
PATIENT INFORMAflON

NAME

DATE

l-unnntro : srNor-E irvrruon I tuale [lpevale

SOCIAL SECURITY #

ADDRESS
STREET APT, #

TELEPHONEBIRTHDATE
MONTH

NAME OF EMPLOYER

WORK CELL E{IilL

ADDRESS

IF FULL TIME STUDENT, SCHOOL NAME GRADE:

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: i_ perterur L-lcunnoreu []spouse ...FArHER lrr,lorHEn

INSURANCE INFORMATION
MINOF CHILD . I.4AY NEED TO COMPLETE BOTH BLOCKS FOB PABENT INFORN'ATION
ADULTS . CON,ITPLETE PFIIMAHY INSUBED
DUAL COVERAGE? ALSO COMPLETE SECONDAFIY INSUBED

pBlMARyrNsuRED/'I#o*'I="r'3$$,8'..r"91H.,\Ft
I

SECONDARY INSUREO

LAST M I LASi

STREET CITY srArE ztP ISTREET ctry STATE ZIP

HOME WORK E-MAIL IHoME WoRK E"MAIL

| ry-*-*--EEiAtiorEHiFt6-mnENT--
EMPLOYEH DENTAL INS. CO EMPLOYER DENTAL INS, CO

SUBSCRTBER* cRoup# lss# SUBSCRIBER # GROUP #

PEB$ONTO CONTACT
IN CASE OF EMERGENCY

Name

Address

City/State/ZlP

Telephone #

AUTHORIZATION

I hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. I understand that I am
responsible for all costs of dental treatment. I hereby authorize the Dental
Office to administer such medications and perlorm 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. I grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health prolessionals by any
method, including electronic transfer.

X-
Patient or Besponsible Party

State Oriver's License #

Has any member of your family ever been trealted in our office?

i .Yes -rNo

Whom may we thank for referring you to our office?

METHOD OF PAYMENT

Responsible party currently has an account with this office
[.-]Yes tl No

IJ Payment in full at each appointment (cash or personal check)

!Payment in full at each appointment (:-tVlSA trMC LTOTHER)

Card # Exp. Date

Ll I wish to discuss the Dental Office's Financial Policy

SERVICE CHARGE
lf I 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 _o/o
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. ln the case of default of payment, I promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable allorney fees incurred to effect collection of this
account or future outstanding accounts.
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PATIENT INFORMATION

STEPPING STONES TO SUCCESSIV 1.800,548.21 64
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PATIENT NAME DATE

Primary reason lor this dental appoinlrnent L Examination I i r."rg"n.y ll Consultatrrtn

Do you have a specific dental problem'/ Describe
Do you have dental eraminations on a rouline basis? Last visit
Do you think you have active decay or gum disease?
Do you brush and floss on a routtne basis',' Discuss
Do your gums ever bleed? Discuss
Do you like your smile? Why?
Does food calch between your teeth? Any loose teelh?
Do you want to keep your remaining teeth?
Do you ever have clickrng, popping or discom{ort in the 1aw joint? Do you brux or grind?
Have your past erperiences tn a denl.ii cffrce arways lteelr posrlive?
Do you smoke or cherv? Any sores or growths in your mouth? Drscuss
Name ol previous dentist (optionai)
Dale ol last full mouth x'rays (16 small Iilrns or panoramic):

Are you under a physician's care now? Why'1 Who? phone
Have you ever been hospitalized or had a malor operation? Discuss
Have you ever had a serious inlury to your head or neck? Discuss
Are you taking any medications, aspirin, vitamins, herbals. pills or drugs? What?
Are you on a special dret? Discuss
Are you allergic 'to any medications or substances? Please check box below
i-1Aspirin Ll Penicittrn i lCo,i"in" iRcrytic - lH,.terat l r Latex Rubber
Women (Please check). L , f regnanVrrying Io qet pregnant il Nursrng i l

L rMirk L Orr","l,

Do you now have or have you ever had any ol the following? Do you take any ol these meclicines? Please check uprropr,rr" Oor"r.
'lf yes to any of the starred condilions, please call prior to your appointment... premedication or changes in medicalion may be requirgd.

Yes l.lo Yes No

Yes No

Yes No

Please C rcle

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes

Yes

Yes

Yes

Yes

Yes

Yes No

Yes No

Yes No

Yes No

Yes No

No

No

No

No

No

No

Bacterial Endocaroitts' tl . B,oo67 5r ;1r-
Urexplarned Fever I Fru"v,en.
B.uise Easilytslood D,sease I f] l:uori,rl^.r.,
Anemra E E Cance,

r. r Hypoglycemia n [J
il [] LiverDisease fJ n
n i- l Hepatitis A llnfectrous) [] rJ

ti!ntr

Takingoralcontraceptives Drscuss

Yes l.lo

Nictrt Sweats
Yellolv Jaundrce
Krclney P16[i665
11e'ra D alysrs
-Thvro 

cl D ce ':ce
Plrllhrlotrl ltsease
\' 1i' tr 'GoLrl

l l ,eL!,r :t1rSr
ir'.r rr irr.law,iotnls
(iori :ronc l\,4€rdrc r'te

.r,rlrf c:Ll Jor|1 '
Sexlal v Iransm lted D se,rse
AIDS
HIV Posrtrve
Gcnrla []er[res
Drue Actc ction Alcohoiism
Tatt.)os,8.d\t Piercinq
Sleep Apne;r

yes tlo yes No

i I l Cold Sor,:s L'l tl
lt I FeverBlisters tr I
l l I Herpes t] ll
i:[Stroke n[J
[ [- Convulsions n []
I L Epilepsy or Seizures n il
i I I. Fainting or Dizziness Il n
- l i Glaucoma LI i-l
i l I Tumors or (]rowths n fi
[ ] - Nervousrress i--l tl
II I PsychiatricCare rl n
[l L Alzheimer's Drsease n f]
[] il Alleroies(tuledicines) tr il
! I Allergies (Pollen / Dust) I Il
[-] [] Hives or lla,sh tl tl
[ ] ll Need Pr€ medication? D tl
il I Ever taken ten-phen?. tr E
l J i-i 6e661s2r imptants? n tr

Hearl Diseaselsurgery. ! E t *."r.'ue Btped nq -- [ J Chemotherapy I t]
Hearl Mur.nur or Defecl -. l-' s cr^|. C.er Dr,oasp OsteoDorosis l:
lrregula'Heart Beat F n H, .orn.t, , Bisohosolonateb t: I .l
Angina,Chest Parn -l n \1olr.rr.,ttno,,nn Ori".nJ.,o"i oiLo* L ..
Heart Attack/Failure Ll fl Leukenrra -l i,l A,;;i; i;";;;;l; n Ll
Congenital l-1eart Disorder- n L-l necent Blooo lr.1nsils,.ir I I Tomora r y n Il/rtral Valve Prolapse I s^olt q. . .,11r,
Scarlel Fever .,.,,., n 1., ,' l.sarlx. Aclonel' Bonrva | '

Bheumalic Fever . : : i 
"",nl"n 

,],,,,,", slomi'l- lrteslinal Dtsease -l -
Artificiar Heart valve ' n L: ;;;i,,;:" "i'd'"rin r-t ulcers . u il
Hearl Pdce Ma(c, - Il r .r rr.ort r o.ron Recenl Wclgn' Loss t . -
Pulronary Shunl . i r," ""u- 

- . Freqrent Dlarhca t -
High Blood Pressure n tr S n'us r,ouL,r" - i:l Diabetes il Il
Low Blood pressure fi fl Asthrra - i I Excessive Thirst L n

E :-l Hepatitis B or C
Coronary Stent' lI Ll X Ray Trealmenrs (Ba.la1on)f l -.j Protease lnhibitor

Have you ever had any other serious illness not checked above? Discuss

Do you wish to talk to the dentist privately about any problem?
lo 1fC bCSl Of rr,,, KforilC0!a n lha prrCtd r! i, sr"ars i|a aO 'cal I lrrrt lry af,.rnqars it nr\, faa lrr !tal!s or I nr! nreil L: Ia-s hrrqe .irn ,'lorn thr deIlSl t.d sleli at the nsrt appoflme,tl $tiroul lal

Date
PATIENT SIGNATUBE (PABENT OI] GUABDIAN)

Beviewed By Doctor Date_ __BP . Pulse
History Review and Significant Findings

I have read my MEDICAL HISTORY dated and confirm that it adequiately states past and presenl conditions.

PATIENT'S S GNATIJFE BP

None tl
None tr
None u
None tr
None D
None n

PUTSE REVIEWTD BY

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

DATE EXCEPTIONS

DENTAL AND MEDICAL HISTORIEIS . UPDATES

Dental History

MedicalHistory

MedicalUpdates



W. Tyler Mistr, DDE, PLC
Nancy C. Bollinger, DDE

Family and Cosmetic Dentistry

HIPAA OMNIBU$ RULT:
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM
You may refuse to sign this acknowledgement & authorizatron ln refuslng we may nat be allowed to process your rnsurance clarms

Date:
rneun@-receiptofacopyofthecurrentlyeffectiveNoticeofPrivacyPracticesfor
!.i:lq4ngqte facility. A goPy of this signed, dated document shall be as effective as the oiiginat. My
SIGNATURE WILL ALSO SERVE AS A PHI DoCUMENT RELEASE SHoULD I REQUESi TREATMENT
OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITYS IN THE FUTURE.

Please prinf your name Please sign your name

Legal Representative Description r:f Authorrty

Your comments regarding Acknowledgements or Consents

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA.
D First Name Only tr Proper Sir Name n Other
PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUFI HEALTH INFORMATION
(This includes step parents, grandparents and any care takers who can have access to this patient,s
records):
Name,
Name:

Relationship
Relatronship

IAUTHORIZE CONTACT FROM THIS
BILLING INFORMATION VIA:

n Cell Phone Confirmation

E Home Phone Confirmation

tr Work Phone Confirmation

IAUTHORIZE INFORMATION ABOUT MY HEALTH BE

tr Cell Phone Confirmation

D Home Phone Confirmation

E Work Phone Confirmation

OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT &

n Text Message to my Cell Phoner

[] EmailConfirmation

tr Any of the Above

CONVEYED VIA

fl Text Message to my Cell Phoner

E Email Confirmation

n Any of the Above
I APPROVE tsEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS OT
NEW HEALTH INFO on behalf of this Healthcare Facility via,

X Phone Message n Any of the Above

I Text Message tr None of the above (opt out)

D Email
ln signing this HIPAA PatientAcknowledgement Form, you acknowledge and authonze, that thts office may recornmend products or
services to promote your improved health This ofllce may or may not receive thrrd party remuneration from these afflltated compan es. We
under current HIPAA Omnibus Rule, provide you this information with your knowledge and consent

Office Use Only
As Privacy Offlcer, I attempted to obtain the patient's (or representatlves) signature on thts Acknowledgement but did not because
It was emergency treatment _
I could not communicate withte p-atient _
The palrenl re[Lseo to sign _
The patient was unable to srgn because
Other (please describe) _

Srgnature of Pflvacy Offlcer

1617 Plaza Drive r Winchester, Virginia 22601 c 540.545.4600 tel r 540.545.8300 lax o www.winche,sterrienrisrry.com



Thank you lor cltoosir-rg
comntitted to providing
of our ofhce's tlnancial

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

Dr. 'l-vle r Mislr anci I)r. Nancy Bollinge r as ),oLrr
quality' treatment at reasonablc cosls to vou. 'l-he

policy.

dental providers. We are
IrrIlolt ing arc ctlrrrlitit.rrrs

Insurance

we do not participate with any dental insurance companies. As a courlesy w,e will flle the insurance
claim on your behalf. including any x-ravs and narraiives that may, be n...rru.1,'. your insurance
company will reimburse you for any amount they cover. Your treatntent recommendations are
based on your der-rtal needs, not or-r what your insurance benelrts are.

Broken apoointments and lr{o sltows

Our office operates on a very high hourly overheacl cost basis ancl requires a 24 working hour
cancellation notice.'fhere is a charge $30 per half-hour o1'vour scheclgled appointmert time for
which vou dicl trot appcar.'I'his nrLrst be paicl belirrc any lLu'lhcr appointnrents rvill be schedllcd.
For those appointrlretlt titttes o1'3 hours ()r nrorc. r,re lcquirc a209/o tJeposir the da1,tl-ie appointment
is made. This l'ee is appiied toward )oLlr expense the clav of'treatment. If you shoLrld cancel
without a 24 working hour noticc or no show fbr this appoirrtrrent. this I'ee is nop-refunclable.

Collectiorts

Our policy requires Iull payment is due at the time of servicc. We accept cash. checks.
VISA/MasterCard, Discover and Atnerican E,xpress. We also of'fbr CireCredit Financirrg a.cl
Dental Fee Plan 1br those who qualify.
Delinquent accoltttts will be sent to coilections il your accoul.tt is not paicl nith in 90 days of
treatment. You are responsible for any/all legal fees, collection f-ees. intcrest charges and other
expenses incurred in collecting your. account.
We resen'e the right to charge 1.50% nronthly f inance charge on accour1t balances which are 30 clavs
or more past due.
We reserve the right to charge a $25 returned check f'ee fbr any and all check returned to our olljcc
lrom your financial institLrtion tbr lack of payrnent.

Noticc of Privacy Practices Acknorvledgemcnt

I herebl'' acknowledge that I l-rave reacl a copy o1'the Notice o1'Privlcy,'Practices. I unclerstand rhat
I ma.v have questions pertaining to this Notice and I am entitlecl to receive a copy i1'requested.

I have read. understand and agree to this Financial pnlicy. Office policv antl Notice of
Privacv.

Signature of Patient/Responsible Part1, Date
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