Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

0 help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -
: we will be happy to help.

Patient #
) . SS#/SIN

Patient Information (conrpENTIAD Date

Name Birthdate Home Phone ___

Address City 72%32/ %’t% )

Email Cell Phone

Check Appropriate Box: O Minor [ Single O Married O Divorced [0 Widowed O Separated
State/ Full Part

If Student, Name of School/College City Prov. 1 Time [ Time

Patient or Parent/Guardian’s Employer Work Phone

Address City )%ff/ ZPE'%

Spouse or Parent/Guardian’s Name Employer Work Phone

Whom may we thank for referring you?

Person to contact in case of emergency Phone

Responsible Party et
Relationship

Name of Person Responsible for this Account to Patient

Address Home Phone

Email Cell Phone

Driver's License # Birthdate Financial Institution

Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [ Yes O No

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

[ Cash O Personal Check Credit Card O VISA [ MasterCard O 1 wish to discuss the office’s payment policy.
Insurance Information
, Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
. State/ Zip/
Address of Employer City Prov. PC,
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. PC.
How much is your deductible? How much have you used? Muax. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? ] Yes O Ne IF YES, COMPLETE THE FOLLOWING:

: Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
: ‘ State/ Z}g:/
Address of Employer City Prov. E,
[nsurance Company Group # Policy/1D #
_ State/ Zp/
Ins. Co. Address City. Prov. 2C.
How much is your deductible? How much have you used? Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Ave you under medical treatment ROW? ........co..coovvvvveresiisssrinenns [ ] 10. Are YOu Wearing contact IENSeS?..........oovvvvrirormsmserssssones [l
2. Have you ever been hospitalized for any 11, Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?......... (1 [ Local Anesthetics (e.g. NOVOCAIND .....ovvevnieieinrennrnenes 0 0O
If yes, pleuse explain Penicillin or any other ARGBIOHCS ..oovociiiiiviiiiiiiniiiin: Bla &
SUIDTUES vvvvioiviosssamssnmsiresmnsnsse L |
3. Are you taking any medication(s) BATHHFATEs i et e T Ao [
including non-prescription medicine? ..........coc.occcvevreirsieisnerinens = SEAABVES oo i e [ S|
I yes, what medication(s) are you taking? lodine ... [ 5]
' Aspirin 1 [
4. Have you ever taken Fen-Phen/Redux? ....cccccvcvivviivinrivicnsiiimnnines [ Any Metals (e.g. nickel, mercury, etc.)... S8 BN 5]
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer 0 o 02 e e L Vs e T [ S A
medications containing bisphosphonates? ... imonien, e Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
PPN s T A s R I U SR ] associated with a known illness (lasting more than 3weeks)?... [0 [
O B e et e e L e LR TG T SRR RN T R E g e i | 13. Women Only:
8. Do you use controlled subStances? ........c.couveoniecrinnicioviiircoronne T/ ] a) Are you pregnant or think you may be pregnant?........ E 5
; : ; D) -A¥e YoYU HUTSINE Dt civm e st s v v e
9. Da you have or have you had any of the following? e iuu mkingiml S o g ) Sl
Yes No Yes No Yes No
High Blood Pressure....................... 0o O Heart DISEase .....co..vomrvriersrassrornns L O ChestiBiing. omoudammmnsin (e
(2T esra Jinen e e e o I Y Cardiac Pacemaker........................ O O  Easily Winded.....ooooooeevrrionrccsinion, [ ]
Rhettmatic FEVer ..o wiisinivisnns ] Heart MUmur ... L) il o iSimake a0t o 2 Skl RS b AT ol ]
Swollen ANRIES ci.vviisiveon aes; (=] f8] ARG, o imm e i O O Hay Fever / Allergies.............c.ccoo..... (1] R 5]
Fainting / Seizures ......coviosivevis =] Frequieiitly Tived.....mmaiaaiimin = TUDErEIOSHE s s =) m
ASRMA..covr v [ S ] T T ey Sy P e B 0O O Radiation TRerapy.......ccoouviniiuciv. =5 e
Low Blood Pressure..........coooovvuen.. (][] EMPhySema...........couvvivevereecenronsonns [N 5] Glatzaplalul. . nr te A8 s e |
Epilepsy / ConvulSions...........c..co.... 5] [ (%o 3 e e e P e O 0O Recent Weight Loss.........c...ooriveens O o
LRI eiesitreninsrsssamsaimsste s = B AFtHITS i femcsstispiacoassmaie sy ] ] ) B e P S R ] )
DEGBELES ¢.vonveresrssnesssiresmanssssiresssions L3 O  Joint Replacement or Implant......... Ol L Heatf Touble cmaesmmasnn [ )
Kidney Diseases............ = = Hepatitis / Jaundice...........o.ccrevinn, [ Respiratory Problems.........coiivinas ] £
AIDS or HIV Infection .. el ) g 1] Sexually Transmitted Diseas.......... O O  Mitral Valve Prolapse............c.......... O Od
Thyroid Problem ..., ] Stomach Troubles / Ulcers ............. s Other )
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? .............ccooeereeee. Bl e 8. Do you have frequent headaches?...............oovivvovivinecnn =]
2. Are your teeth sensitive to hot or cold liguids/foods?............c...... O O 9. Do you clench or grind your teeth? .........cooocoiiiiciienin, R )
3. Are your teeth sensitive to sweet or sour liquids/foods? ................ (TR (] 10. Do you bite your lips or cheeks frequently? ..................... i
4. Doyou feel pain to any of your eth?..........cviercss e (ST L1, Have yout ever had any difficult extractions
3. Da you have any sores or lumps in or near your mouth? N (1S R ] B TR PUSEY s oSSR B8] S [
6. Have you had any head, neck or jaw injuries?............................ [ [ 12. Have you ever had any prolonged bieeding
7. Have you ever experienced any of the following Jollowing extractions? ..o, 5 S
problems in your jaw? 13. Have you had any orthedontic treatment?.................... o O
U b ol bl b [T 14. Do you wear dentures or partials?..............cooooivonns, [ ]
Fitin (oint; ear:Siae DI faE) vl sssismmsnmsrsmrmsnssssassss msnsssssnssas [ ] If'yes, date of placement
DNfficulty it GRerang O CloRINE - cuiiivin it O O 15. Have you ever received oral hygiene instructions
e B e e e U e R O O regarding the care of your teeth and gums? ............ O O
16. Do you like your smile? [ |

Authorization and Release

Icertify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered,
I understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the pertod of such Dental care to third party payors
and/or health practitioners. 1 authorize and request my insurance company to pay divectly 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 services vendered on my behalf or my dependents.

X

Signature of patient (or parent/guardian if minor) Date

Doctor's Comments

Signature Date

Patterson 1-800-637-1140 70511014



ALAN ADKINS DDS
WALTER “Beau” BIGGS DMD

GENERAL CONSENT

This is to certify that |, (patients name) am
giving consent to the dentist and clinical staff of Dr. Adkins and Dr. Biggs office. For dental

examination and needed radiographs. Any treatment needed will be discussed with me by the
Dentist.

(patient, or guardians signature)

(date)



HIPPA

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), | have
certain rights to privacy regarding my protected health information. | understand this information can
and will be used to:

**Conduct, plan, & direct my treatment and follow up among the multiple health care providers who
may be involved in my treatment.

**Qbtain payment from third party payers.
**Conduct normal healthcare operations such as quality assessments and physician certifications.

| may request a Notice of Privacy Practice containing a more complete description of the uses and
disclosures of my health information, prior to signing this consent. | understand that this organization
has the right to change its practice from time to time and that | may contact this dental practice at any
time to obtain any current copy of privacy practice. | understand that | may revoke this consent in writing
at any time, except to the extent that you have taken action relying on this consent.

Wireless Communication:

By providing a wireless or mobile telephone number, | permit Adkins Family Dentistry to use that
number for contact, including pre-recorded messages from an automatic telephone dialer. Phone calls or
text messages may be used. (Initial)

Emergency Contacts:

| authorize to disclose my healthcare information and to discuss my dental care needs to those |
designate. | further authorize the release of my billing information to these individuals. As an emergency
contact, these individuals can also pick up prescriptions or medications on my behalf. Without
authorization, no information may be shared. | authorize Doctors Adkins and Biggs to disclose my
personal health information with the following people.

Name Relationship Phone #
Name Relationship Phone #
Name Relationship Phone #

| understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this consent.

Patient Name Relationship to patient

Signature Date

OFFICE USE ONLY | attempted to obtain patient’s signature in acknowledgement of the NOTICE OF
PRIVACY but was unable to do so as documented below.

Date Initials Reason




FINANCIAL POLICY

Dr. Alan Adkins DDS
Dr. Walter “Beau” Biggs DMD
2227 E Olive Road
Pensacola, Florida 32514
850-476-4880

Our office is very concerned with the cost of your dental healthcare. As providers for
your insurance, we will access benefits from your dental insurance carrier as quickly as
possible.

Your dental claim will be submitted for payment, but ultimately you are responsible for
the services you receive. An estimate will be made for what your insurance will pay, but
any difference will be your responsibility. Not all plans are alike and not all policies pay
the same. Pre-authorization for major treatment is recommended.

For your convenience we accept Visa, Master card, Discover Card, debit cards, personal
checks and cash.

Our policy requires payment or co-payments, plus any deductible at the time of service.
If you should have a balance after your insurance pays, you will be billed for the
remaining balance due.

Our office will charge a cancellation fee of $50 for any appointments that are not
cancelled at least 24 hours prior to the appointment time.

We want to assure you that the charges accurately reflect the complexity of care
rendered and the skill and the expertise required for your treatment.

Signature of patient/responsible party Date



Preferred Pharmacy Form

Dr. Alan Adkins DDS
Dr. Walter “Beau” Biggs DMD
2227 E Olive Road
Pensacola, Florida 32514

In order to better serve you, please provide us with your pharmacy information in
the space provided below. If you are unable to provide your preferred pharmacy
information to us today you may call us back with the information or fax this
completed form to the number provided below. If at any time there is a change in
your pharmacy information, please provide the updated information to our Front
Desk staff, Dental Assistant or Doctor.

Phone: 850-476-4880 Fax: 850-476-0722

DOB:

Patient Name:

Pharmacy Name:

Address:

City: State: Zip:

Phone Number:

Fax Number:




