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COME TO SUDBERRY DENTAL
‘ . PATIENT INFORMATION &
Name: Date of birth: i
i Address: City: State Zip |
Home Phone: Cell : Work: |
Email Address: Social Security I
Would you like to receive confirmation by email or text message? (Please circle one) f
] Whom may thank for the referral? Phone book, Internet, Website, Billboard, Other: l
! Responsible Party: (Person Responsible for paying the bill, if not the patient) ’
il Name: Phone: l
* I Address: City: State: Zip: ‘
I Insarance Information: ]
1 Place of Employment
‘ Name of Cardholder SS# I
| DOB Relationship l
l Insurance Co. Phonef i
| Address: City/State/Zip
* ID# Group# 1
| _Secondary Insurance: | ;
| Place Of Employment: Phone:
Name of Cardholder Relationship l
' Insurance Co. SS# H




TIME 9:36 AM Sudberry Dental DATE 7A6202

MEDICAL HISTORY

PATIENT NAME Birth Date

mtmagh derﬁa pez’scmﬁe primarily trgat the area in ar%d around yeuz moz;th your raomh isa pari af yow ent;rg body, Pieaith problams that yw m ay
_ have, or medication that you may be taking, cou id have an important interrelationship with the denlistry you will receive. Thank you for answering the
! lollowing questions.
H - RN

Are you under a physician's care now? | () Yes (3 No il yes, please explain:
Have you aver been hospitalized or had a major e:gs&raim’?e ) Yes (3 No It yes, please explain:
Have you sver had a serious head or nack injuey? ) ‘m_; Yas {_: No I yes, please explain:
Ase you taking any medications, pills, or drugs? { ) Yes Q No i yes, please explain:
Do you take, of have you taken, Phen-Fen or Redux? z\) ves () No
f
e o B o} ) Yo O No
Are you on a special diet? () Yes [ No
Do you use tobaceo? {1 Yes Q No
Do yoa use controlled substances? ? Yas {1 No

Women: Are you -
Pfegnamﬁ‘ rying to get megnani?@ Yes g:} Ncr Taiemg oral carztrace;ztwes‘? {0 Yas b&e Nursing? () Ygs 'S NQ

Arg you allergic to any of the i‘e}ikswmg‘?
] Aspirin [} Penicilin [ Codeine [ Local Anesthetics [l Acrvlic [ 1 Mastal I Latex ] Sulta drugs

[ Other it yes, please explain:

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

AIDS/HIV Positive ) Yes (Y No | Cortisene Medicine (7 Yes (C) No | Hemophitia () ves | ) No | Radialion Treatments "y vas (Y Mo
Alzheimer's Disease (" Yes {) No | Diabetas {7 Yes () No | Hepatitis A () Yes {) No | Recent Weight Loss O Yes :;:\ No
Anaphylaxis () Yes ) No | Drug Addistion {) Yes () No | HepatitisBorC {) Yes () No | Panal Dialysis 3 Yes ¢ Ng
Anermia () Yes () No | Easily Winded { Yes {) No | Hempes () Yes ) No | Rheumatic Fever (f“) Yes ) Mo
Angina "t Yes () No | Emphysema () Yes {7) No | High Blood Pressure () Yes () No | Araumatism ) ves (O No
Arthritis/Goul {7y Yes () No | Epilepsyor Seizures () Yes (3 Mo | High Cholesterol () Yes <) Mo | Scarlet Fever &) ves O Mo
Artificial Heart Valve {7y ves () No | Excessive Bigeding {3 ¥es {) No | Hiwes or Rash () Yes () Mo | Shingles Cﬁ Yes ("3 No
Anificlal Joirt {3 Yes () No | Excessive Thirsi () Yes {3 Mo | Hypogiycemia {3 ¥es () No | Sickle Cell isease ) Yes { ) No
Asthima 3y Yes () No | Fainting Spells/Dizziness( ¥ Yes () No | imegular Heartbeat () Yes () No | Sinus Trouble £ Yas £ No
Blood Disease {) ves {3 No | Frequent Cough {3 Yes () No | XidneyProblems () Yes { ) No | Spira Bifida f\:;: Yos }—“f No
Blood Transiusion {3 Yes {3 No | Freguent Diarhea % Yes () No | Leukemiz ) Yes () No | Stomachintesting) l“.hseeme o Yes }“5 No
Breathing Problem {73 ves () No | Frequent Hesdaches () Yes (" Mo | Liver Disease (yves (O No | Stroke O ves :/-} No
Bruise Easily {71 Yes () No | Uenital Herpes (3 ¥es {) Mo | LowBiood Pressure () Yes () No | Sweliing of Limbs {“‘; Yes () No
Cancer () Yes 7 Mo | Glawoma {7 ves (3 Ne | Lung Diseass 7 Yes © 1 Mo | Thyroid Disease Y Yes [ ) No
Chemotherary 3 ves ) Ne | Haoy Fever 73 ves () No | Mival Valve Prolapse |} Yes () No | Tenséiilis { m, Yos [ No
Chast Paing £ Yes () No | HestAMscwFaire () Yes () No | Oslecporosis & Yes {3 No | Tuberculosis % Yes U3 He
Coid Sores/Fever Biglers () fex () No | Hestt Murmer {7y ves (No | Painindawdoinis () Yes { ) Ne Tumors or Growths f“ Yes {} No
Congenitat Heart Diserder( ) Yas {/:;3 Mo | Heart Pacemaker {3 Yes {:E No | Parathyrold Disease { ) Yes { ) No 2@?@% Disease %2’ 535 ?:f z
ey T o H - . {M; es
Convulsions () Yes () No | Hean Troubie/Disasse () Yes () Mo | Psychiatic Care () Yes () Ne | [ " Pl 7 ves {5 "

Have you ever had any asr%{zus ilness not listed ai:zc;va?(} Yes @ No

Comments:

To the best of my knowtedge, the questions on this term have been accurately answered. [understand that providing incorreet information can be
dangerous to my (or patient's} heaith. it ls my rasponsibility to inform the dental office of any changes in madical status.,

. SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




HIPPA
Sudberry Dental

With my consent, Sudberry Dental may use disclose protected health information
(PHI) about me to carry out treatment, payment and healthcare operations

{TPO).

A revised Notice of Privacy of Practices may be obtained by forwarding a written
request to the Sudberry Dental Clinic, Attention: Privacy Officer at 1520 N.
Commerce, Ste A, Ardmore, QK 73401.

With my consent, the staff of the Sudberry Dental may call and leave a message
on voice mail in reference o any items that assist the practice in carrying out
TPO, such as appointment reminders, insurance items and any call pertaining to
my clinical care.

With my consent, Sudberry Dental may mail to my home or other designated
location any items that assist the practice in carrying out TPO, such as
appointment reminder cards and patient statements.

i have the right to request that Sudberry Dental restrict how it uses or discloses
my PHI to carry out TPO. However, the practice is not required to agree to my
requested restrictions, but if it does, it is bound by this agreement. By signing
this form, I am consenting to Sudberry Dentals use and disclosure of my PH! to
carry out TPO. | may revoke my consent in writing except to the extent that the
practice has already made disctosures in reliance upon my prior consent. If | do
not sign this consent, Sudberry Dental may decline to provide treatment to me.

Signature of patient or legal Guardian Date

Names and Numbers of people we can release information to.

Number

Number

Number




N
=
Sudberry Dental

T. Blake Sudberry, DDS

Thank you for choosing Sudberry Dental. Our primary mission is to deliver the best and most comprehensive
dental care avallable. Animportant part of the mission is making the cost of optimal care as easy and
manageable for our patients as possible by offering several payment options.

Payment Options:

You can choose from:
-Cash, Check, Visa, MasterCard, or Discover Card
We offer a 10% courtesy accounting adjustment to patients who pay for
their treatment with cash or check prior to completion of care.
Convenient Monthly Payment Plans from Care Credit

» Allow you to pay over time
s No annual fees or pre-payment penalties

Please note:

Sudberry Dental requires payment prior to the completion of your treatment. If you choose to discontinue
care before treatment is complete, vour refund will be determined upon review of your case.

Sudberry Dental charges $25.00 for returned checks.
A finance charge of 1.5 % will be added to any remaining balance after 90 days.

Time is valuable. Please call the offlce at least 48 hours prior to appointment to cancel, or a $35
cancellation fee will be charged to your account. Please initial

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name {Please Print)



