Portville Dental

»Creating Naturally Beautiful Smiles”
Dr. Bryan D. Petryszak

Patient Information Dental Insurance
Date: ‘Who is responsible for this account:
Name you prefer to be called: Relationship to Patient:
Birth date: SS#:
Soc.Sec.# / / \
Insurance Co.
Patient Name: Group #:
sk Blarc Is patient covered by additional dental insurance:( )Yes (ONo
First Name MI If Yes, please fill in the additional insurance information
Address: :
Subscriber’s Name:
City: State: Zip: Birth date: SS#:
Sox. Male () Female () Age: Relationship to Patient:
Insurance Co.:
Date of Birth:

Group #:

Married )  Widowed (O Single ) Minor O

Insurance Waiver
Separated O Divorced () Partnered O

Welcome to our practice. Qur wish is to be sure your visit meets your
Occupation: expectations in every way. With this, we want o be sure you understand the
AS

Patient EmployersSchool: involvement (or not-involvement) of your insurance for your care today.

1. Dental procedures are not covered under MOST medical insurance
policies. MEDICARE DOES NOT COVER SERVICES RELATING TO
TEETH.

Eniployer/School Phons: { ) - g 2. We do not participate in all managed care plans. It is your responsibility to

Employer/School Address:

inquire as to the status of our participation with your plan.
Spousets Name:

3. You are directly responsible for any co-pay as regulated by your

Birthdate: insurance company.

4. PLEASE UNDERSTAND ALL ACCOUNTS ARE PAYABLE WITHIN
60 DAYS FROM THE SERVICE DATE. We file all claims as a courtesy,
however, it is your responsibility to be sure your insurance has paid their

Soc. Sec. # / o

Spouse’s Employer:

How Did You Hear About Us:? portion of this bill to us.

PHONE NUMBERS

Home ( ) Work ( ) Ext. Cell ( )
Spousers Work ( ) Best time and place to reach you:

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household)

Name: Relationship:
Home: ( ) Work (_- ) Ext. Cell: ( )
DENTAL HISTORY Chew on one side of mouth.............. OYes CNo Mouth Breathing.....c.oooveevvirriiicnnnnn. OYes ONo
Reason for today’s visit: Cigarette, pipe, or cigar smoking...... GYes ONo Mouth pain, brushing.........c.cceviiin CYes CNo
Clicking or popping jaw..........cccoc.... OYes ONo  Orthodontic treatment..........cc.occoeveeenne. CYes ONo
Former Dentist: B e e e Wttt R R CYes ONo Pamaround ear.......cooooniiiiniinnnnens, CYes CNo
City/State: Fingernail biting........ ... OYes ONo Periodontal treatment...........ocoooviviiininne Yes CNo
Date of last dental x-rays: Food collection between teeth........... OVes OO Senisitivity tocold..comanmanzniis CYes ONo
Place a mark on "ves” or #no” to indicate if you Foreign objects.......ccoouevivreveeieierinenns OYes ONo  Sensitivity toheat.........ccoooeveiriviecenenene. CYes CNo
have had any of the following: Grinding teeth..........cooooviieennn, OYes ONo  Sensitivity to sWeetS.....ooooeeievieviieeneeens CYes ONo
Bad Breath ke nmsm s, {¥es CNo  Gums swollen or tender... OYes ONo  Sensitivity to biting.......c.ocvnviniiciiinns CYes CNo
Bleedifie (Rumseidn s CYes CNo  Jaw Pain or tiredness.............cc.cooeen.. OYes ONo  Sores or growths in your mouth.............. OYe’s CNo
Blisters on lips or mouth.............tv.. OY¥es CNo  Lip or cheek biting..........ococoovevveeeeeeee. OYes ONo How often do you floss CYes CNo
Buming sensation on tongue.............. O¥es ONo  Loose teeth or broken fillings............ OYes ONo Howoftendoyoubrush_ OYes ONo

OVER il



Healti History

Physician’s Name: Phone No.(, ) Date of last visit:
AT STV oo vt sty —Yes__No | Fainting or DiZziness......ccooreresersrersnes _Yes . No | Respiratory Dis€ase.........covvemmmormeeens Yes __No
Alzheimers/Dementia .......coocvvvverivenes st ves N ol leGTaneomasii et ke 0 —Yes __No | Rheumatic FEVer.....ocoevrrrerrrerecernenns  Yes_ No
Arthritis, Rheumatism ..............oooevees A es SSINDR Teadaehes i TERR Sl N e _ Yes_ No | Scatlet Fevero: e __Yes_ No
Artificial Heart Valves _ Yes_ No | Heart Murmur ..—Yes . No | Shortness of Breath......ccoseminen. _Yes_ No
A SERFINAL vt ioveigcosioefine vt o maa s —Xee. No | Heart Problemsia.s ameemmsemms i — Yes NG SIS TEOUBIS oo srreeserios eimsssemns i Yes __No
Back Broblems), .« it iommi: —Yes No | Hepatifis=Type = oo oo Yest o ISImREsh L e —Yes . No
Bleeding abnormally, with extractions._Yes __ N0 | High Blood Pressure.............coooveevennn _Yes N [[Special Dieti s . Yes. . Nog
Blood DiseasesHemophilia................... Lo XeS  NO | Taindiee o niomm s s eades NN STl vt RO A wl O ol - I o)
B T T e bl B Rl o SoNesIn NDSE o aDai n e e W S __Yes _ No | Swollen Feet or Ankles.......cocrvrreeronrne— Y €8 __INO
Chemical Dependency........cccovveeevvneene. _Yes_ No | Kidney DiSease.......cocosreeerrrosssrsnsrereeses — Yes_ No |"Thyroid Problemns oo s cues.. Mo
CHEMUINETADY, vt st aestis - Xes. NO | Tiver DHSEESE. cm e mmm s i Y eI O IR ST TSR BRI SR e IS T e _ Yes Mo
Circulatory Problems..............c...co...... _Yes __No | Low Blood Pressure................cccccoeeon.. _ Yes_ NO | Tuberculosis. ... ... coomsorsensmns S e )
Congenital Heart Lesions..................... __Yes__No | Mitral Valve Prolapse..............coccoevni. __Yes __No | Tumor or growth on head or neck......... -~ Yies - Mo
Combination of »fen-phen*..........c....... _ Yes NGO | NErvals Problemss usmmematimism S o Yo ] T e S —Yes_ Np
Cortisone Treatments.........coeeeveeurensenns —Yes__No | Pacemaker andsor Defibulator.............. __Yes __No | Venereal DiSease.......cococrvvereeienaeiennns __Yes _No
Cough, persistent or bloody.........c....... __Yes__No when was pacemaker placed Weight loss, unexplained
IHABBIES e s me s s __Yes__No | Is pacemaker shielded?.........cccoooeriivienee _Yes_ No
BT DIy S I e i e e L B eSO DSy OhTRITIC Bane e nitss e ety — Yes. . MNo
EpilEpsyar i e TR e _Yes_ No | Radiation Treatment........ccocvvrcreeremncen. __Yes_ No
Do yousndret ___Yes__ No Have you experienced apnea events during sleept ___Yes __No Do you have daytime sleepiness? ___Yes __ No
Do you have hypertension? __ Yes __ No Do youhavesleep apnear  Yes_ No Do you use a CPAP machiner ___Yes __ No
WOMEN ONLY:
Areyoupregnant: __ Yes__ No If so, How many weeks Due Date
Are younursing? __ Yes__ No Are you taking birth control pills? __Yes ___ No
MEDICATIONS: ALLERGIES: Ifnone, please check here:
Do you take any medication for osteoporosis? __ Yes __ No Are you allergic to any of the following:
If 50, please list medication: ___Aspirin __ Local Anesthetic
List any medications/and or herbal supplements you are currently ___ Barbiturates (Sleeping Pills) ___ Penicillin
taking and the correlating diagnosis: ___ Codeine ___Sulfa

_ Todine L Ghther

_ Latex

Pharmacy Name:

ASSIGNMENT, CONSENT AND RELEASE

I certily that [, and/or my dependent(s) have insurance coverage with

: v " 5 Name.of Insurance Company(ies)
and assign directly to Dr. Bryan D. Petryszak all insurance benefits. If any, otherwise pﬁyaﬁfc {0 me for setvices rendered. I understand that I am

financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance forms. Iwas informed by
Dr. Bryan D. Petryszak, by persons on his staff of the following information in relation to my oral treatment needs: (1) Treatment alternatives (2)
Advantages of each alternative (3) Disadvantages of each alternative (4) Risks, if present (5) Relative costs of each alternative (6) Result of
doing no treatment at all. Understanding this, I hereby authorize the above-named dentist or qualified staff members to accomplish such treatment
for me. The above-named dentist(s) may use my health care information and may disclose such information to the above-named insurance company
{ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.

I have received a copy of this office Notice of Privacy Practice.
PAYMENT IS EXPECTED THE DAY OF THE APPOINTMENT
- At my appointment(s) I will be paying by CASH CHECK ‘CREDIT CARD ;

X X

Signature of Patient, Guardian, or Personal Representative Date Relationship to Patient



“149 South Mam Street

Portville, New York 14770

ABOUT YOUR CHILD .

Name:

D

Name p‘riaferfecimsT

to becalled: Age:

Birihdate: _ [ [IMale [JFemale

MONTH DAY

Social Security #:

Home Address:

POST OFFICE BOX CR STREET ADDAESS

cirY STATE ZIPCODE

Home Phone;

ffWork Phone:

|+ PERSON RESPONSIBLE FOR CHILD

E & 8 il
W = ; i

'fYour Name: ‘ I[
Date of Birth: : o, }
Somal Security # ; ]
Reiationshlp to child:
 Your home phone and address if different from child's:

¢

| Occupation: i

Employer:

a
i
1

| UNDERSTAND THAT 1 AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY

’NSURANCE INSURANCE. IAUTHOR!ZE THE USE OF MY SIGNATURE ON ALL INSURANCE FORMS.

r

DENTAL INSURANACE COMPANY #’I
Dental Insurance Co.:

f'Their Phone #:

Group #:

i Thls Dental Insurance is provided through:
The:r Name:

Re}a’iionshlp to Child:
! Thetr Social Security #:

Their Birthdate:

g.iTheir Employer:
i

B e L e e e s e e e

A TR S R R T TITEA

_ 1 Their Name:
g EReiationship to Child:

RS S D T

¢ { Their Birthdate:
* [ Their Employer:

S s

DENTAL iNSURANACE COMPANY #2
Dental Insurance Co.:
Their Phone #:
Group #: ,
This Dental Insurance is provided through:

Their Social Security # :




i

é} Has your child been to the dentist before? [1Yes I:I No D

gl If yes, the approximate date of last visit:
 Are there any dental problems that you are aware of af present? [1Yes [1No
If yes, please explain:

Does your child brush his/her teeth daily? [ Yes [ No

Is your child currently under the care of a physician? [ Yes [ No
Child's physician:
Their Phone #:
The approximate date of last visit:

T
@4
i _j"‘J’\.

Is your child taking any prescription drugs? [1Yes [1No
If yes, please list:

/ Has your child ever had any of the following medical condiions or problems? ﬂ\\
1 Please Circle
Y N Heart Murmur Y N HIV+AIDS
| Y N Heart problems of any kind Y N Hemophiia _“
% Y N Con_vﬂ!sionsiEpjlepsy Y N Bleeding problems of any kind
. Y N Cancer Y N Hearing impairment |

Y N Diabstes Y N Hyperactive ‘
; Y N Rheumatic Fever Y N Any operations

Y N Any stays in hospital g

. Are there any other medical conditions or problems relating to your child? [1Yes 1 No
z

\ If yes please list: _ e : - = E

IN CASE OF EMERGENCY, WHO SHOULD WE CONTACT? Name: __ Relationship: _

Phone #s: _ _
| understand that the information that | have given is correct o the best of my knowledge, that it will be held in the strictest of confidence, and itis my
responsibility to inform this office of any changes in my childs medical stafus. 1 also authorize the dental stafi to perform the necessary dental

services my child may need.

The Parent or Guardian who accompanies the child is responsible for payment at time of service unless prior arrangemenis have been appro;‘}ed.
Signature of parent or guardian: _ _ _ - Date:




