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Patient 
 

Responsible Party for your Account:   
  Self         Other (see below) 

Prefix:              Mr.       Mrs.       Ms.       Dr.       Prefix:              Mr.       Mrs.       Ms.       Dr.      

First Name:  __________________________________    MI: __________  First Name:  __________________________________    MI: __________ 

Last Name:  __________________________________  Last Name:  __________________________________ 

Gender:           Male       Female  Gender:           Male       Female 

Birth Date:  ___________________________________   Age: _________  Birth Date:  ___________________________________   Age: _________ 

Address:  ___________________________________________________  Address:  ___________________________________________________ 

Apt./Suite:  ________________  Apt./Suite:  ________________ 

City:  ________________________   State:  ______   Zip:  ____________  City:  ________________________   State:  ______   Zip:  ____________ 

Home Phone:  ______________________________  Home Phone:  ______________________________ 

Work Phone:   ______________________________  Work Phone:   ______________________________ 

Cell Phone:      ______________________________  Cell Phone:      ______________________________ 

Email:  _____________________________________________________  Email:  ______________________________________________________ 

Social Security #:  ____________________________________________  Social Security #:  _____________________________________________ 

Driver’s License:  _____________________________________________  Driver’s License:  ______________________________________________ 

Marital Status: 
  Single     Married     Widowed     Divorced     Separated  

Marital Status: 
  Single      Married      Widowed      Divorced      Separated 

    

Have you ever been to our practice?                            Yes       No  Relationship to Patient:  ________________________________________ 

Has a family member ever been to our practice?       Yes       No    

Who were you referred by?  ____________________________________ 
    
Primary Dental Insurance:   (Policy Holder) 
First Name:  __________________________________    MI: __________  Insurance Company:  ___________________________________________ 

Last Name:  ___________________________________  Insurance Phone #:  ____________________________________________ 

Gender:           Male       Female  Insurance Company Claims Address:   

Relationship to Patient:  _______________________________________  ____________________________________________________________ 

Birth Date:  ___________________________________   Age: _________  City:  _________________________   State:  ______   Zip:  ____________ 

Address:  ___________________________________________________   

City:  ________________________   State:  ______   Zip:  ____________ Policy/Group #:  _______________________________________________ 

Home Phone:  _______________________________________________     Member ID:  __________________________________________________ 

Cell Phone:  _________________________________________________  Social Security #:  ______________________________________________ 
     

Secondary Dental Insurance:   (Policy Holder) 
First Name:  __________________________________    MI: __________  Insurance Company:  ___________________________________________ 

Last Name:  ___________________________________  Insurance Phone #:  ____________________________________________ 

Gender:           Male       Female  Insurance Company Claims Address:   

Relationship to Patient:  _______________________________________  ____________________________________________________________ 

Birth Date:  ___________________________________   Age: _________  City:  _________________________   State:  ______   Zip:  ____________ 

Address:  ___________________________________________________   

City:  ________________________   State:  ______   Zip:  ____________  Policy/Group #:  _______________________________________________ 

Home Phone:  _______________________________________________  Member ID:  __________________________________________________ 

Cell Phone:      _______________________________________________  Social Security #:  ______________________________________________ 
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TREATMENT PLANS: 
I authorize the doctor and his designated staff, to perform an oral and maxillofacial examination, for the purpose of diagnosis and treatment 
planning. Furthermore, I authorize the taking of all radiographs (x–rays) required as a necessary part of this examination. I understand that my 
doctor and his designated staff will attempt to obtain any available radiographs (x-rays) from my general dentist prior to my appointment, 
however, it may be necessary to take additional x-rays to diagnose my condition in order to provide me with an accurate treatment plan. If I am 
consulting the doctor for an implant, a CT Scan may also be diagnostically necessary. I understand that the cost for a CT Scan is $325.00, which is 
typically not covered by my dental insurance, however, I can ask the doctor and his designated staff to provide me with a receipt that will allow me 
to submit this service for possible reimbursement from my medical insurance. 
 
In addition, if medically necessary, I authorize the release of any information acquired in the course of my examination and treatment to my other 
doctors and/or insurance carriers. I permit messages to be left on my phone and/or mobile phone concerning my appointment. 
 
By my Initials below, I agree and consent to the above and I understand that refusal of these diagnostic tools, if necessary, may result in not being 
able to complete my visit. 

Initials:  ____________ 

 
FINANCIAL POLICY, FEES & PAYMENTS: 
Payment is due in full at the time services are performed. We will file your claim to your dental insurance company for your reimbursement of any 
possible covered charges, however, you are responsible for paying the full charges on the day of service. For treatment in excess of $600.00, we 
can file a Pre-Determination of Benefits for you at your request, however, because a Pre-Determination is only an estimate of benefits from your 
insurance company based on your plan and eligibility, any balance remaining after your insurance company has paid their benefit portion will be 
your responsibility. Final reimbursement by your insurance company may vary due to plan types, insurance maximums, deductibles, and co-
payments and exclusions. Please remember that we file with your insurance as a courtesy to you, and any dispute concerning final payment by 
your insurance carrier should be directed to your insurance company for resolution. 
 
By my signature below, I am aware and fully understand that I am responsible for paying any charges incurred today, and at any future visits. 
 
Signature:  ____________________________________________________________________________    Date:  _________________________ 
 
 
RELEASE OF INFORMATION FOR INSURANCE: 
By my initials below, I give consent to release my healthcare information to my dental insurance companies to process my claim for 
payment/reimbursement purposes. I am aware that Austin Perio Health doctors are “out-of-network” providers with all dental insurance 
companies, including Medicare, Medicaid and CHIP. If I do not have dental insurance, I understand that it is my responsibility to provide the office 
with my dental insurance information, should I become covered by a dental insurance policy in the future. 
 
Initials:  ____________ 

 
CANCELLATION POLICY: 
We reserve the right to charge for appointments that are cancelled or broken without proper advance notice. For all non-surgical appointments, 
we request 48 hours advance notice. For SURGICAL appointments, due to the length of time that we reserve for you, we require a minimum of 
TWO WEEKS advance notice. The cancellation/broken appointment fee for non-surgical appointments without proper notice is $172.00, and the 
cancellation/broken appointment fee for SURGICAL appointments may result in a significant fee, up to and including the entire fee of the 
procedure. By my initials below, I understand and agree to the above cancellation policy. 
 
Initials:  ____________ 

 
NOTICE OF PRIVACY PRACTICES: 
I hereby acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me. I have been given the opportunity to 
ask any questions I may have regarding this Notice. 
Initials:  ____________ 



AUSTIN PERIO HEALTH 
MEDICAL AND DENTAL HISTORY 

 
 

PATIENT NAME____________________________________________    BIRTH DATE________________      TODAY’S DATE________________ 
 
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 medications that you may be taking could have an important interrelationship with the dentistry you will receive. Thank you for answering the 
following questions. 
 
 

MEDICAL HISTORY: HEIGHT:  ______________ WEIGHT: ______________ 
 

Who is your Primary Care Physician:   First Name: ______________________   Last Name:  __________________________  Phone: ____________________ 
 

What is the date of your last complete medical/physical exam? ____________________________________________________________________________ 
 

What is your preferred Pharmacy, address and phone #? _________________________________________________________________________________ 
 

In case of emergency, please contact:  Name: _____________________________________   Phone:  __________________  Relationship: _______________ 
 
Medical Allergies: 
Are you allergic to any of the following? 

 Aspirin           Penicillin         Codeine        Local Anesthetics    Versed      Latex 
 Vicodin/Hydrocodone          Clindamycin/Cleocin        Sulfa Drugs        General Anesthesia    Demerol      Acrylic         
 Ibuprofen/Advil          Erythromycin        Tetracycline        Nubain     Metal       Sulfites 
 Tylenol/Acetaminophen          Xanax/Valium/Ativan        Keflex        Halcion     Iodine      Eggs/Yolk         Soy 

 

Please list any other medications/antibiotics that you are allergic to:  1. ____________________________     2. ___________________________________ 
 

3. ____________________________     4. ____________________________     5. ____________________________     6. _____________________________ 
 

 

 

General Questions: 
 

Does your regular doctor or any specialist that you see require you to take a pre-med antibiotic prior to dental treatment?     Yes    No 
 

Prescribing doctor’s name: ____________________________   Ph: ________________    For what condition:  _______________________________________ 
 

Are you taking Anticoagulants/Blood thinners (such as Coumadin, Plavix, Aspirin, Vitamin E, Ginko biloba, Aggrenox, Pradaxa, Fish oil)?  Yes    No 
 

If yes, what kind and how often?  _____________________________________________________________________________________________________ 
 

Are you taking, or have you ever taken any medications for osteoporosis/osteopenia, bone-related issues, bone density medications, RANKL inhibitors or 
bisphosphonates such as Denosumab, Fosamax, Boniva, Actonel, Evista, Skelid, Didronel, Ostac, Zometa, Aredia, Reclast, Prolia, Bonefos, Xgeva, 
(Other) ____________________in the past 12 years?               Yes    No 
 

Are you taking, or have you ever taken tranquilizers, sleeping pills, anti-depressants and/or muscle relaxers on a regular basis?   Yes    No 
 

If yes, what kind and how often?  _____________________________________________________________________________________________________ 
 

Are you taking, or have you ever taken narcotics, pain killers/pain management medication, and/or stimulants on a regular basis?  Yes    No 
 

If yes, what kind and how often? _____________________________________________________________________________________________________ 
  

Please list any other medications/pills/drugs that you are taking at this time:  1. ____________________________     2. ____________________________ 
 

3. ____________________________     4. _____________________________    5. ____________________________     6. _____________________________ 
 

Have there been any changes to your general health in the past year?        Yes    No 
 

If yes, please explain: ______________________________________________________________________________________________________________ 
    

In the past two years, have you been under a physician’s care other than routine checkups?      Yes    No  
 

If yes, please explain: ______________________________________________________________________________________________________________ 
     

Have you been hospitalized or had a major operation in the past five (5) years?       Yes    No 
 

If yes, please explain: ______________________________________________________________________________________________________________ 
     

Do you have shortness of breath after climbing one flight of stairs?           Yes    No 
 

Have you, or anyone in your family ever had an adverse reaction to sedation medication, local or general anesthesia?    Yes    No 
 

If yes, please explain: ______________________________________________________________________________________________________________ 
 

Do you consider yourself in good health at this time?          Yes    No 
 
 

Women Only: 
 Pregnant/Trying to get pregnant?       Nursing?      Taking oral contraceptives?      Hysterectomy?       Menopause?         Hormone Medication? 

 

* Women note: Antibiotics (such as penicillin) may alter the effectiveness of birth control pills. Consult your physician/gynecologist regarding additional  
                            methods of birth control. 



MEDICAL CONDITIONS:    Do you have, or have you had, any of the following: 

 
*  IF YOU CHOSE EPILEPSY/SEIZURES/CONVULSIONS, are they:      Frequent       Infrequent?      Controlled with medication?     Yes   No      
*  IF YOU CHOSE ASTHMA, is it currently being controlled with medications/inhaler?   Yes    No 
*  IF YOU CHOSE DIABETES, is it:      Borderline/Diet Controlled?     Type 1?     Type 2?      Insulin Dependent?    Well-controlled?     Family History? 
    What was your most recent A1C level?  ___________    Date?  ____________ 
 

Any serious Illness, disease or medical problem not mentioned above?       Yes   No 
If yes, please explain: ______________________________________________________________________________________________________________ 
 

 

DENTAL HISTORY: 
 

Who is your current General Dentist:  First Name:  ________________________  Last Name:  __________________________  Phone: __________________ 
How often do you see your General Dentist?  ___________________________________       Date of last cleaning: __________________________________ 
Times a day you brush:  _____________        Times a day you floss: _____________        Type of toothbrush bristles you use:    Hard     Medium     Soft 
Are you in pain?     Yes    No    (If Yes, for how long?  ___________________________) 
Are you aware of having, or ever had: 

 Bleeding gums?       Bad breath/bad taste?       Teeth sensitive to hot/cold/pressure?      Receding gums (longer 
 Gum boil (abscess/infection)?      Loose/shifting teeth?       Previous orthodontic work?           appearing teeth? 
 Shifting teeth/bite issues?      Clicking/popping/sore jaw joints?      Clenching or grinding?        Periodontal disease? 
 Red, swollen or bleeding gums?      Removable dental appliance?      Blisters/sores in or around mouth?      Locking jaw?  
 Missing teeth?        Food caught between teeth?      Lost or broken filling/chipped tooth?      Toothache?  

Are you interested in dental implants?    Yes    No 
Are you extremely nervous/anxious in the dental office?  Yes    No 
Have you ever had gum surgery?     Yes    No    (If yes, please list year, doctor and if treatment was full-mouth or local): 
Comments: ______________________________________________________________________________________________________________________ 
 
 

 

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. It is my responsibility to inform the dental office of any changes in my medical status. 
 

I certify that I have read and I understand the questions above. I acknowledge that my questions, if any, about the inquiries set forth above have been 
answered to my satisfaction. I will not hold my doctor, or any other member of his / her staff, responsible for any errors or omissions that I have made in the 
completion of this form. 
 

PRINT NAME:   __________________________________________________________ 
 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN: __________________________________________________________   DATE:_______________________ 
 

DOCTOR’S SIGNATURE: _______________________________________________________________________________   DATE:_______________________ 
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Acknowledgment of Receipt of Notice of Privacy Practices / HIPAA Non-Secure 
Communication Consent Form / PHI Limited Authorization & Release Form 

 
 

 Patient Name:  Date of Birth: 
 
This consent form allows Austin Perio Health to use and disclose information about me protected under the Health Insurance 
Portability and Accountability Act of 1996 and as outlined in the Austin Perio Health Notice of Privacy Practices. This information 
may be used or disclosed to carry out treatment, payment or health care operations. Austin Perio Health has provided me with a 
Notice of Privacy Practices, which more completely describes such uses and disclosures and has provided this notice prior to my 
signing this form in accordance with my right to review its practices before signing consent. I understand that the terms of the 
Notice of Privacy Practices may change and that I may obtain revised notices by contacting Austin Perio Health. 
 
_______   I authorize Austin Perio Health to use secured email and mobile phone text messaging to transmit to me or the 
  following protected health information: 1) Information related to the scheduling of appointments; 2) Information related 
  to billing and payments; 3) Information related to treatment or healthcare options. 
_______   I authorize Austin Perio Health to provide updates to my general dentist or other health care providers for patient  
  information requests from them related to my visits with Austin Perio Health. 
_______   I authorize that Austin Perio Health may leave messages on my voicemail to confirm appointments, and/or may speak  

 with other members of my household and leave messages with them regarding my appointments. 
_______   I hereby authorize that Austin Perio Health may disclose my personal health information to any person(s) who accompany  

 me to my appointment and are present with me in the office while I meet with my dentist and staff, as well as to the  
 person who I have listed as my emergency contact and the following specific person(s) listed below: 

 
 Name   Telephone Number  Relationship to Patient 

      

      
 
Furthermore, my (or my child’s) personal health information may NOT be disclosed to the following person(s): 
 

 Name   Telephone Number  Relationship to Patient 

      

      
 
I understand that at any time I have the right to revoke this consent provided that I do so in writing, but that Austin Perio Health 
services may still use information to complete any actions that it began prior to my revoking consent and which rely on my 
protected health information. I understand that Austin Perio Health may refuse service if I revoke this consent. 
 
I understand that my medical records may be transmitted electronically by fax or email and may be received in error by a third party. 
In the event that this should occur, I absolve Austin Perio Health all liability.  
 
I understand that I have the right to request – now and in the future – how protected health information is used or disclosed to carry 
out treatment, payment and health care operations, and must be provided by me in writing. I understand that while Austin Perio 
Health is not required to agree to my requested restrictions, if it does agree, it is bound by that agreement. 
 
By my signature below, I affirm the above information. My signature will also serve as a PHI Limited Release should I request 
treatment or radiographs be sent to other attending doctors in the future.  
 
Signature of Patient or Authorized Representative: _______________________________________   Date: ____________________ 


