Anne Newman DDS
212 Highland Ave SW

Roanoke General Dentist

Roanoke, Virginia 24016

PATIENT INFORMATION

Child’s name: DOB: SSN:
Address: City: State: Zip:
Parent/Guardian #1: Phone #:
Occupation: Employer: SSN:
Parent/Guardian #2: Phone #:
Occupation: Employer: SSN:

Does child live with — Parent/Guardian #1, Parent/Guardian #2, or both?

Child’s Physician: Location: Phone #:

Is your child’s water fluoridated? YES / NO  Does your child: Take fluoride supplements? YES / NO
Suck fingers/thumbs? YES / NO Bite nails/chew objects? YES / NO Grind teeth/clench jaws? YES / NO

Is there anything else you would like us to know about your child, or focus on in particular at their first visit?

Dental Insurance

Insured’s name: Relationship to patient:
DOB: SSN: Employer: Phone #:
Insurance Co: Group #:

ID #: Insurance Address:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing
incorrect information can be dangerous to my child’s health. It is my responsibility to inform the office of any changes in
my child’s medical status. By signing below, | am responsible for my child’s account.

X Date:

(Signature of Parent/Guardian)

Phone: 540-344-6535 » Fax: 540-345-6986 « AnneNewmanDDS.com



Time 8:38 AM

Patient Name:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now?

Have you ever been hospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, ordrugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?
Are you on a special diet?
Do you use tobacco?

Dovyou use controlled substances?

Women: Are you...

E Pregnant/Trying to get pregnant?

Are you allergic to any of the following?
7 Aspirin

1 Metal

Other?

Do you have, or have you had, any of the following?

AIDS/HIV Positive ) Yes Mo

Alzheimer's Disease &

Anaphylaxis % Yes 71 No
Anemia

Angina
Arthritis/Gout
Artificial Heartvalve
Artificial Joint
fsthma

Blood Disease
Blood Transfusion
Braathing Problems
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sares/Fever Blisters

Cengenital Heart Disorder  # Yes

Convulsions £3 Yes

Haveyou ever had any serious iliness not listed above?

Comments:

“Yes (iNo

“1¥es 3 No

i Yes

& Yes

@3 No

7 Yes

“tYes {rMo

Yes iNo

" No

" Yes

iNo

{"}Nursing?

[} Peniciliin

E’:}Latex

Cortisone Medidne
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy orSeizures
Excessive Bleading
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpas
Glaucoma

Hay Fever

Heart &ttack/Failure
Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

iiYes Mo

Anne Mewman DDS PC
Eaglesoft Medical History
Birth Date:

Date Created:

Date 8/14/2019

If yes i

If yes i

If yes i

If yes i

If yes 3

If yes

§"iCodeine

i5ulfa Drugs

5 Taking oral contraceptives?

If yes {
£ i Mo Hemophilia Radiation Treatments “iYes ¢ No
Yes Mo Hepatitis & RecentWeight Loss “i¥es 7 iMNo
Hepatitis BorC Renal Dialysis " Yes ¢ Mo
Herpes Rheumatic Fever “Syes i MNo
High Blood Pressure Rheumatism “FYes {iNo
High Cholestercl Scarlet Fever “iyes i No
Hives orRash Shingles 3 Yes Mo
Hypaglycemia Sickle Cell Disease “iYes Mo
Irregular Heartbeat Sinus Trouble “iYes Mo
Kidney Prablems Spina Bifida Mo
Leukemia Stomach/Intestinal Disease G HNo
Liver Disease Strake i No
Lovi Blood Pressure Swelling of Limbs i No
Lung Disease i Yes Thyroid Disease 7 No
Mitral Valve Prolapse % Yes Tonsillitis 3 No
Jsteoporosis ) Yes Tuberculosis #5 No
Pain in Jaw Joints 7 Yes Tumors or Growths " Mo
Parathyroid Disease Ulcers Mo
“Yes ) No PsychiatricCare & Yes Venereal Disease #iYes Mo
Yellow Jaundice r1ves 7 Mo

If yes

i
i
i

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health, Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:




Anne Newman DDS
212 Highland Ave SW

Roanoke General Dentist

Roanoke, Virginia 24016

CONSENT/AUTHORIZATION FOR DENTAL TREATMENT OF A MINOR

Patient’s name: Date of Birth:

All minors (under 18 years of age) seeking treatment must be accompanied by a parent/legal guardian during
the initial office visit. After the initial appointment, we require any patient under the age of 16 (or without a
license) to be accompanied by a parent/legal guardian during their visits. If a patient is under the age of 18
and has the ability to drive themselves to their appointment, written consent from the patient’s parent/legal
guardian is required for them to be seen without their presence. In my absence, | designate the following
person(s) to make any medical/dental decisions or to participate in the treatment of my child. Information
about my child may be disclosed to the following person(s) to the extent of that person’s involvement with my
child’s care/payment for care.

*Parent’s names do not need to be on here*

1. Name: Relationship:
2. Name: Relationship:
3. Name: Relationship:

| furthermore authorize the staff of Dr. Anne Newman DDS to carry out any medical
procedures/treatments that are deemed appropriate.

X Date:

(Signature of Parent/Guardian)

Phone: 540-344-6535 » Fax: 540-345-6986 * AnneNewmanDDS.com



Anne Newman DDS
212 Highland Ave SW

Roanoke General Dentist
Roanoke, Virginia 24016

FINANCIAL POLICY

Thank you for choosing the office of Dr. Anne Newman, DDS for your dental care. Our primary goal is to provide exquisite
dental care in a comfortable, relaxed environment. The following is a statement of our Financial Policy, which we require that
you read, agree to and sign prior to any treatment.

**PAYMENT IS DUE IN FULL AT THE TIME SERVICE IS PROVIDED. **
Our office accepts cash, personal checks, MasterCard, Visa, Discover, American Express and CareCredit.

Insurance: We are a non-participating provider. At the end of each visit, we will help you file the claim with your insurance
company. Your insurance company will reimburse you, not us, for what they cover. Insurance payments are ordinarily
received within 30-60 days from the time of filing a claim. If your insurance company has not made payment to you within 60
days, we ask that you contact your insurance company to make sure payment is expected. Insurance coverage is subject to
limitations, exclusions, waiting periods, frequency, age restrictions, deductibles and maximums which are your responsibility.
Please contact your insurance company for a detail of your benefits. All charges you incur are your responsibility, regardless of
your insurance coverage. We must emphasize that as your dental care provider, our relationship is with you, our patient, not
with your insurance company. Your insurance policy is a contract between you and your insurance company - Our office is not
a party to that contract. You are responsible for payment regardless of any insurance company’s arbitrary determination of
usual and customary rates. Our practice is committed to providing the best treatment for our patients and we charge what is
usual and customary for our area.

Minors accompani rent or legal guardian: The parent or legal guardian accompanying a minor, who has
consented to treatment are responsible for full payment at time of service.

Unaccompanied Minors: The parent or legal guardian is responsible for full payment at time of service. Treatment consents
and payment arrangements with the parent or legal guardian must be made prior to appointment or nonemergency treatment
may be denied.

Missed A intment (s) and Cancellations: Our goal is to provide treatment in a timely manner with as few visits as
necessary. In order to provide the best services to our patients, we require at least a 24-hour notice for cancellations or for re-
scheduling your appointments. We understand that unforeseen circumstances may arise, which may result in canceling or
missing your appointment. A charge may be assessed for multiple missed, short notice or cancelled appointments. Multiple
failed appointments may result in being dismissed from the dental practice.

Communications with you: By signing below, you are authorizing us to call you at any number you provide including calls to
mobile/cellular or similar devices for any lawful purpose. We or our agents may call by telephone regarding your account. You
agree that we may make such calls to a mobile telephone or other similar device.

Consent: [ have read, understand and agree to the above terms and conditions. | authorize my insurance company to pay my
dental benefits directly to me. I understand that responsibility for payment for dental services provided in this office for
myself or my dependents is mine, due and payable in full to Anne Newman, DDS at the time services are rendered. | authorize
the release of any information concerning my (or my child’s) health and treatment provided for the purpose of evaluating and
administering claims for insurance benefits.

This consent was signed by (PRINT NAME PLEASE):

Signature: Date:

Witness: Date:

Phone: 540-344-6535 » Fax: 540-345-6986 * AnneNewmanDDS.com



Anne Newman DDS
212 Highland Ave SW

Roanoke General Dentist

Roanoke, Virginia 24016

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your child’s rights under the law. You ascertain
that by your signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your
signature/date.

You have the right to restrict how your child’s protected health information is used and disclosed for
treatment, payment, or healthcare operations. We are not required to agree with this restriction, but if we
do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your child’s protected healthcare
information and potentially anonymous usage in a publication. You have the right to revoke this consent
in writing, signed by you. However, such a revocation will not be retroactive.

By signing this form, I understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare
operations

e The practice reserves the right to change the privacy policy as allowed by law

e The practice has the right to restrict the use of the information but the practice does not have to
agree to those restrictions

e The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease

e The practice may condition receipt of treatment upon execution of this consent
May we phone, email, or send a text to you to confirm appointments? ¥ES NO
May we discuss your child’s medical condition with any member of your family? YES NO

[f YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)
Signature: Date:
Witness: Date:

Phone: 540-344-6535 « Fax: 540-345-6986 « AnneNewmanDDS.com



