=ZD DENTAL ASSOUIATES, P.C.
d/b/z Holycke Dents! Assediates, 610 South Sireet, Holyoke, MA 01040 (41315333378

- TS
Name~-Last FiTst, il Deu
Address- {Street} Gy, St=te &z
Homse Fhone Cafl Phone Date of Birth §s=
If Student — Scheei/Cofiege Full Time/Part Time,
Patient’s Place of Empicvment Pasition Shane
Address
Spouse or Perent/Guardian’s Nams Emplover
Whom may we thankfor referring you?
Person to comtast in G252 of emergeney Phone Lali
Shysicern Phons Reason for Appeirtment Today
Your esmati 2ddress
MEDICAL HISTORY TEieof iss Physiceisem
High Blood Pressurs VRS nC Marzi Hegith issues Ye8 ne  Any ctherzilergic conditions  ves ne
Heart Attack ves ng  Safiepsy vas no {iist)
Heart Murmur ¥as ao Recent Weight less/min ves ne  Areyou teking Coumadin? ves re
Congenital Heart Defact ¥& no  Depression ¥es ne Do voutake aspirin? ves no
Hx of Endecarditis Yes no  Seizures ves no Do youlzke Fosamax of 28aVE? ves ne
Pacemsker ¥yes no  Arthritis ¥& 1o Any cther Biophosphonztes?  ves ne
Defiorilistor ¥es a6 Cstespornsis " ¥es ne  Have/doyou smoke tobecee?  ves no
Mitral Vewe Profapse ye8s a0 HayFever/Seassnal Use controiied substancas? ves mo
iow Blood Pressure ves N0 or Feed Allergies ¥es no Use narectics/rec drugs? ves ne
Thyroid Disezse ¥es ¢ IcimtRepimcement yes nc Chew tobaces? y25 no
Angina yes no  Cancer (tvpe) ves ne Wemen=Arsyeu pregrami?  yes ns
Emphysema Yes nc  Hepstitis (tvpe) ¥E5 no Teke 3th Control Piis? ves no
Chemctnerapy/Redation ves ne  HERJAIDS yes nt  Medications (Please fistalil:
Asthme Yes N0 Heres yes ns
Glrucsm= yes ne  Ss=xueily Trens Dissase ves ne
Kidney Disszse ves no  History of Shingles ves ne
Liver Diszzse ves n¢ Tubertuinsis yes ne
Respiratory Disease ves ne  Bulimiz/Anorexa yes ne
Stroke vee me  Disbstes ves ne  Areyou allergic or have you had 2 resctien ®o:
Leukemiz ves ne 2locd Disorder ves no  latex iotai Anesthesia
Ulcers yes ne Anemiz ves ne SuifeDrugs Penicdlin_____
Neurciogica: Disease ves no Any Amibigtics
Metai {Nickel, Mercury, a2}
Signature D=t Doctor's InRsals
Signature (Fellow-up Visit) Dete Secter's Initisls




"RELEASE TF INFORMATION — SIGNATURE ON FILE

i authones 320 Dersai Associates, PC o ralease mesicai &7 ether mformation [which may inciude shotocopies of medics! and/or demtsihistories, x-ray Snffhgs;

CEgReSS, TERUDSTsprognesis and financal recerds) withou Emstions in order to determine Sanafis for trastment, or in 2onimetion with 2 reizted insuranze
clarns

i permit 2 copy of this autherization to be used it piace of the sriging], and raguest seymant &F banefits to efther myself or the party who accests assignment
{am awere that the payment guotad isan estimzte for services rendered znd thars is ne gueramtea of geyment from my insuranee eamgany.

i3m 2wars that i am responsible for 2ny 2nd 2§l chargas net eovered By my insranes company or othar third mrty pever.

Signature of PatiertorParent/Guardian

HIPAA CONSENT:

«  Whenyou recaive traztment at 820 Demtzl Assaciates, PC, information will be collectad abou you and this office will generets
information about your medicai/denta! condition. This privete heaith information fiis under fadaral Reguiztion within 2 law calied the
Heaithare Information Portakility 2nd Accountaniiity At (HiPAAL This information may be used or disdased for treatment, paymem
or to carry out heaithcare operatisns,

e  Thareisa Netice of ®rivacy Practices posted in this office and available o vou regarding the use &F your sriveta medical information. You
have 2 right to raview this document before giving consent feryeur cars.

L]

You have the right to raguest 37D Dentz! Associztas, PC rastrics how your madical information is used or disclosed, but 37D Dental

Asscciztes, PC has the right not 1o agrae with your raguest. If 820 Derta! Associatss, PC agrzes to resirictions, they are binding on the
providers and st2f,

. You have the right tc revoke your sonsamt 4o use your heaith information, except to the extent that your provider hes aiready 2ken
action basad on previous consent

*  Hyoudonotconsent o this heakth information sclicy, 370 Denis! Asscciztas, PC resarves the right ot 4o provide you with care and 4o
#rrangefor care from somecns aise. We will not refuss or restrict your carain an emergency.
L]

fr you wartt mere information showt cur privacy practicas, piease ask the Fromt Desk Staf for the name/phone number of the HIPAA
Privacy Cfficer for BZD Dental Asscciatas, 2C.

Signatureof Patiamt or Parent/Guardian

AUTHORIZATION TO SHARE PRIVATE HEALTH INFORMATION (OPTIONAL}

+ youwish 0 grant sermnission So our s= 4 spazk with a femily mernber or friend regarding your private heaith imarmation —indudingvoo
SHingaccount—please-compists the foillowing. 1t will ramain in eFact is revoked By vou ¢r updeted with new informetionwitichever
cores first,

If you ieave this saction biank, # will be concidered a revoeation of any pravious suthorization,

{ give permission to the staf of 32D Demtal Associates, PC o reiease my private hesith information and biiling account information &0 the fetowing
individuai{s) if requested by them:

Name: Reistionship 1o Patient

Signature of Petisnt {or parant ¥ minor




