Michelle N. Messina DDS

PATIENT INFORMATION
Date
Patient Name
Last First Middle
Address
Street City
Home phone Cell Phone
Birthdate Social Security#
Email Address
Marital Status: Single  Married _~ Widowed _ Separated _____ Divorced
Employer Occupation
Spouse’s Name if applicable Birthdate
Spouse’s Employer Occupation

Whom may we thank for referring you?

Emergency Contact: Please include name, phone#, and relationship to patient if not already provided—

Dental Insurance Information

Subscriber’s Name Birthdate

Insurance Company Group#

Subscriber ID# and/or Social Security#

Subscriber’s Employer Insurance Phonett

Relationship to Subscriber Secondary Insurance: Yes

*If you have secondary insurance, we will provide another form.

No
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Welcome! So that we may provide you with the best possible care please complete both sides
of this medicalldental history form. All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name Teleptione

Address State Zip

How often do you have dental examinations?
How often do you brush your teath? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No Ifyes, please describe:

Are any of your teeth sensitive to: Have you ever had:

Hoboreold et et b b s 88T NG Orthodontic trealment? ... e Yes  No

(PN NIRRT g 8 o s R s W Yes No Oral Surgery? ... e e e e NG

=0T o T ol e et T e T e Yes No Periodontal treat ment7 S e Vs N

Have you noticed any mouth odors or bad tases? ....cccoocviinnn YS Na Your teeth ground or the bite adjus ed'? ............................ Yes No

Do you frequently get cold sores, blisters or any other oral Iesmns‘? .. Yes  No Abite plate or mOUh QUAIT?.......occrevrmsserssrmssrnenn Yes No
Aserious injury to the mouth or head? ..........cccsrnrensns Yss  No

Do your gums bleed or BUR?......coccoconcoriens IR S [ Please describe, including cause

Have your parents expersenced gum diSEHSE or tooth Ioss’? i 185 NG

Have you noticed any loose teeth or change in your bﬁe’?.....A..,..................Yes No Have you experienced:

Does food tend to become caught in between your teeth? ... Yes N0 Clicking or popping of the [aW?...c..cccciovevrcversicriomin Y88 NO

If yes, where Pain? {joint, ear, side of fACe} .oocerovviieiccice. Yos - No
Difficulty in opening or closing the MOUIN? ....vvcccoomuncn 188 N0

Do you: Difficulty in chewing on either side of the mouth?............ Yes ~ No

Clench or grind your teeth while awake or asleep?....c...cn. 188 NO Headaches, neckaches or shoulder aches?.........c...c.. Yes No

Bite your fips or cheaks regulary? ... ssscisorsiossisss s Yes No Sore muscles (neck, SNOUIErS)? ........cvviiieviiicenn Yes No

Hold foreign abjects with your teeth? (pencils, pipe, et¢.)..... St RN L e S T R L

Mouth breathe While awake O 8SIBEPY........cvesersersssmesimersn Yes No Are you satisfied with your teeth’s appearance? Yes  No

Have tired jaws, especially in the moming? ... Y68 NO Would you like to replace your silver fillngs? ............... Yes ~ No

Snare or have any other sleeping ASOrders?.. ... 188 NO Would you like to keep all of your teeth all of your life?.... Yes ~ No

Smoke/chew tobacco or use other lobaeeo Producis? .. ivicinnn Yes  No

Do you Tesl NervoUS 200U DaVING TR RIRTIEAUTIEIT e.tor st vty o A AR S 5 3 A T PN Yes No

Please describe

Have you ever had an UPSEHNG ABNEAI BYDBHBNOET ......viuuersieseisstieesisssossssissirss ssssessesssess 1801501508058 0081101801168 8R0S BB B Yes No

Please describe

Have you ever been told to take a pre-madication prior fo dental freatment? ... k) L EL el Y Yes No

Is there anything else abouf having dental freatment that you would HKe US 10 KNOWD ... s Yes No

If yes, please describe

(Please complete other side)

¢ Pride Institute FORM 015 (10.12) 1.800.925.2600 www.prideinstitute.com



ép@,{i‘{nfﬂaﬁl{ (RN | S : MEDICAL HISTORY

e U Medtcalmm e et i P M SIS B, LA ‘
| ‘ :
1. Physician’s Name Phone ( )
Have you had any medical care Within the PaSt WO YEAIS? u...cuiwurmmursuriesessssisissires s esssissstinss s s s st i Yes  No
Describe

Have you taken any medication or drugs during the Past tWO YEAIS? .........oumiimiimnisseenstissssisnsres s s iobanss o msgnsasesss Yes No
f yes, please list name and dosage
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of 8spifin? ... Yes = Mo

if ves, prease list name and dosage
4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphOSphONaIes? ..........uuimimeismmn Yes No
If yes, please list name and dosage

o

5, Areyou aware of having an allergic for adverse) reaction to any substance or Medication? .......c.cumiimmmiemssmmmsgens: Yes No
If yes, please specify

6. Have you been a patient in the hospital during the past five years? .........co.cvever Py e a1 DT ERE s

7. Indicate which of the following you have had, or have at present. CII‘C|B "yes or “no" to each etem

Heart (Surgery, Disease, Attack)... Yes  No OISR s st VEG:C COAD) Hepatiis A B C (circle).. Yes No

Chest Pain .. e e ) Diabetes No Venereal Disease ........ewnee. Y88 NO
Congenital Heart Dtsease ........... Yes No Thyroid Problems ..o Y88 No ALDS./MH.LV Positive Yes No
Heart Murmur .. e YES IR I AUEBIIEL A b imescssmrs s st Yes No Cold Sores/Fever Blisters ........ Yes  No
High/Low Blood Pressure ............ Yes No No Blocd Transfusion Yes No
Mitral Valve Prolapse ... Yes No ETARRYSBITIE G s rovaieriestinsshvemenis Yes No Herophilia ..o..iienennn: ehaon G5 NG
Artificial Heart Valve/Pacemaker ... Yes  No Ghrenic Goligh o s, Yes No Sickle Cell Diseass e ¥BST NG
Rhetumatic Fever ... Yes No TUDATGLIOBIS A sersrsiivisimrsrniaings BES Brlise Easiyi oui i i i s Syes i N
Arthitis/Rheumatisn ... Yes No T G R R SR Yes No Liver stease.’Ye!Iow Jaund!ce . Yss  No
Cortisone Medicing: ... Yes  No Hay Fever/Allergy/Hives .............. Yes No Neurological Disorders ............. Yes No
Swollen ANKIES .ovveveicvenriianiinnnns Yes No Latex Sensitivity ...u.eerrereon: Yes No Epilepsy or Seizures .....c....... Yes  No
Stroke .. s Yes  No SinsTroible i Yes No Fainting or Dizzy Spells ..c..co..... Yes  No
Diet (Spec a{/ﬂestncted) .............. Yes No Radiation Therapy ....c..oenes, Yes No Nervous/Anxious .. Yes No
Artificial Joints (hip, knee, ete) ... Yes No Chemotherapy .......coemernieeinns Yes No Psychnatnc/Psycholcglcal Care Yes  No
Kidnay Trouble ..o Yes No S e ety Yes No KGAMERE oo e eroth et sosaastovey Yes  No

8. Have you lost or gained more than 10 pOUNdS i the PASTYEAIT ....c.emwrmrumrmmsmssssirissasscssmsssosssssssessssimssssssosssssassssiessnvasssisssinpersansres Y89 No

9. Do you have or have you had any disease, condition, of probIem NOE HSTEOT .....coeieiiiimemiinissisiomessisissssse s menssasssesisasiassarsiskesssbasaes Yes No
If yes, please list:

10. Women: Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No
Tl Do you LSe It conte) ProsCrDtONET L s s s it sl e B o o S e Yes  No

| understand the above infarmation is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective heaith care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Slgnature Date

: 5 Hfstory Re\new
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Michelle N. Messina DDS

OFFICE POLICIES

We appreciate your understanding and consideration of our policies and will be happy to answer any
questions you may have. You can request a copy of this form at any time.

Office Hours: Monday - Thursday: 8:00AM - 4:00PM | Closed Friday, Saturday, and Sunday

Missed or Broken Appointments: Our goal at Michelle N. Messina DDS is to provide quality dental care in a
timely manner. We do understand that illness, emergencies, flat tires, and bad weather do occur. We ask our

patients to give us 24 hours’ notice whenever possible, if they cannot keep an appointment. This allows us
time to fill our schedule with other patients who may be waiting.

- Cancellation or rescheduling of an appointment with 24 hours or more notification will result in no charge. A
failed appointment is an appointment that is cancelled/rescheduled without 24 hours’ notice or an
appointment where a patient does not show up. Appointments scheduled on a Monday must be canceled on
the Thursday before to avoid any charges.

- We do allow for one (1) broken appointment as a courtesy.

- Any additional failed appointments will be charged a fee of $50 for a hygiene appointment and/or $75 per
hour for a doctor’s appointment.

- After two (2) failed appointments we may require a deposit of up to 100% that will be applied to your
appointment, in order to reserve any further appointments.

*To cancel appointments please call (303)666-4260. You may also cancel your appointment using the
confirmation e-mail or text that was sent to you from our office.

Payment Policy: Payment in full is due at the time of service. We accept all major credit cards, checks, and
cash. There will be a 530 service fee on any returned checks. All delinquent balances must be paid prior to
incurring any new charges.

Insurance: Our office is committed to helping you maximize your dental insurance benefits. Because dental
insurance policies vary, we can only estimate your coverage in good faith but cannot guarantee coverage due
to the complexities of dental insurance contracts. Your estimated patient portion must be paid at the time of
service. As a courtesy to our patients, we will bill dental insurance companies for services. You are ultimately
responsible for any remaining amount unpaid by insurance. We are unable to file medical insurance claims for
our patients, but will be happy to provide any helpful information. If you have any questions, our courteous
staff is always available to answer them.

*| have carefully read and given my consent to all the above sections on this form. | have had any questions
regarding this form sufficiently answered to my satisfaction.

Patient Name: Date:

Signature of Patient/Guardian:




Michelle N. Messina DDS

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We
are also required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this Notice
while it is in effect. This Notice takes effect 11/01/2021 and will remain in effect until we replace it. We
reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices
and the new terms of our Notice effective for all health information that we maintain, including health
information we created or received before we made the changes. Before we make a significant change in our
privacy practices, we will change this Notice and make the new Notice available upon request. You may
request a copy of our Notice at any time.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations.
Treatment: We may use or disclose your health information to a physician or other healthcare provider
providing treatment to you. L

Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone
for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will
not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a
written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other
person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if
you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person
responsible for your care, of your location, your general condition, or death. If you are present, then prior to
use or disclosure of your health information, we will provide you with an opportunity to object to such uses or
disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information
based on a determination using our professional judgment disclosing only health information that is directly
relevant to the person’s (cont.)




involvement in your healthcare. We will also use our professional judgment and our experience with common
practice to make reasonable inferences of your best interest in allowing a person to pick up filled
prescriptions, medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.
We may disclose your health information to the extent necessary to avert a serious threat to your health or
safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional
institution or law enforcement official having lawful custody of protected health information of inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You
may request that we provide copies in a format other than photocopies. We will use the format you request
unless we cannot practicably do so. You must make a request in writing to obtain access to your health
information. You may obtain a form to request access by contacting our office or printing a records release
form from our website. Per Colorado state guidelines, we charge you a reasonable cost-based fee for patient
record expenses such as copies and staff time. If you request copies, we will charge you $18.53 flat fee (First
ten pages); 85¢ per page for pages 11-40; and 57¢ per page for pages 41 and up. If you prefer, we will prepare
a summary or an explanation of your health information for a fee. Records can also be sent by e-mail at no
charge.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and
certain other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more
than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these
additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide
by our agreement (except in an emergency). '

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your request in writing.) Your
request must specify the alternative means or location, and provide satisfactory explanation how payments
will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under
certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

Please fet us know if you have any questions. You can request a copy of this information at any time.



Michelle N. Messina DDS

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

*You may refuse to sign this acknowledgement*

l, have reviewed a copy of this office’s

Notice of Privacy Practices.

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 barrier prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (please specify)




