The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.
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Today's Date:

E-Mail Address:

Name: _

L sl 1}
| prefer o be called:
Birthdate: _ / ! Age: S5#%:

M M Ms Dr

| Femala

Home Address:

gt/ Cande 8

Ciy St
Single Married | Divorced Widowed
Hm #: | | Pager / Cell #:

Separated

Whka: | ] Ext: DL #:

Employer:

Employer's Address:

How long there? Occupation:

Where & when are best fimes fo reach you?

Whom may we Thank for referring you?

Other fomily members seen by us:

Previous / Present Dentist;

{Flecsa Gl
Last Visit Date: __

SPOUSE INFORMATION

His / Her Nome:

Employer:
Wk #: Ext: 55 #:

Birthdate: ___ / 0L #:

Person Responsible for Account:

Wk #: = Ext: Hm #: |

Eni”]ng Address:

Relationship: 55 #

Employer: DL #

INSURANCE

e Primary Insurance

Dental Coverage? || Yes Mo

Insurance Co. Mame:

Insurance Co. Address:

Insurance Co. Phone #: |

Group # (Plan, Local or Policy #]:

___ Relation:

Insured's Name:

nsured's Birthdate:
Insured'’s Employer:

Insured'’s ID #:

Employer's Address:

Secondary Insurance

Dental Coverage? Yes Ma

Insurance Co. Mome:

Insurance Co. Address:

Lo
Lo

Insurance Co. Phone #: |

Group # (Plan, Local or Policy #):

RIS

Insured’s Nome: Relation:
o Insyred's Birhdate: __ / / Insureds D #:
W0 Insured's Employer:

Emplover's Address:

Wh #: | [ Hm #: |

Meighbor or Relative not living with you.

His / Her Nome: Relation:

Address:

Sonpe

L
3 . Do you have o personal physician?

Physician's Nome:

| Ma

Phone #: |
Are you currenily under the care of a physician?

Please explain:

___ Date of last visit:
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" Your current physical health is:

'Good [ Fair | Poor
©| Do you smoke or use tobacco in any ofher form? CYes LMo
Have you had any metal rods, pins or implonts? ClYes Clho

Are you foking any prescription // over-the-counier or herbal

supplemental drugs? Yes LINo
Please list each one:

Hurve you ever token Fosaman, or any other bisphosphonate? I¥es [Mo

" Hove you ever laken Phen-Fen? L] Yes Mo
For Women: Are you using a prescribed method of birt control? [ Yes [/ No
Are you pregnoni?2 | Yes L INo Week #:

Areyou nursing? [ lYes [ 1Mo

Have you ever had any of the following :hmuse.s or medical problems
¥ M Abnomal Bleeding YoM /' Fever Blisters

¥ N Aleohel / Drug Abuse ¥ N Blood Pressure

T M Anemia ¥ M HF\IH' [ AIDS

¥ M Arthitis Y M Hospitalized for Amy Rensan
Y M Arificiol Bones / Joints /Vobes ¥ N Kidney Problems

¥ M Asthma ¥ M Liver Dissose

¥ M Blood Transusion ¥ M Low Blood Pressure

¥ M Cancer /Chemotheropy ¥ M Lupus

YoM Colifis | i TN Milral Valve Prolapse

Y M Congenital Heart Del Y M Osheoparosis / Poget's Disease
¥ M Diobedes ¥ M Pocemaoker

¥ M Difficulty Brecthing Y N Psychiotric Problems

¥ M Emphysema Y N Radation Treatment

¥ N Epi Y N Rheumafic / Scorlet Fever

¥ M Fainfing Spells ¥ N Seizures

¥ M Frequent Heodaches Y M Shinghes

¥ N Gloucoma Y M Sickle Cell Disaose / Troits
¥ M Hay Fever ¥ M Sinws Problems

¥ M Heor Atiock ¥ N Stroke

¥ M Heart Murmur ¥ M id Problems

Y N Heart Surgery Y N rovkosis (TB)

¥ N Hemophilia ¥ N Ulers

¥ M Hepolifis ¥ M Venereol Diseose

Are you allergic to any of the following?

% ¥ M Aspirin ¥ M Erythromycin ¥ N Tetrocycline
B Y N Codeine ¥ M Latex Y N Other

g ¥ M Dental Anesthetics Y M Penicillin

* Plense list any other drugs/materials that you are allergic to:

Yes L[ INo
o Are you currenily in pain? LiYes LINe
" Have you ever had a serious / difficult problem
associated with any previous dental work? | |Yes [IMo
Hawve you ever hod gum freatment? CYes [Me
Do you now or have you ever experienced PI'.'III1 f
discomfort in your jaw joint (TMJ / TMD)? | [ Yes [ | No
Your current dental health is Good | Fair Poor
Do you like your smile? | |Y | |N Doyourgumseverbleed? | Y [N
How many times o week doyou floss? o doydoyou brushe
Typeof bristles? [ ISoft [/ Mediom [ Hard
How long do you use o toothbrush before replacing it?
Are your teeth sensitive to heat, cold, or anything else?
Have you lost any teeth? [ Yes [ INo  IF yes, u+|}4f

2

& Do you require antibictics before dental freatment?

Why have you come to the dentist today?

confidence and it is my responsibility to inform this office of any changes in

. medical siohus.

1 undersrund ﬁ'lut the |nFormuhon rhul 1 have gi E rodw is correct to 'rha b-ast of

my ltnmfieclge | alse understand that this in ion will be held in the strictest

oy

Signahure Diate

Payment is due in full at the time of freatment
unless prior arrangements have been opproved.

I this office occepts insurance, | understand that | om responsible for payment
' of services rendered and also responsible for pa}rurri;n}r co-payment and

deductibles that my insurance does not cover. | he
o directly to the Dental Office of the grou13

to me. | understand thet | am responsib

autherize payment
insurance benefits otherwise payoble
for all costs of dental treatment, |

herelg authorize release of any information, |nc|ud|ng the diagnosis and
g T s of treatment or exomination rendered b my insuronce company.

- Signature
Owr office is HIPAA Compliant and is committed to meefing or m&dma

Date

sfondurds 05 ln{echun 'L'Dl'lh'ﬂl mundufed |::|}r DSH'A Ih:e CDC and the

Date:

MEDICAL HISTORY UPDATE

| hove read my medical history dated
| have read my medical history dated
| have read my medical history dated

b o + GRS )
EMEIMLD GREETINGS FORM #DDS-2A6

% HES AT *' EI i

A

and confirmed thet it states past and present medical conditions.
and confirmed that it stafes past and present medical conditions.

and confirmed that it sttes past and present medical conditions.
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FICE USE ONLY [

Signature Date

Signature Date
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=) The
i U\J Family THE FAMILY DENTIST
U Dentist

Dr. Ron O'Neal
Changing Lives One 7401 Dr. Martin Luther King Jr. Street North
SEmile at a Tima! St PE'l'El'Sburg, Florida 33702

PATIENT CONSENT FOR USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION

With my consent, Ronald B. O'Neal, D.M.D., may use and disclose protected health information (PHI)
about me to carry out treatment, payment, and healthcare operations (TPO). Please refer to Ronald B.
O’Neal, D.M.D., P.A."s Notice of Privacy Practices for a more complete description of such uses and
disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Ronald B. O'Neal,
D.M.D., P.A., reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of
Privacy Practices may be obtained by forwarding a written request to Ronald B. O'Neal, D.M.D., P.A.'s
Privacy Officer at 7401 Dr. MLK Jr. Street North, 5t. Petersburg, Florida 33702

With my consent, Ronald B. O'Neal, D.M.D., may call my home or other designated location to leave a
message on voicemail in reference to any items that assist the practice in carrying out TPO, such as
appointment confirmations, insurance items, and any call pertaining to my clinical care.

With my consent, Ronald B. O'Neal, D.M.D., may mail to my home or other designated location any items
that assist the practice in carrying out TPO, such as appointment confirmation cards and patient
statements. '

With my consent, Ronald B. O'Neal, D.M.D., may email or fax to my home or other designated location any
items that assist the practice in carrying out TPO, such as appointment confirmations.

I have the right to request that Ronald B. O'Neal, D.M.D., restrict how it uses or discloses my I"HI to carry
out TPO. However, the practice is not required to agree to my requested restrictions; but if it does agree, it
is bound by this agreement.

By signing this form, ] am consenting to allow Ronald B. O'Neal, D.M.D., the use and disclosure of my PHI
to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in
reliance upon my prior consent. If I do not sign this consent, Ronald B. O'Neal, D.M.D., may decline to
provide treatment to me.

Signature of Patient or Legal Guardian Date
If under 18, Patient or Guardian Must Sign

Print Name of Patient or Legal Guardian
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