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PATIENT NAME _______________________DATE 

Primary reason for this dental appointment: D Examination D Emergency D Consultation 
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Dental History	 Please Circle 

Do you have a specific dental problem? Describe _ Yes No 
Do you have dental examinations on a routine basis? Last visit _ Yes No 
Do you think you have active decay or gum disease? _ Yes No 
Do you brush and floss on a routine basis? Discuss _ Yes No 
Do your gums ever bleed? Discuss _ Yes No 
Do you like your smile? Why? _ Yes No 
Does food catch between your teeth? Any loose teeth? Yes No 
Do you want to keep your remaining teeth? Yes No 
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? _ Yes No 

Have your past experiences in a dental office always been positive? Yes No 
Do you smoke or chew? Any sores or growths in your mouth? Discuss _ Yes No 
Name of previous dentist (optional): _ 

Date of last full mouth x-rays (16 small films or panoramic): _ 

Medical History 
Are you under a physician's care now? Why? Who? Phone Yes No 
Have you ever been hospitalized or had a major operation? Discuss Yes No 
Have you ever had a serious injury to your head or neck? Discuss Yes No 

Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No 
Are you on a special diet? Discuss Yes No 
Are you allergic to any medications or substances? Please check box below Yes No 

D Aspirin D Penicillin D Codeine D Acrylic D Metal D Latex Rubber DMilk D Other 

Women (Please check): D Pregnant/trying to get pregnant D Nursing D Taking oral contraceptives Discuss Yes No 

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes. 

*If yes to any of the starred conditions, please call prior to your appointment... premedication or changes in medication may be required. 

Yes No Yes No Yes No Yes No Yes I'D 

Heart Disease/Surgery* D 
Heart Murmur or Defect * D 
Irregular Heart Beat D 
Angina/Chest Pain D 
Heart Attack/Failure D 
Congenital Heart Disorder'D 
Mitral Valve Prolapse * D 
Scarlet Fever D 
Rheumatic Fever' D 
Artificial Heart Valve * D 
Heart Pace Maker' D 
Pulmonary Shunt' D 
High Blood Pressure D 
Low Blood Pressure D 
Bacterial Endocarditis' D 
Unexplained Fever D 
Bruise Easily/Blood Disease D 
Anemia D 
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Excessive Bleeding D 
Sickle Cell Disease D 
Hemophilia (Bleeding Problem) D 
Leukemia D 
Recent Blood Transfusion D 
Swelling of Limbs D 
Lung Disease D 
Breathing Problem D 
Shortness of Breath D 
Frequent Cough D 
Hay Fever D 
Sinus Trouble D 
Asthma D 
Bloody Sputum D 
Emphysema D 
Tuberculosis D 
Cancer D 
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Chemotherapy 
Osteoporosis 
Bisphosphonates 
Osteonecrosis of Jaw 
Aredia I.v. 
Zometa I.V. 
Fosamax, Actonel, Boniva 
Stomach/Intestinal Disease 
Ulcers 
Recent Weight Loss 
Frequent Diarrhea 
Diabetes 
Excessive Thirst 
Hypoglycemia 
Liver Disease 
Hepatitis A (Infectious) 
Hepatitis B or C 
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Night Sweats D 
Yellow Jaundice D 
Kidney Probiems D 
Renal Dialysis D 
Thyroid Disease D 
Parathyroid Disease D 
Arthritis/Gout D 
Rheumatism D 
Pain in Jaw Joints D 
Cortisone Medicine D 
Artificial Joi nt * D 
SexuallyTransmitted Disease D 
AIDS D 
HIV Positive D 
Genital Herpes D 
Drug Addiction/Alcoholism D 
Tattoos/Body Piercing D 
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Cold Sores 
Fever Blisters 
Herpes 
Stroke 
Convulsions 
Epilepsy or Seizures 
Fainting or Dizziness 
Glaucoma 
Tumors or Growths 
Nervousness 
Psychiatric Care 
Alzheimer's Disease 
Allergies (Medicines) 
Allergies (Pollen / Dust) 
Hives or Rash 
Need Premedication? 
Ever taken fen-phen?' 
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Coronary Stent* D D X-Ray Treatments (Radiation)D D Protease Inhibitor D D Cochlear implants? D LJ 

Have you ever had any other serious illness not checked above? Discuss Yes No 

Do you wish to talk to the dentist privately about any problem? Yes No 
To the best of my knowledge, all the preceding answers are correct. ff { have any changes in my health status or if my medicines change, I shafJ inform the dentist and staff at the next appointment without fail. 

x	 Date _ 
PATIENT SIGNATURE (PARENT OR GUARDIAN) 

Reviewed By Doctor _______________________ Date BP Pulse _ 

Hi~o~ Review and Signfficant Rndings _ 

Medical Updates 
I have read my MEDICAL HISTORY dated	 _ and confirm that it adequately states past and present conditions. 

DATE EXCEPTIONS	 PATIENTS SIGNATURE BP PULSE REVIEWED BY 

Dr. _ 
None D Dr. _ 
None D Dr. 
None D 

------------------------------------ None D 

Dr. _ 

None D	 Dr. _ 
Dr. _---------_. -- ---------	 None D 
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PATIENT INFORMATION 

NAME _ 

DATE 

DMARRIED ::::JSINGLE LMINOR LMALE FEMALE 
LAST FIRST M 

SOCIAL SECURITY # _ 

ADDRESS 
STREET APT. # CITY STATE ZIP 

BIRTHDATE TELEPHONE _ 
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: DPATIENT DGUARDIAN ::::JSPOUSE CFATHER MOTHER 

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 / IF NO INSURANCE COMPLETE 
FOR RESPONSIBLE PARTY 

LAST FIRST M 

STREET CITY STATE ZIP 

HOME WORK CELL E-MAIL 

BIRTHDATE (MOIDAYIYEAR) RELATIONSHIP TO PATIENT 

EMPLOYER DENTAL INS. CO 

SS# SUBSCRIBER # GROUP# 

PERSON TO CONTACT 
IN CASE OF EMERGENCY 

Name 

Address 

CityIState/Z IP 

Telephone # _ 

I 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 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. 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 professionals by any 
method, including electronic transfer. 

x-=---c---,------=-_---,------=----,-- _ 
Patient or Responsible Party 

Date State Driver's License # 

SECONDARY INSURED 

LAST FIRST M 

STREET CITY STATE ZIP 

HOME WORK CELL E-MAIL 

BIRTHDATE (MO/DAYIYEAR) RELATIONSHIP TO PATIENT 

EMPLOYER DENTAL INS. CO 

SS# SUBSCRIBER # GROUP # 

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

eYes eNo
 

Whom may we thank for referring you to our office?
 

METHOD OF PAYMENT 

Responsible party currently has an account with this office
 
DYes DNo
 

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

DPayment in full at each appointment (eVISA =MC =OTHER)
 

Card # Exp. Date _
 

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

SERVICE CHARGE 
If 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 % 
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, I 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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Schmidtke Dental P.C. 
2220 N. Camino Principal, Suite A * Tucson, AZ 85715 * 885-9977 

Written Financial Policy 

Thank you for choosing Schmidtke Dental. Our primary mission is to 
deliver the best and most comprehensive dental care available. An 
important part of the mission is making the cost of optimal care as 
easy and manageable for our patients as possible by offering several 
payment options. 

Payment Options: 

You can choose from: 

- Cash, Check, Visa, Mastercard, Discover or American Express 

- 1\10 INTEREST Payment Plans from Care Credit (up to 6 months) 

o Allow you to pay over time with NO INTEREST (OAC) 
o No annual fees or pre-payment penalties 

Please note: 

Schmidtke Dental requires payment prior to the beginning of your 
treatment. If you choose to discontinue care before treatment is 
complete, your refund will be determined upon review of you case. 

For patients with dental insurance we are happy to work with your 
carrier to maximize your benefits and directly bill them for the 
estimated portion allotted for your treatment. However, the above 
mentioned clause still applies to the remaining "out-of-pocket" amount 
estimated. 

A fee of $25 is charged for patients who miss or cancel an 
appointment without 24-hours notice. 

Schmidtke Dental charges $25 for returned checks. 

If you have any questions, please do not hesitate to ask. We are here 
to help you get the dentistry you want or need. 

Patient, Parent or Guardian Signature Date 

Patient Name (Please Print) 



(Schmidtke Dental) 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

***You May Refuse to Sign This Acknowledgment*** 

I, have reviewed a copy of this office's Notice of Privacy Practices. 

(Print Name) 

(Signature) 

(Date) 

For Official Use Only 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but 

acknowledgment could not be obtained because: 

D Individual refused to sign 

D Communications barriers prohibited obtaining the acknowledgement 

D An emergency situation prevented us from obtaining acknowledgment 

o Other (Please Specify): 

c 2002 American Dental Association 

All Rights Reserved 

Reproductions and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this 

form by any other part 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 24 2002) 



SCHMIDTKE DENTAL, P.C. 

NOTICE OF PRIVACY PRACTICES 

TIllS NOTICE DESCRIBES HOW HEALTH INFORMAnON ABOUT YOU MAYBE USED AND DISCLOSED
 
AND HOW YOU CAN OET ACCESS TO THIS INFORMATION.
 

PLEASE REVIEW IT CAREFULLY.
 
TIlE PRIVACY YOUR HEALTH INFORMATION IS IMPORTANT TO US.
 

OUR. LEGAl. DUn 
We I\I'C required by applicable fedc'nl1 nnd state law to maintain the privacy of your health infomlation. We are also 
required to give you this Notice about our privacy pmclices, our legal duties, and your rights concerning your health 
information. We must follow the privacy practices that are described in tbis Notice while it is in elrecl. This Noticc takes 
effect April 15, 2003, nnd will remain In effect until wc replace it. 

We reserve the right to change our privacy practices and thc form of this Noticc at any timc, providcd 5IIch changes are 
permitted by applicable law, We reserve thc right to make lhe clmnges in our privacy practices IlI1d the new terms ofour 
Notice effective for all heolth information that we mnirlluin, Including health information we created or received before we 
mode the chllllges. Before we make a signiflcunt chnnge In our privacy pmctices, we will change this Notice and makc the 
new Notice avallablc upon request, 

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addliional 
copies of this Notice, pleuse contact US using the information listed at the end oflhls Notice. 

USES MP i)ISCLOS1!RES OF HEALTH INFORMATION
 
We usc and disclose health information about you for l1'ClItment, payment, nnd healthelll'C operations. For eKample:
 

Treatments: We may usc and disclose your health information to a physiciun or other heulthcl\l'll provider providing
 
trealmentto you.
 

Paymcnt: We may use and disclose your health information to obtain payment for services we provide to you.
 

HCllllheal'e Operations: We may use and disclose YOllr health Illformation in connection with our healthcarc opemtlons.
 
Heaithca\'C opemtiollB include quality assesslnent and improvemcnt activities, reviewing thc competence or quelificatlollB
 
of healthcarc professionals, cveluatlnll proetitioner und provider performunec, conducting trnininll programs, Bccrediletlon,
 
certification, licenslnll or credentlollng actlvitics.
 

Your Authorizations: In addition to OUI' use of your health information for treatment, payment or hcnlthcnrc opcratlons,
 
you may give us written authorization Co use YOur heulth informntion or disclose it to anyone for IUly purpose, Ifyou give
 
liS an authorization, you mlly revoke it in writing at any time. Your revocation will not affect any use ofdisclosurcs
 
pcrmilled by your authorizetion whilc it was in effect. Unless you give us a wrillen authori211tioll, we COl1llot use or disclosc
 
)'our health information for BIlY reason except thosc dcscribed in this Notice.
 

To Your Family and Friend.: We must disclose your health illfonnBtlon to you, as dcseribed in this Patient Rights
 
~cclion oflhls Notice. We lIIay disclose your health information to II family memb...""l', friend Or other person to the eKtent
 
necessary to help with your healthcare or with payment for your healthcnrc, but only if you agree that we may do so.
 

PersonslDvolvcd In Care: We may use or disclose healtll lnfonnation to notify or assist In the notification of(including
 
IdentifYing or locating) a family member, your personal represenlntive or unother r..erson responsible for your cere. of your
 
location, yollt general condition, or deatll. If you arc pf~sent, then prior to use or disclosure ofyour health information, we
 
will provide you with an opportunity to object to such disclosure. In the event of your incapacity or emergency
 
eireumsmnces, we will disclose health information thai is direetiy relevant to the person's involvement in your healthcare.
 
We will e1so usc our prcfesslollBl judgment nnd our experience with common pmctice to make rCMonable inferences of
 
your oostlntcrest in allowing nperson to pick up filled proscriptions. mcdical supplies, x-mys, or other similar forms of
 
health informadon.
 

Marketing neaUlt-Related Services: Wo will not use your health information for marketing cOllununicatloos without
 
your wrilletllluthorizatinn.
 

National Security: We may disclose to military aUlhorities the health information of Armcd Forccs personnel under 
ccrtain circumstances. We may disclosc to authorized fcdeml officials heaith information requircd for lawful intclligence. 
counterintclligencc, and othcr national security activities. We may disclosc to a correctional institution or law cnforcemcnt 
official having lawful custody ofprotccted hcalth information of inmate or patient under ccrtnin circ~stances, 

Appointment Remlnden: Wc may use or disclosc your health information to provide you with appoinunent reminders 
(such us volcemntl messagcs, postcards, or leltcrs), 

PATrENT RIGHTS
 
Aceell5: You have thc right to look at or get copies of your hcalth information, wiUllimitcd eKceptiollB. You may requcst
 
that we provide copics in a format other than photocopies. We will use tile format you requcst unless we cannot practicably
 
do se. (You must make a requcst in writing to obtain access to YOllr health information. You may obwln a form to requcst
 
access by using the contect information Iisled at the end of this Notice. We will charge you a reasonable cost·bascd fee for
 
eKpenses such lIS duplicated x-rays. You may e1so rcquest access by scnding us a letter to the address at thc end of this
 
Notice. If you requcst K-rays, we will charge you $20.00 for the duplication film end processing costs. If you request an
 
alternative format, we will charge a cost-based fee for providing your health information In IIlat fOlmal. Ifyou prefer, wc
 
will prepare a sununary or un explanation ofyour hculth Infonnotion for a fce. Contact us using the illformation listed lit
 
the end of this Notice for a full eKplanation ofour fee slructure.)
 

Dlmclosure Accounting: You have the right to receive a list ofinstanecs In which we or our busincss nssociates disclosed
 
your healtllinfonnntion for pUlJloses, other than trealment, paymcnt, healthcnrc operoltions and certain other activities. for
 
thc last 6 years, butaot before April 14,2003. If you requcst this aceountingmore than oncc in al2·month period, we may
 
charge you a rcesonllble, cost·bllllCd fcc for responding to these additionul requests.
 

R.~trlclion: You have the right Co requcst that we place addltionel restrictions on our lise or disclosure of your health
 
information, We nrc not requirt:d Co agree to tllcse additional restrictiollB. but if we do, wc will abide by our IIgreemcnt
 
(cxcept in an cmergeney).
 

Alternative Communlcallon: You have the right to request that we communicatc witll you aoout your health information
 
by alternative meillls or to altemntlve locations. (You must make your request in writing.) Your request must specifY thc
 
altcmatlvc means locntion, and Ilrevide satisfactory eKplanation how payments will be hOlldled under the alternative means
 
or loclltion you r~quesl.
 

Amendment: You have the right to request that we amend your health information. (Your requcst must bc in writing, end
 
it must Cllplaln why the Illformatlon should be amcnded.) We may dcny your request under certnin cireumstunces.
 

Elcdronlc Notice; If you receive this Notlce by electronic mail (c-mell), you are cntitled to recclve this Noticc in wrillen
 
tbrm.
 

QlJI~Sl'lONS AND COMPI.AINTS
 
Ifyou wont more informntion about our prlvllCY pmeticcs or have questions or concems, pleasc COnlllCtuS.
 

If you are conccntcd that we may have violutcd your privacy rights. or you disagrec witll 0 decision we made about acccss
 
to your health iufonnatlon or in respon.~e to a request you made to lUlIend or restrict the use or disolosure ofyour heclth
 
information or to have us communicate with yoU by alternative meuns 01' at alternative loeatiollB. you Inay complain to us
 
using the conmc! information listed at the cnd of this Notice. You also ltUly submit a written complain to the U.S.
 
Departmcnt of Health and Humlln Services. . ,_
 

We support yow' rlglttto the privacy of your health infom\utitlll, We will not retullate iu any Way if yOll choosc til lila a
 
complalnt with us or with the U.S. Department ofHealth lUId Hum'lll Scrvle~s.
 

COlltuet Omeer, pro Gnlill S&hlilldtM 

Telepbone: (SZ!!) 8811-9?7Z Fax: I:;ZID 546-1880 

Addre.QI1: l~1!t!2!,.C\)J'!!fu" ""'"_ciual. Suite A, Tu~q9U. AZ 85715 
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