PATIENT REGISTRATION E

Patient's name Birth date Single T
Name of spouse/partner Birth date W“iﬂd::r\;:g %
If a child, paren’z's name ' Long TermDml;lggdr g
Street address ' Phone Separated O
City State Zip

Patient employed by Phone

Business address

Present position How long held

Spouse/partner employed by Phone

Business address

Present position How long held

Purpose of this appointment

In case of emergency, who should be notified Phone

Person responsible for this account

Social Security number

Drivers License number

Spouse/partner’s Social Security number

Spouse/partner’s Driver's License number

If using Charge Card, name Card no. Exp. date

If Welfare, your number County of

If you have insurance, name of insured

Name of insurance company Policy no.
Yy

If spouse/partner has insurance, name of insured

Name of insurance company Policy no.

Whom may we thank for referring you

Your Signature Date

Comments:
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HEALTH QUESTIONNAIRE 2
Name

Correct answers,to the following questions
needs. Circle yes or no, whichever applies,

confidential.

DENTAL

1.
2.

&

. How oiten do you brush

Birth date

Are you having any discomfort at this time

Have you ever had any serious trouble associated with previous dental treatment?
If so explain?

Does dental treatment make you nervous? No Slightly— Moderately

Date of last dental visit

Extremely

Have you ever been ireated for periodontal disease (gum disease, pyorrhea, trench mouth)2
If so when?

Brush is: Soft &  Medium I Hard Li
Do you have or have you ever had any of the following?

MOUTH TEETH
Bleeding, sore gums Yes No Loose teeth
Unpleasant taste/bad breath Yes No Sensitive to hot
Burning tongue/lips Yes No Sensitive to cold
Frequent blisters, ip/mouth.....coe. Yes No Sensitive to sweets
Swelling/lumps in mouth Yes No Sensitive to biting
Ortho treatments (Draces)....... . Yes No Food impaction
Biting cheeks/lips Yes No Clenching/grinding
Clicking/popping jaw Yes No If so, when
Difficulty opening or closing jaw........... Yes No Shifting in bite

8. Do you use the following? Change in bite
Brush
Dental floss
Fluoride rinse
Other

MEDICAL

1.
2
3.

Has there been any change in your general health within the past year

My last physical examination was on

Are you now under the care of a physician

If so, what is the condition being treated
The name and address of my physician is

Have you had any serious illness within the past five (5) years

If so, what was the illness

Have you been hospitalized or had an operation within the past five (5) years
If so, what was the problem

Do you have or have you had any of the following diseases or problems
a. Rheumatic fever or rheumatic heart disease

b. Congenital heart disease

c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,

high/low blood pressure, arteriosclerosis, stroke, etc.).

1) Do you have pain in chest upan exertion........

2). Are you ever short of breath after mild exercise
3) Do your ankles swell

4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep

Artificial or replacement valves
Pacemaker......

Allergy

Sinus trouble

sa™oa

Asthma or hay fever........

Hives or a skin rash.........

Fainting spells or seizures
Diabetes

b e

1) Do you have to urinate (pass water) more than six times a day

2) Are you thirsty much of the time
3) Does your mouth frequently become dry

Yes
Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

will allow your dentist to treat you on a more individual basis, providing the care appropriate for your particular
in respoense to the following questions. Your answers are for our records anly and will be considered

No
No

No

No
No
No
No
No
No
No

No
No
No
No
No

No

No

Mo

No

No
No

No
No
No
No
No
No
No
No
No
No
No

No
No
No
No



Hepatitis, jaundice or liver disease

. Arthritis or inflammatory rheumatism
Artificial or replacement joints, prosthetic

Digestive system—Ulcers or stomach disorders (colitis)

Kidney trouble

Tubertulosis

Parsistent cough or cough up blood
Immune System disorders (including AIDS, HIV, ARC)

»~owDo33gT

i. Venereal disease

u. Other

8. Have you had abnormal bleeding associated with previous extractions, surgery or trauma?
a. Do you bruise easily
b. Have you ever required a blood transfusion
lf so, explain the circumstances & when
9. Have you ever tested positive for the AIDS virus?
10. Do you have any blood disarder such as anemia?
11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition?
12. Are you taking any of the following:
a. Antibiotics or sulfa drugs
b. Anticoagulanis (blood thinners)
c. Medicine for high blood pressure
d. Cortisone (steroids)
e. Tranquilizers
f.  Antihistamines
0. Aspitin ..o
h. Insulin, tolbutamide (Orinase) or similar drug for diabetes ...
i. Digitalis or drugs for heart trouble
j.  Nitroglycerin
k. Other medicaiions
I If “Yes" to any of the above, state drug name, dosage and frequency
13. Are you allergic or have you reacted adversely to:
a. Local anesthetics
b. Penicillin or other antibiotics
c. Sulia drugs
d. Barbiturates, sedatives, or sleeping pills
e. Aspirin ...
f. 1OGING e
g. Codeine or other narcotics
h. Other
14. Do you use any iobacco products
If so, how much per day and what
15. Do you use any alcohol products
If so, how much per day/weel/month and what
16. Do you use any caffeinated products (coffee, tea, chocolate, etc.)
If so, how much per day and what
17. Do you have any disease, condition, or problem not listed above that you think | should know aboul?
If so, explain
18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation
19. Are you wearing contact lenses
20. Are you experiencing siress or pressure in your work or at home
WOMEN,
20. Are you pregnant .
21. Do you have PMS or problems associated with your menstrual period
22. Are you taking birth control or hormone therapy
Remarks:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes

No
No
No
No
No
No
No
No
No

No
No
No

No
No
No

No
No
No
No
No
No
No
No
No
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No

No
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No

No
No
No
No
No
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No

No
No

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my medication,
I will inform the dentist at the next appointment.

Signature of Patient Date Signature of Dentist

Date



Mark W. Kemp, D.D.S., P.A.

ACKNOWLEDGE OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

We want to thank you for taking the time to review our notice.

I have been informed of and given the opportunity to review and secure a copy of this
office’s Notice of Privacy Practices.

Please print name

Signature

Date

I agree that you may disclose healthcare information to the following family, friends or
caregivers, medical doctors and insurance company:

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:

Individual refused to sign

Communications barriers prehibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (Please specify)

o o O O

© 2002 American Dental Association Al
rights reserved

Reproduction and use of this form by dentists and their staff is permitted. Any use, duplication or distribution of this form by any other party requires the prior written
approval of the American Dental Association.

This form is educational only, does not constitute legal advice, and covers only federal, not state law. (August 14, 2002)



Dr. Mark W. Kemp
1628 Memorial Drive Suite A
Burlington, NC 27215

OUR FINANACIAL ARRANGEMENTS AND DENTAL INSURANCE
PLEASE READ BEFORE SIGNING

We are committed to providing you with the best possible dental care. If you have dental insurance, we
are anxious to help you receive your maximum allowed benefits. In order to achieve these goals, we need
your assistance and your understanding of our payment policy.

Payment for services is due at the time services are rendered. We accept cash, check, Mastercard,
VISA, Discover or American Express. We will be happy to help you process your insurance claim for your
reimbursement. Any such request must be accompanied by complete insurance information. We work
with many insurance companies and must have the correct information for your coverage. In special
instances when we have a pre-estimate of payment, we may accept assignment of benefits. We
reserve the right to make inquires on your credit history.

Returned checks and balances over 60 days may be subject to additional collection fees and interest
charges of 1 2% per month. Charges may also be made for broken appeointments and cancellations
without 24 hours advance notice.

We will gladly discuss your proposed treatment and try to answer any questions relating to your
insurance. You must realize, however, that:

1- Your insurance is a contract between you, your employer and the insurance company. We are
NOT a party to that contract.

2- Our fees are generally considered to fall within the acceptable range by most insurance
companies and therefore are covered up to the maximum allowance determined by each
carrier. This applies only to companies who pay percentage (such as 50% or 80%) of "UCR".
UCR is defined as usual, customary and reasonable by most companies.

3- Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily
select certain services they will not cover; we have no control over this, however, your
employer may be able to renegotiate with the insurance company for added coverage at the
next anniversary of your policy.

We must emphasize that as dental care providers, our relationship is with you, NOT your insurance
company. While the filing of insurance is a courtesy that we extend to our patients, all charges are
YOUR responsibility from the date services are rendered. We realize that temporary financial
problems may affect timely payment of your account. If such problems do arise, we encourage you to
contact us promptly for assistance in the management of your account.

If you have any questions about the above information or any uncertainty regarding insurance coverage,
PLEASE don't hesitate to ask us for help.

patient signature (parent or guardian) witness

date



