Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet aii r dental healthcare needs, please fill out thJSﬁ[ﬂrm
completely in ink. Uyau 1ave any questions or need assistance, please ash us -
we will be happy to help.

Patient #

S54/5IN

Patient Information (conripenTIAL) Date
Name Birthdate ome Phone____
Address City glrg!ff ;I%

Ennail Cell Phone

Check Appropriate Boxx [Minor [lSingle [ Married [ Divorced [ Widowed [ Sfpﬂm}td ed Fil D
If Student, Name of School/College City U Time [ Time
Patient or Parent/Guardicns Employer \ hone

Business Acddress City ‘_-.muzJP zﬁ%

Spouse or Parent/Guardiank Name Employer Work Phone

Whom may we thank for referving you?

Person to contact in case of emergency Phone
R.eSE’OH-SlbIe Pam) Relationship

Name of Person Responsible for this Account Lo Patieni

Address Home Phone

Email Cell Phone

Drivers License# _ Birthdate _ Financial Institution

Employer Work Phone SS#ISIN

Is this person curvently a patient in our office?  lYes  LINo

For your convenicnce, we offer the following methods of payment. Please check the aption you prefer Payment in full at each appointment.
Ul Cash [l Personal Check Credit Card CIVISA [ MasterCand 11 wish to discuss the officet payment policy.
Insurance Information

Name of Insured H:ms{htp

Birthdate SS#/SIN i Date Employed

Name of Employer Uniomor Local # \h:l!lr Phone =

Address of Employer City o y o
Insurance Company Group # P:!;till'tgﬂ D#

Ins. Co. Address City Fou

How much is your deductible? ________ How much have yomused? _____________ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? U Yes CNo IF YES, COMPLETE THE FOLLOWING:

Name of Insured :E:El!g::??ﬂs:mp

Birthdate 55#/5IN Date Employed
Name of Employer Unionorlocal# hone

Address of Emplover City ]E:g!u.ﬂp E .

Insurance Company Group & P‘n]'lcyHD #

Ins. Co. Address City, !l%!l.'r

How much is your deductible? _________ Howmuchhaveyouused?____ Max. annual benefit

Over Please



Patient Medical History

Physician

1. Are you under medical treaiment now? .

Office Phone

Date of Last Exam

Yes

-0

O#

2. Have you ever been hospitalized for any

surgical operation or serious illness within the last 5 years? ........ |

If ves, please explain

10, Are you wearing comlact lenses? ...

11. M}md&'@xwwhtmhudwmmﬂwm

O

3. Are you taking any medication(s)
inchuding nown-prescription medicine?
If yes, what medication(s) e you taking?

o
O

4. Have you ever taken Fen-PhenRedux?

3 Hm't}wm mhm qummc. Bannu,ﬂnmeiwmyrm
6. Have you taken Viagra, R.muru, Cialis or Lm:ra

BaesT ..

LI E
000 O O

Local Anesthetics (e.g. Novocain)

Pﬁuc:fhnuranymhsrdnﬂhmm.....-:: ............................ :

Sulfa Drugs.
Barbilurates ...
Sedatives

Aspirin....

Any Metals (e.g, nickel, mm:ur}: atc) .._':fﬁfﬁff“""'" AT

Larex Rubber ...

Other (please list) _
12. Do you have a persistent cough or thoal elearing not

0]

OOo00

aessociated with a foown ilbness (Tasting move than 3 weeks) 7.

Yes

o m
Ll

DODOO0000000O0007F OO0 O O0O00DoDooOo Oz

O
* gﬂme = e 13. Women Only:
e T L e e o e a) A or think you may be i? [
8. Do you use controlled substances? ......... M:ﬁfﬂ‘;‘; T, F’“’E"'“ ----- o
9. Do you have or have you had any of the following? €) Are you taking oral mnlmcepﬁws? et [
Yes Mo Yes Mo Yes
Heart Attack .......ocoscimiene ][] Candiac Pacemaker ... ] [0 Easily Winded .. ey
Rheumatic FEVEr ... ] L) Heart Murmur ... e L BT Sioke il e
Swollen Ankles .. - O O Angina .. e 1 e [ by HTEHMIErgiH o AR 5 ] [
Famﬂﬂ,gﬁeizum* [l (5] Frniwnﬂ'y Thred .. e (] Thibevonlpsis S
Asthma ... s | T | Anemia .. P T R SR [ [ Radiation Tﬁtr'dp} il
T il Prrvanre L [ Elnphyum o « O 0O @ ‘clettmey i aetys S
Epilepsy / Convulsions . 0 L Cancer. . O O  Recem '-i-"ﬂghl A inadabheal [
Leuhernia ... = M ] ] Arthritis. e wen I O Liver Disense ... IRt W |
it e e S Rt B ] ] R Joint Rﬂpﬂrxcml wImpimt.r aae R i T Heart Touble ... msinisconces. I
Kidney Diseases ................. [0 [0  Hepatitis/ Jaundice ... we O [0  Respiratory Problems ............ L]
AIDS or HIV J'Hﬁ'ctwn . O 0O  Seally Transmitted o g Prolapse ...........cmm 1)
Thyroid Problem .. . O O  Stomach Troubles/ Ulcers ........ [1 [0  Other O
Patient Dental History
Name of Previous Dentist and Location Date af Last Exam
Yes Mo Yes Mo
1. Do your gums bleed while brushing or flossing?...........c.... [] [ 8 Do you have frequent headaches?.... et 1 ey B2 |
2. Are your teeth sensitive to hot or cold liquidsifoods?.............. [ [ 9 Do youclench r}.rgrmd;.-ourrmm e i |
3. Are your teeth sensitive to sweel wwudaqurds{fhnda?......... - | 9] | 10, Do you bite your lips or'r:hftksjm;mm!y? ................... EEEE)
4. Do you feel pain to any of your teeth?..... ] | 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your ﬂmutﬁ? B =El in the past? ... o] € L0 ]
6. Have you had any head, neck or jaw injuries? ................ [J [ 12 Have you ever ‘had :my pm!nngrd blﬂ'd!ng
7. Have you ever experienced any of the following Jollowing extractions? ... A Sl I B
problems in your jaw? 1.3. Have you had any orthodontic lrm.r.mrrl!:" ] ) P
Clicking .... i O] [ 14 Do you wear dentures or partials? ... T R el
Pain {pmm ear 1 side oj Jm't} e If yes, date of placement
Difficulty in opening or crm:mg s ] ) 15. Have you ever received oral hygiene instructions
DNt chewing - .o e S B ) reganding the care q'_wurrmh drd gwns? ................... |
16. Do you like your smile? ... i i e Yoot N b [

Authorization and Release

I certify that 1 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, I authorize the dentist to release any information including the

di“frﬂosiﬁ and the reconds of any treatment or examination rendered to me or my child during the period of such Dental care to third part
health practitioners. | autherize and request my insurance company to pay directly to the dentist or dental group insurance be
otherwise payable to me. 1 understand that my dental insurance carvier may pay less than the actual bill for services. [ agree to be responsible

for payment of all services rendered on my behalf or my dependents.

X

payors
is

nefi

Signature of patient (or parent/guardian if minor)

Doctars Commenis

Sigreiure




Financial Policy

Geneva Family Dental, L.L.C.

Michelle E. Tapolcsanyi, D.D.S.
460 W. Main 5t,
Geneva, OH 44041

Phone: (440)466-7077/Fax: (440)466-2260

Dear Patient:

In an effort to reduce costs, increase efficiency and maintain a high level of professional care,
we have created financial policy that both patients and office personnel must adhere to:

Our Office Financial Policy is as follows:

l. We accept payment by CASH, CHECK, DEBIT, VISA, MASTERCARD, DISCOVER AND
CARECREDIT (in-house credit).

I As a courtesy, we will assist you in processing your insurance claims. However, any
estimated deductibles, co-payments and secondary coverage will be due at the time
of visit. Initialed by patient

. Although our office will assist you in processing your insurance claims, please under-
stand it is your responsibility to satisfy any account balance in full for all services
rendered.

If you have any questions regarding these financial policies, please do not hesitate to speak to
our office personnel. We are here to help you in every possible way.

Patient or Responsible Party Date

Michelle E. Tapolcsanyi, D.D.S. Date



GEMEVA FAMILY DENTAL, L.L.C.
Michelle E. Tapolcsanyi, D.D.5.
460 W. Main 5t.
Geneva, OH 44041

Phone: (440)466-7077 /Fax: (440)466-2260

NOTICE OF PRIVACY ACKNOWLEDGEMENT

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

» Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be
invalved in that treatment directly and indirectly.

e Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and physician certifications.

| acknowledge that | have received your Notice of Privacy Practices containing a more complete description of the uses
and disclosures of my health information. | understand that this organization has the right to change its Notice of
Privacy Practices from time to time and that | may contact the organization at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry out
treatment, payment or healthcare operations. | also understand you are not required to agree to my requested
restrictions, but if you do agree then you are bound to abide by such restrictions.

Patients Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practice
Acknowledgement, but was unable to do so as documented below:

Date: Initals: Reason:



