?

AIDS/HIY Positive & Cortisone Medicine Hemophilia (J Yes (3 Ne | Radiation Treatments O Yes (O Mo
Alzheimer's Disease B Diabetes Hepatitis A (0 Yes {_} No | Recent Weight Loss ) Yes () Na
Anaphylaxis Drug Addiction Hepatitis B or C 72 Yes () Ne | Renal Dialysis () Yes 1) No
Anemia Easily Winded Herpes (> Yes () No | Rheumatic Fever 0 Yes [ No
Angina Emphysema High Blood Pressure { ) Yes ¢ ) No | Rheumatism () Yes () No
Arthritis/Gout ¥ Epilepsy or Seizures High Cholesterol (> vYes () No | Scaret Fever {5 ves ( No
Artificial Heart Valve O Excassive Bleeding Hives or Rash () Yes () No | Shingles (3 ves () o
Artificial Joint {2 No | Excessive Thirst Hypoglycemia () ves () No | Sickie Cell Disease {3 Yes () No
Asthms ) No | Fainting SpellsiDizziness{ ) Yes { ) Irregular Heartbeat ) Yes () No | Sinus Trouble () Yes {) No
Blood Disease 7 No | Frequent Cough () Yes { ) No | KidneyProblems { ) Yes ( } No Spina Bifida {7 Yes { ) No
Blood Transfusion (¥ No | Frequent Diarrhea 5 ¥es () Ne | Leukemia {1 Yes () No | Stomach/intestinal Disease { ) Yes { ) No
Sreathing Problem (_Yes () No | FrequentHeadaches ( Yes { ) No | Liver Discase {3 Yes (3 No | Stroke () Yes () No
Bruise Easily () Yes ("} No | Genital Herpes &) Low Blood Pressure { 7 Yes () No | Swelling of Limbs /;) Yes { ) No
Cancer {3 Yes (I No | Glausoma Lung Disease (2 Yes (j No | Thyroid Disease bt Yas () Blo
Chemotherapy 3 Yes ) Hay Fevar O (38 nitral Vaive Prolapse( ) Yes () No | Tonsillis () Yes () No
Chest Pains (") Yes | Heart Attack/Tailure () ) Qsteoporosis {3 Yes {3 No | Tuberculosis () Yes () No
Cold SoresiFever Blisters ¢ Yes Heart Murmur 'S ') Pain in Jaw Joints () Yes { J Na T;zmnrs or Growths E-: :es }:’ zo
Congenital Heart Disorder!_} Yes { Heart Pacemaker { ves () Parathyroid Disease () Yes { ) No g::jeal . %; Y:‘; ~ Ng
Convulsions {3 Yes { Heart Trouble/Disease [ Psychiatric Care {7 Yes ) No Veltowr daindice {?“\ Yos %’) No

Have you ever had any serious iliness not listed above? () Yes () No

Comments:

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 patient's) health. i is my responsibility to inform the dental office of any changes in medical status,

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE

Printed copies of this document are considered uncontrolled.
15329.1.Rev001  10.07.2014



Cummins Family Dental
Your Privacy Is Important to Us!

Acknowledgement of Receipt of Notice of Privacy Policies
['have received a copy of the Notice of Privacy Practices of Cummins Family Dental. I hereby authorize,

as indicated by my signature below, to use and to disclose my protected health information for any
necessary clinical, financial, and insurance purpose, as authorized in the Patient Consent form.

Print Name Address

Signature Date

Please check your preferred means of communication:

[0 My home telephone number:

[0 My mobile telephone number:

[0 My work telephone number:

[0 Viaemail at:
0  Other

Please list authorized persons with whom we may discuss your Protected Health Information {(PHI} in
addition to custodial parents and legal guardians:

1 Date Added / Removed:
2. Date Added / Removed:
3. Date Added / Removed:
4, Date Added / Removed: ____
5. Date Added / Removed:

FARFEREE R Rk kR ek Rk kR ok kR ek ke ok R ok ko kck ok sk ok kR kk ko Rk E R Kb E kR ok ok kR kK

For Office Use Only:
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Ll Individual refused to sign

[J  Communication barriers prohibited obtaining the acknowledgement

0 An emergency situation prevented us from obtaining the acknowledgement
LI Other (Please Specify)

Staff Person Initials



-PATIENT CONSENT

Patient Name

Clinical

1

2.

I authorize Cummins Family Dental (“Practice”) to perform all recommended treatment.

I authorize the Practice to take radiographs, study models, photos, and other diagnostic aids
or materials (collectively, “Diagnostic Material”) as needed to make a thorough diagnosis. I
authorize that such Diagnostic Material may be released to third-party payors and/or other
health professionals.

[ authorize the use of anesthetics, sedatives, and other medication, as needed, and am fully
aware that using anesthetic agents involves certain risks, including but not limited to
redness and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac
arrest, drowsiness, and/or lack of coordination.

Financial

4.

I am responsible for payment for all services rendered on my behalf. 1 understand that
payment is due when services are rendered. | am aware that a $5.00 billing fee will
automatically be tabulated into my account if my balance is 30 days old and will continue to
be added every 30 days payment is late. Should my account become delinquent, I will be
responsible for all additional collection costs, including reasonable attorney fees.

A missed appointment fee will be charged to my account for all missed appointments or last
minute cancellations by me. I am aware that to hold down operating costs, 2 working days’
notice of cancellation is required.

Insurance

6.

[ authorize the Practice to release to staff, hospitals, health care service plans, insurance
companies, self-insurers or their representatives, any and all information, records, and
other Diagnostic Material about my medical history, services rendered, or recommended
treatment.

I authorize the Practice to submit claims for payment for services rendered or pre-
authorizations necessary to my insurance company, on my behalf and in my name listed as
“signature on file” and assign to the Practice the insurance benefits providing assignment is
accepted. ] am responsible for payment regardless of coverage provided.

I have read this Patient Consent and agree to all terms and conditions herein.

Patient/l.egal Guardian Signaturc Date

Address



DENTAL MARKETING RELEASE

give Dr. Cummins and the team of Cummins Family Dental permission to use my photos created on

for educational and/or marketing and advertising

purposes. 1 agree that these photos may be published and distributed as Dr. Cummins and/or her
team deem appropriate in showing other persons the importance of good oral health as well as the
beauty of cosmetic dentistry. | understand that my participation in this program does not qualify
me for modeling royalties or financial compensation any way. This consent remains in effect from

the date noted below unless I request otherwise.

Signature of Patient/Guardian Date

Signature of Doctor or Team Member



CUMMINS FAMILY DENTAL
NO SHOW/LATE CANCELLATION POLICY

The Cummins Family Dental Team would appreciate confirmation of your
appointment.

If you need to reschedule, please call the office at least 48 hours in advance. This
will allow another patient the opportunity to fill your appointment slot.

A No Show or Late Cancellation affects our operating cost and creates a longer
time for other patients to wait for an appointment. Therefore, a $40.00 charge
will be applied if you cancel in less than 48 hours or do not show to your
appointment.

PLEASE NOTE: This payment has to be made before you are able to schedule
another appointment.

If you accumulate a total of 3 No Shows or Late Cancellations Days, we
unfortunately will not be able to schedule you another appointment at our office.

Our team appreciates your understanding. We only strive to provide the best
service to all our patients.

| have read and understand the No Show/ Late Cancellation Policy.

Patient’s Name: Date:

Patient’s/Guardian’s Signature:




New Patient Questionnaire

Date:

Patient Name:

DOB:

Telephone Number:

Email Address:

How were you referred to our office?

Facebook

Instagram

Google

Yelp

Outside Sign

Existing patient (Who):

Insurance Company(Which one):

Another Dental Office (Which one):

O 0O 00 o0Oogoo o

Other:

*All new patients are entered into a raffle*

*Get entered into a raffle when you refer a friend *



Wellness Form

First Name:
Last Name:
Phone:

Email:

Do you have a cough?

YES NO

Do you have a fever now or have you in the past 14-21 days?

YES NO

Have you come in contact with any confirmed COVID-19 positive patients in the last 4 days?

YES NO

Are you experiencing shortness of breath or difficulty breathing?

YES NO

Are you experiencing other flu-like symptoms, such as gastrointestinal upset, headache, or fatigue?
YES NO

Have you experienced recent loss of taste or smell?

YES NO

Are you over the age of 60?

YES NO

Do you have heart disease, lung disease, kidney disease, diabetes or any auto-immune disorders?
YES NO

Have you traveled in the past 14 days to any regions affected by COVID-19? (As relevant to your
location)

YES NO
Have you received the COVID-19 vaccination?

YES NO



