Patient #

Robert Vaughan D.D.S., P.A.
M 16600 Birkdale Commons Pkwy
Suite A, Huntersville, NC 28078
AP p.704.655.8008 f.704.655.8007

. . SS#TIN
Patient Information conripentiaL) D
Name Birthdate Home Phome

_ Statef Zi{:f
Address Ciry Prov. P,
Email Cell Phome
Check Approjriate Box L] Minor [ Single ] Married ] Divorced L] Widowed [ Separated Exll Part
Jatef —
If Student, Name of School/College Cliry P]fltjﬁ, S U Time [ Time
Patient or Pavent/Guardian's Emplover Work Phone
: Statef Z‘r'{u'

Business Address Ciry Prov. _ PC.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referving you?
Persom to Contact in Case of Emergency Phone

p : . y Relatiomship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Instineion
Employer Work Phone SS#ITIN

Is this Person Crurrently a Patient in our Office? L] Yes L] No

Faor your convenience, we offer the follnwing methods of payment. Please check the option you prefer. Payment in full at each appointment.

L] Cash [_] Persenal Check Credit Card ] VISA [] MasterCard (] 1 wish to discuss the office’s payment policy.
f Relationship
Name of Insured to Patient
Birthdate SS#TIN Date Employed
Name of Employer Union or Local # Work Phome
) State/ ZEEJ_{
Address of Employer City Prov. P.C.
Insurance Company Group # Policy/1D #
) State] 24'{{
Ins. Co. Address Ciry Prov. PC.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? Ol ves [ No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#ITIN Date Employed
Name of Emplover Uniom or Local # Work Phome
) State/ ZiE.Ir
Address of Emplover Clity Prov. P.C.
Insurance Company Group # P(}“C‘:I:'”D' =
Srare Zi
Ins, Co. Address Ciry Pru:-. i’.EJ;.

How Much is your Deductible? How Much Have You Used? Max. Annual Benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes MNo 9. Are vou allergic to o have you had any reactions to the following?  Yes  No
I. Are you under medical treatment now? . . .. R Local Anesthetics (e.g. Novocain) . ... ... . ...... N
2. Have you ever been hospitalized for any surg:rcai npefanm Penicillin ov any ather Antibiotics ... g g
or seviows illness within the lase 5 years? ... ... ... .. .. O O bij{;ﬂfugs E B
; Barbiturates . .. ... . .. o
If yes, please explain Sedatives . - LTI E %
3. Ar med lodine . R
nefuaﬁ]ngmmnﬁwergﬂpm};anﬁgége?......,.........D ] Asprrm E %
If ves, whar medication (s) are you taking? Any MEWL 1’5 -‘G.' “'LI“’! me““")'r ere. J ----------- J
£ ’ " Latex Rubber . . . . .. .0 O
Other (please list) 0 O
4. Have you ever taken Fen-Phen/Redwx> ... L1 [ 10. Do you have a persistent cough or throar clearing not
5. Doyouuse tobacco? ... ..., L L associated with a known illness (lasting more than 3 weeks) [ []
. Women Only:
6. Do you use controlled substances? O 0O a) Are you pregnant or think you may be premane? ... [ [
7. Are you wearing contact [enses? . OO h) Are you nursing? E %
8. Do you have or have you hod any of the ﬁ)ﬂuurmg? ¢) Are you taking oral mnm:iceptwes’ ............
Yes  No Tes No Yes  No
High Blood Pressure ... ... ... (1 [0 Heart Disease . .. [0 [0 ChestPains............... O [
Heart Auack . . ............ O [ Cardiac Pacemaker.......... [0 O EasilyWinded ............. 0O [
Rhewmatic Fever ... ...... .. O O Heare Murmier . ........... 0 O Stroke . N I
Swollen Ankles . ........... [ [ Angina . . .. R I B I HmFeverJ'A"ergtes ........ o o
Fainting | Seizures .. ........ [ [ FreqlundvTrrcd........... 0O O Tuberculosis . ............. [ [
Asthma ................. O I Awemia ................. [l [ Radiation Therapy .......... O o
]'_mummdp:retmre ......... L1 O Emphysema .............. [ [ Glawcoma . B I
Epilepsy | Conwrdlsions . . . ... .. O O Cacer.................. O O Ra.emWetghths .......... o d
Leukemia . ... .. .. O O Artheits ..., ... O 0O LiverDisease .............. 0 O
Dmbere's................. o o _fmnrRep{acemenrmeﬂam U I B Heart Trouble . ............ [ [
Kidney Diseases ... ......... [ [  Hepats/ Jaundice . .. ... ..., (1 [ Respiratory Problems ... ... . .. O Od
AIDS or HIV Infection . ... ... L1 [ Sexually Transmitted Diisease ... [ [ Mimal Valve Prolapse .. ... ... 0o o
Thyroid Problem ... ... L] [0 Stomach Troubles f Ulcers . .. . . L O Other O o
Patient Dental stto'ry
Name of Previous Dentist and Location Date of Last Exam
Yes  No Yes No
1. Do your gums bleed while brushing or flossing? ... ... ... O O 8. Do you have frequent headaches? ... ............. [ [
2. Are your teeth sensitive to hot or cold liguidsffoods? . .. . . .. O 0O 9. Do you clench or grind your eeeth? ............... [ [
3. Are your teeth sensitive to sweet or sour liquidsffoods? O 0O 10. Do you bite your lips or cheeks frequently? . ... ... ... O 0O
4. Do you feel pain to any of your teeth? ... ........ ... 1 [ 11. Have you ever had any difficult extractions in the past? .. [ [
5. Do you have any sores or hemps in o near your mouth? O O 12. Have you ever had any prolonged bleeding . ... ... ... O 0O
6. Have you had any head, neck or jaw injuries? ... ... . ... O 0O following extractions? .. .. .. . O O
7. Have you ever experienced any of the following problems in your jaw? 13. Have you had any -:mhadmma. treatment? ... .. ... .. O O
Clicking . .. o0 O 14. Do you wear dentures or partials? . O O
Pain f}mm eqr, s:de nffme} NN If ves, date of placement
Difficuley in opening or closing o0 O 15. Have you ever received oval hygiene instructions
Difficuley in chewing . NEEE vegarding the care of your teeth and gums? ... ... .. .. O O
16. Do you like your smile? . ..................... J [

Authonzauon and Release
I certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. | underseand
that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the diagnosis and the recovds of
any treatment or examination rendered to me or my child during the period of such dental care to third party payors andfor health practitioners. I authorize and
request my insurance company to pay divecely to the dentist or dental group insurance benefits otherwise payable to me. 1 understand that my dental insurance
carrier may pay less than the actual bill for services. I agree to be responsible for payment of all sevvices vendered on my behalf or my dependents.

X
Signature of patient {or paventfeuardian if minor)

Daoctor’s Comments




Robert Vaughan D.D.S., P.A. 164600 Birkdale Commons Pkwy
Sulte A, Huntersville, NC 28078 p.704.655.8008 f.704.655.8007

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement™

, have received a copy of this office’s Notice of Privacy Practices.

{Please Print Name}

{Address }

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

O o o o

Other (Please Specify)

@ 2002 American Denlal Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party
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 14, 2002).
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Robert Vaughan D.D.S., P.A. 16400 Birkdale Commons Pkwy
Suite A, Huntersville, NC 28078 p.704.655.8008 .704.655.8007

Compound Authorization for Release of Information

Mame of Patient

Date of Birth

is authorized to release protected health

information about the above named patient to the entities named below. The purpose is to inform the
patient or others in keeping with the patient’s instructions.

Entity to Receive Information.
Check each person/entity that you approve to
receive information.

Description of information to be released.
Check each that can be given to person/entity on
the left in the same section.

[~ Voice Mail

[~ Results of lab tests/x-rays
[~ Other

— Give information to employer
— Give information to school

[~ Appointment absentee information

[~ Spouse

— Family billing information
— Financial
[~ Medical as follows:

[~ Parent (provide name)

— Family billing information
— Financial
[~ Medical as follows:

[~ Other (provide name)

r— Financial
[~ Medical as follows:

— Support Group (provide name)

— Demographic Information

Rights of the Patient

forward.

I understand that | have the right to revoke this authorization at any time and that | have the right to inspect or
copy the protected health information to be disclosed as described in this document. I understand that a
revocation is not effective in cases where the information has already been disclosed but will be effective going

| understand that information used or disclosed as a result of this authorization may be subject to redisclosure by
the recipient and may no longer be protected by federal or state law.

| understand that I have the right to refuse to sign this authorization and that my treatment will not be
conditioned on signing. This authorization shall be in effect until revoked by the patient.

Date

Signature of Patient or Personal Representative

Description of Personal Representative’s Authority (attach necessary documentation)




Robert D. Vaughan, DDS, PA

Financial Understanding
Welcome to our Practice!

We appreciate the trust you have placed in us.
PAYMENT IS EXPECTED AT THE TIME SERVICE IS RENDERED. WE ACCEPT
CASH, CHECK AND MOST CREDIT CARDS.

IMPORTANT INFORMATION FOR NEW PATIENTS

Federal law requires all healthcare practices to obtain, verify, and record information that
identifies each new patient.

What this means for you: When you open an account, we will ask for your name, address, date
of birth, and other information that will allow us to identify you. We will also ask for your
driver’s license or other identifying documents.

*NEW FINANCIAL POLICY AS OF August 10, 2006:

Balances under $500 will be paid in full at date of service.

Balances between $501-1000 will be paid at 50% date of service and 50% will be due at next visit
(no later than 30 days from initial service)

Balances over $1000 will be paid at 50% date of service with the remaining portion spread over no
later than a 90 day time frame.

If your insurance company does not cover the estimated insurance portion of your treatment, the
fee becomes YOUR responsibility and will be paid within the above parameters. If we later receive
payment from your insurance company, we will gladly reimburse you the covered amount.

INSURANCE:
Professional services are rendered and charged to you, not the insurance company. Please understand that
the contract is between you and the insurance company and payment for services is your responsibility.
As a courtesy to our patients we will be happy to share any information that we acquire from your
isurance company. However it is the patient’s ultimate responsibility to know and understand his or her
own policy. Any and all charges that an insurance company chooses not to cover after a claim is
submitted is the patient’s responsibility and should be taken up with the insurance company. All amounts
due after such ¢laim is returned should be paid with in 30 days to our office.
We will accept assignment of claims for primary insurance. We will gladly provide the claim form
needed to file with a secondary insurance, however, it will solely be your responsibility to do so. All
deductibles and fee amount not covered by the primary insurance are due at the time of treatment unless
written financial arrangements are made with the Office Manager prior to starting treatment.
In order to honor any insurance benefits, you must provide insurance identification (i.e. insurance cards,
completed claim forms. benefit books, etc.) and we must be able to verify the current benefits available.
BROKEN APPOINTMENT POLICY:
Please consider your scheduled appointments carefully. If you are unable to attend your scheduled
appointment, we require a twenty-four (24) hour cancellation notice. If we do not receive a 24-hour
notice we will charge a broken appointment fee. This cannot be charged to your insurance company. If
vou repeatedly miss scheduled appointments you may be asked to pursue treatment on non-scheduled
ume. Our goal is to fill all appointment times for the benefit of our patients and the 24-hour notice allows
us to fulfill this goal.
OFFICE FEES:
It you present a check for insufficient funds. or place a stop payment on an issued check, you will be
charged a $40 fee for processing.

e S NSF i
It you need to transfer your records (x-ravs) vou will be charged $20 per person that must be
paid at tme of request.
It you have any questions regarding your account, please do not hesitate to ask.
I HAVE READ AND UNDERSTAND THE STATEMENTS OUTLINED ABOVE.

Signed:
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