MICHAEL G..LONG D.D.S.

PATIENT INFORMATION
Last Name _.. First Middie : MIF
Nick Name DOB___/___/___ Social Security No.__

“School Attending PTIFT Age__SingleO MarriedD Divorced 0 Widowed O
Primary: ACCQU NT INFORMATION
Responsible Person ' .
Last Name First Middle MIF
Strest Employer Name .
City.. Street
State, Zip - City
Home Phone No. Cell# * State, Zip
Single 0 Married O DivorcedO Widowed O Work Phone No. Ext.
Date of Birth 5 /. ] Social Security No.
~ INSURANCE COVERAGE ,
Insurance Carrier G}oup No, i Ellective Dale
Street . City - State Zip s
Responsible Person  Sgcondary: T v ) C
Last Name _ First Middle MIF
. Street Employer Name :
City Street
State, Zip » ' City
Home Phone No. Cel]: State, Zip
Single D Married O Divorced O Widowed O Work Phone No. Ext.
Date of Birth ’ / / Social Security No.
' INSURANCE COVERAGE
Insurance Carrier. . Group No - Effective Date
Street _ : City State Zip
‘ GETTING TO KNOW YOU
' 1. Has any member of your family been a patient here belore? Yes No
il yes, whom? : - Relationship
2. Whom may we thank for referring you 10 our office? :
3. Person to contact for emergency.
Address: Telephone:
4. Closest relative not living with you
Address: Telephone:

Conscnt For Treaiment

1. 1 hereby authorize doctor or designated staff to take x-hys, study modcls, photographs,
and other diagnostic aids decemed appropriate by doctor to make a through diagnosis of
(name of patient) 's dental nceds.,

2. Upon such diagnosis, 1 authorize doclor to preform all reccommended treatment mutually
agreed upon by me and to cmploy such assistance as required to provide proper carc.

3. 1 agree to the use of anesthctics, sedatives and other medication as neccssary. I fully
undcrstand that using anesthctic agents embodies certain risks, 1 understand that 1
can ask for a complelc recital of any possibic complications.

4. 1 agrec to be responsible for payment of all scrvices rendered on my behalf or my dependents,
1 understand thal payment is due at the time of service unless other arrangements have been
madec. In the cvent payments arc nol reccived by agreed upon dates, | understand that 1-1/2%
late charge (18% ) may be added to my account. If required, I also understand a check of
credit history may be made. -~ ' : '

Datc

Paticnt's Signature Wiltacss

Responsible Party's Signature Relationship




Patient Name: Medical Alerts:

Are you or have you taken: Boniva, Fosamax, Aredia, Actonel, Zometa. S R RU— YES NO

1. Ars you having pain or discomiort at this [ 11317-3 U PORRRINIIN

.................................... YES NO

2. Have you been a patient in the hospital during the PASE IWO YBAS? cerrerrariamsicasentssse s soressisas e s YES NO
3. Have you been under the care of a medical doctor during the DASE WO YOAIST? cususmiusmsssisisusassssssqassssssmssns rvorsssnspasses sosssgiasss sonppssesssss YES NO
Physician's Name . Phone No.
Address
4, Have you taken any medication or drugs during the Past tWO YBAIS? ..ottt s S YES NO
5. Are you now taking any MEdiCation, Grugs OF PHIST c.cccruuirsermrmsesessssnsesrssnsssisssentsssmsesessetscrs e sensensons : SN S — YES NO
If yes, please list: :
6. Are you aware of being allergic to or have you ever reacted adversely to any medication or SUBSIANCE? .........cvevmrcecncsinnnisnicnnnns YES NO
I yes, please list: '
7. Indicate which of the following you have had or have at present. Circle “yes” or "no” to each item.
Heart Failure .....c.cvveemmeeceenns YES NO Artificial Joints (hip, knee, elc)) ...YES NO Hepatitis B (serum) ......ccccceeneceeeee YES NO
Heart Disease or Attack ............... YES NO Kidney Trouble ......ccoveeermeenrenene YES NO Venereal Disease ......cccvveeveeenn.e YES NO
Angina PBCIONS ..cccmiiveacarennes YES NO (0]17-1 £ SR YES NO ALDS; sosvsmesescommmssnvrississss YES NO
Congenital Heart Disease ............. YES NO  DIabetes .owceciiensmireressssensnes YES NO H.LV. Positive ..c.ccovveevcceecnn YES NO
Heart Murmur YES NO Thyroid Problems ......ccccervecrecnne YES NO Cold Sores/Fever Blisters ............ YES NO
High Blood Pressure .............. e YES  NO GIAUCOMA eevarrrrraesensssonsecnscssssssssens YES NO NO
ArterioSCIerosis ....eerimerereserecrseneens YES NO Cosmetic Surgery NO NO
Mitral Valve Prolapse NO Emphysema NO .NO
Artificial Hear ValvVe ...oveeerveniisanns NO Chronic Cough ..ccveverieerrnierannee " NO Sickle Cell Disease ....ccoccervvereenn. YES NO
Heart PACemMaKer ....ccveveemreccrsiorens NO Tuberculosls NO ‘Bruise 15111 | YES NO
Hearl SUQeTY ....ewivecieeversessnssses NO ~ ASIIMA cooerrrerrvrearenesscaeasenas o NO Liver DIiSease ....cccceevevenrerncncens YES NO
Rheumalic Fever .....ceeeieannaes NO Hay Fever NO Yellow Jaundice .....cccvvervicrinnnns NO
AABIIS soasssssmssssessesosensncnsns Sl omrnnsti NO Allergies or HIVES ..eececeecvieieennne YES NO Epilepsy or Seizures ........c.cceeuvee. NO
.................................. NO Sinus Trouble NO Fainting or Dizzy Spells................ NO
NO Radiation Therapy .......c.cccuseeneees YES NO NEIVOUSNBSS ...ovveeeeeeomeenrarernennane NO
NO Chemotherapy ......cceereereenvenee YES NO Psychiatric Treatment ........cceeeeu. NO
NO Hepatitis A (infectious) ................ YES NO Developmentally Disabled NO
8. When you walk up stairs or take a Walk. do you ever have to stop because of pain in your chest,
shortness Of Dreath, OF DECAUSE YOU @re VENY HIBOT u..eiieersrorrasscsssssemnrn e st st ese sty oot 8 0oL bR SR SRS st s s YES NQ
9. DO your ankies SWEHl AUIING the GAY7 ...ecuermerusiermseesunsemse s o YES NO

10. Do you use more than two pillows to sleep?

eeseseses s eSS s YES NO
11. Have you lost or gained more than 10 pounds N T PASL YBAMT wveeercrrinniensaresserser st s s sasasaan st st sens vt reesesbseasens YES NO

12. Do you ever wake up from sleep and feel short of breath?

NO
13. Are you on a special diet? . NO
14. Has your medical doctor ever said you have a cancer or tumor? ........ NO
15. Do you have or have you had any disease, condition, or problem NOt HSIEA? ... YES NO

if yes, please list:

FOR WOMEN ONLY: _

" Are you pregnant? [ Yes, what month? O No Are younursing? 0O Yes 0 No  Are you taking birth control pills? O Yes T No

| understand the above information is necessary 1o provide me with dental care in a safe and efficient manner. | have answered all questions truthfully
and to the best of my knowledge.

Patient Signature

CONSENT:

1. The undersigried hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to
make a thorough diagnasis of the patient’s dental needs. *

5| also authorize doctor lo perform all recommended treatment mutually agreed Dpon by me and to use the appropriate medication and therapy
indicaled lor such reatment in connection with (name of patient) . lunderstand that using anesthetic

agents embodies a certain risk. Furthermore, I authorize and consent that doctor choose and employ such assistance as deemed it to provide
recommended treatment.

3. Lastly, ! understand that alt responsibility for payment for dental services provided in this office for myself or my dependenis is mine, due and payable

al the time services are rendered unless other arrangements have been made, In the event payments are not received by the
| understand that a 1-1/2% finance charge (18% APR) may be added to my account. ) y agreed upon dates,

Date

Patient . - Date

Wilness

Parent or Responsible Party

Relationship lo Patient




Michael G. Long D.D.S.

7730 N. Fresno St. # 102
Fresno CA. 93720

HIPAA Consent Form

" The Health Insurance Portability and Accountability Act of 1996 provides safeguards to protect your
privacy. These safeguards include restrictions on who may see or be notified of your Protected Health
information (PHI). These restrictions do not include the normal interchange of information necessary
to provide you or your family with treatment. HIPAA provides certain rights and protections to you as
the patient. We must balance these needs with our goal of providing you with quality service and care.
For this reason, our practice has adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide treatment or to
ensure that all administrative matters related to your care are handle appropriately. Patient files may be
stored in open file racks but will not contain any coding which identifies a patient's condition or
information which is not already a matter of public record. The normal course of providing care means
that such records may be left in administrative areas such as the front office, Doctor's office, etc. The
patient agrees to the normal procedures utilized within the facility for the handling of charts, patient
records, PHI and other documents or information.

2. Ttis the policy of the office to remind patients of their appointments. This may be done by
telephoning patients or by any other means convenient for the practice.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have
access to PHI but agree to abide by the rules of confidentiality.

4. The patient understands and agrees to inspections of the office and the review of documents
which may include PHI by government agencies or insurance companies in the normal performance of
their duties.

5. The patient agrees to bring any concerns or complaints regarding privacy to the attention of the
Doctor or office manager.

6. Your confidential information will not be used for purposes of advertising or marketing of
products, goods or services. Such prohibition does not include treatment/product samples or goods of
nominal value.

7. The practice agrees to provide the patient with access to their records in accordance with state
law.

8. The practice may change, add, delete, or modify any of these provisions to better serve the needs
of both the practice and the patient.

If 18yrs. or older I consent to have my dental treatment and billing discussed with my parents.
(Inital)
I do hereby agree to the terms set forth above and any subsequent

( Patient or Guardian)

changes in office policy. I understand that this consent shall remain in force so long as [ am a patient of
this practice.

( Signature)




Patient Acknowledgement of Receipt of

Dental Materials Fact Sheet

I acknowledge I have Received a copy of the Dental
Patient’s Name

Materials Fact Sheet from Dr Michael G. Long D.D.S.

Patient Signature Date




