PATIENT INFORMATION

DATE

NAME Omarriep CsineLe Cdminor CImace Clremace
LAST FIRST M v
SOCIAL SECURITY #
ADDRESS
STREET APT. # CITY STATE ZIP
BIRTHDATE TELE‘PHONE
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [JraTient [Jcuarnian [dspouse [dratHer CIMOTHER

INSURANCE INFORMATION

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

PRIMARY INSURED / O R ANCE COMPLETE SECONDARY INSURED

LAST FIRST M LAST FIRST M

STREET ciTy STATE 2P STREET CITY STATE ZIP
HOME WORK CELL E-MAL HOME WORK CELL E-MAIL

BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT

BIRTHDATE (MO/DAY/YEAR)

RELATIONSHIP TO PATIENT

EMPLOYER BENTAL INS. CO EMPLOYER DENTAL INS.CO
584 SUBSCRIBER # GROUP # S5% SUBSCRIBER # GROUP #
PERSONTO CONTACT Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY CYes CINo
Whom may we thank for referring you to our office?
Name
Address

City/State/ZIP

METHOD OF PAYMENT

Telephone #

AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dentat
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

X

Patient or Responsible Party

Date State Driver's License #

Responsible party currently has an account with this office

OYes [ONo
[CPayment in full at each appointment (cash or personal check)
OPayment in full at each appointment (IVISA CIMC CIOTHER)

Card # Exp. Date
1 wish to discuss the Dental Office’s Financial Policy
SERVICE CHARGE

If | do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of %
per month (or a minimum charge of $_______ for a balance under
$ ) which is an annual percentage rate of _ % applied to
the last month’s balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this

account or future outstanding accounts.
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PATIENT INFORMATION



PATIENT NAME B _ DATE __ .
. . 1 . . =7
Primary reason for this dental appointment: [ examinaton [ Emergency O consuttation
Dental History Please Circle
Do you have a specific dental problem? Describe o _ _ - R o [Yes No[]
Do you have dental examinations con a routine ba3|s7 Last wsn o o . o ) [Yes No[]
Do you think you have active decay or gum disease? . B . e . Oves noO
Do you brush and floss on a routine basis? Discuss S e o _ - [yes No[O
Do your gums ever bleed? Discuss ____ ,, o o o ~ [yes nNo[d
Do you like your smile? Why? e B R e . [Yes No[
Does food catch between your teeth? Any Ioose teeth" o - B Yes No[
Do you want to keep your remaining teeth? o o I e _[Yes No[
Do you ever have clickin opping or discomtort in the jaw joint? Do you brux o rmd" ,,,,, N L [JYes No
Vi g, popp g . -
Have your past experiences in a dental office aiways been positive? . o B — Oves nNod
Do you smoke or chew? Any sores or growths in your mouth? Discuss.___ o B - - Oves noOd
Name of previous dentist (optionai): e e . o o
Date of last full mouth x-rays (16 small fllms or panoramlc) _ o _ _ - .
Medical History
Are you under a physician's care now? Why? Who? oo Phone ____ . [OYes no[]
Have you ever been hospitalized o had a major operation? Discuss __ e e . Ovyes No[O
Have you ever had a serious injury to your head or neck? Discuss ____ o R e ___.[OYes No[]
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs'7 What’? e } ) 7”,”]:|Yes No[]
Are you on a special diet? Discuss o - o . o . e . Oves noOd
Are you allergic to any medications or substances? Please check box below B B -  Oves No[d
O aspirin O Peniciin - O codeine [ Acrytic I Metal [ Latex Rubber DOwmik Oower — .
Women (Please check): O Pregnant/trying to get pregnant (| Nursing DTaklng oral contraceptives Discuss ____ e |:|Yes No[J
Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
y Yy y pp
*1f yes to any of the starred conditions, please call prior to your appointment... premedicaticn or changes in medication may be required.
Yes No Yes No Yes Mo Yes No Yes No
Heart Disease/Surgery” O O Excessive Bleeding O O Chematherapy O O Night Sweats O O Cold Sores oo
Heart Murmur or Defect * E E Sickle Ceil Disease O O oOsteoporosis O O vYellow Jaundice O O Fever Blisters E E
irregular Heart Beat Hemophilia O O Bsisphosphonates O O xidney Problems O O Herpes
Angina/Chest Pain O O Methemoglobinemia O O osteonecrosis of Jaw O O RenaiDialysis 0 O Stoke oo
Heart Attack/Failure O O teukemia O O aredialV. Reclast!V. Thyrowd Disease O O cConvuisions
Congenital Heart Disorder’ O [ Recent Biood Transiusicn O O Zometa | V. Paratiyroid Disease oo Epilepsy or Seizures
Mitral Valve Prolapse * O O sweling of Limbe oo Fosamax. Actonel. Boniva sty it Gout mi | Fainting or Dizziness
Scarlet Fever O O Lung Disease o g
Rheumatic Fever * [m .| Bkrlggthx:(;‘;’bt)hlem g o stomachvintestinal Disease eranem g Slaucom h
] g Prob Do Jaw Joints Tumors or Growths
Artificial Heart Valve * 0 O Shortness ot Breath g g oeers Lo “WMJ,%”ZH O Nervousness
Heart Pace Maker* O O frequent Cough O Recent Weight Loss Cortisone Medicine O usries
Pulmonary Shunt* O O Hay Fever O g FreauentDiarrhea Artificial Jont - Psychiatric Care
High Blood Pressure O g Smyusﬂo ble o o Diabetes Sexuallv Transmitted Disease Alzheimer's Disease
o > o Excessive Thirst AIDS Allergies (Medicines)
Low Blood Pressure O O Asthma oo ‘ - Allergies (Pollen / Dust)
Bacterial Endocarditis® O O Bloody Sputum 0 g Hypoglycemia HIV Positive ) i 9 Rash
Unexplained Fever O a Emphysema O [ Liver Disease Genital Herpes O ives or Rash )
Bruise Easily/Blood Discase O [ Tuberculosis O [3 Hepatitis A {infectious) O O Pru Adaiction/Alcoholism E O Need Premedication? d d
Anemia O O cancer O O Hepatitis Bor C B O TattoosBody Piercing -] O Evertaken fen-phen?* on
Coronary Stent* O O x-Ray Treatments (RadiationfT) I Protease Inhibitor B8 B Sieep Apnea O O cochlear implants? O o0
Have you ever had any other serious iliness not checked above? Discuss B N ___Oyes NoQOO
Do you wish to talk to the dentist privately about any problem? OYes NoO

To ine best of my knowleuge

X

all the preceomy answers arg cotrect 1) have any o

inges nomy nealth status or 8 my med.c:nes charge | snali

Date ___

PAT'ENT SIGNATURE (PARENT OR GUARDIAN)

~form the dentist ard steff at the na2xt appontment without fail

Date BP

Reviewed By Doctor
History Review and Significant Findings

Medical Updates

I have read my MEDICAL HISTORY dated

DATE EXCEPTIONS

and confirm that it adequately states past and present conditions.

PATIENT'S SIGNATURE BP PULSE REVIEWED BY
None 0O Dr.
None 0O Dr.
None 0O Dr.
None 0O Dr.
None 0O Dr.
None 0O Dr.
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W. Tyler Mistr, DDS, PLC
Nancy C. Bollinger, DDS

family and Cosmetic Dentistry

*

HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims
Date:
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for
this healthcare facility. A copy of this signed, dated document shall be as effective as the original. MY
SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT
OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITYS IN THE FUTURE.

Please print your name Please sign your name

Legal Representative Description of Authority

Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA-
(J First Name Only OO Proper Sir Name [ Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:
{This includes step parents, grandparents and any care takers who can have access to this patient's

records):
Name: Relationship:
Name: Relationship:

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT &
BILLING INFORMATION ViA:

O Cell Phone Confirmation O Text Message to my Cell Phone
O Home Phone Confirmation O Email Confirmation

00 Work Phone Confirmation O Any of the Above

FAUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA"

O Cell Phone Confirmation O Text Message to my Cell Phone
O Home Phone Confirmation B Email Confirmation

O Work Phone Confirmation O Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or
NEW HEALTH INFO on behaif of this Healthcare Facility via:

O Phone Message O Any of the Above
D Text Message [ None of the above (opt out)
O Email

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or
services to promote your improved health. This office may or may not receive third party remuneration from these affiliated companies. We,
under current HIPAA Omnibus Rule, provide you this information with your knowledge and consent

Office Use Only
As Privacy Officer, | attempted to obtain the patient's (or representatives) signature on this Acknowladgement but did not because
it was emergency treatment
| could not communicate with the patient

The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer

1817 Plaza Drive & Winchester, Virginia 22601 & 540.545.4600 tel & 540.545.8300 fax www.winchesterdentistry.com



W. Tyler Mistr, DDS
Nancy C. Bollinger, DDS

Our Financial and Office Policy

Thank you for choosing Dr. Tyler Mistr and Dr. Nancy Bollinger as your dental providers. We are
committed to providing quality treatment at reasonable costs (o vou. The following are conditions
of our office’s financial policy.

Insurance

We do not participate with any dental insurance companies. As a courtesy we will file the insurance
claim on your behalf, including any x-rays and narratives that may be necessary. Your insurance
company will reimburse you for any amount they cover. Your treatment recommendations are
based on your dental needs, not on what your insurance benefits are.

Broken appointments and No shows

Our office operates on a very high hourly overhead cost basis and requires a 24 working hour
cancellation notice. There is a charge $30 per half-hour of your scheduled appointment time for
which you did not appear. This must be paid before any further appointments will be scheduled.
For those appointment times of 3 hours or more. we require a 20% deposit the day the appointment
is made. This fee is applied toward your expense the day of treatment. If you should cancel
without a 24 working hour notice or no show for this appointment, this fee is non-refundable.

Collections

Our policy requires full payment is due at the time of service. We accept cash, checks,
VISA/MasterCard, Discover and American Express.  We also offer CareCredit Financing and
Dental Fee Plan for those who qualify.

Delinquent accounts will be sent to collections if your account is not paid with in 90 days of
treatment. You are responsible for any/all legal fees, collection fees. interest charges and other
expenses incurred in collecting your account.

We reserve the right to charge 1.5% monthly finance charge on account balances which are 30 days
or more past due.

We reserve the right to charge a $25 returned check fee for any and all check returned to our office
from your financial institution for lack of payment.

Notice of Privacy Practices Acknowledgement

I hereby acknowledge that I have read a copy of the Notice of Privacy Practices. 1 understand that
[ may have questions pertaining to this Notice and I am entitled to receive a copy it requested.

I have read, understand and agree to this Financial Policy, Office Policy and Notice of
Privacy.

Signature of Patient/Responsible Party Date
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