Haber Periodontics & Dental Implants
PATIENT INFORMATION

Title:___ First Name:__________________ Middle:__ Last Name:________________ Sex:___ 
Address:_____________________________________________________________________
City:_____________________________ State:_____ Zip Code:_____________________
Home Ph:________________________________ Cell:____________________________
Email:____________________________________Work:__________________________ 
DOB: ___________________ Marital:______________ Employer:___________________

Do you have dental insurance?  Yes or No
Primary Insurance Information:
Name of Insurance Company:_________________________________________________
Insurance Address:_________________________________________________________
City:_____________________________ State:_____ Zip Code:______________________
Phone Number:______________________________________
Primary Subscriber Name:____________________________ Relationship to Patient:________
Date of Birth:_________________ Employer/Group Name:_____________________________
I.D.#/SSN#:_________________________________ Group/Plan#:_______________________

Secondary Insurance Information:
Name of Insurance Company:________________________________________________
Insurance Address:_________________________________________________________
City:_____________________________ State:_____ Zip Code:______________________
Phone Number:______________________________________
Primary Subscriber Name:____________________________ Relationship to Patient:________
Date of Birth:_________________ Employer/Group Name:_____________________________
I.D.#/SSN#:_________________________________ Group/Plan#:________________________

Who may we thank for referring you?_______________________________________________
General Dentist Name:_________________________________


I authorize Derek D. Haber, D.M.D. to release any information including diagnoses and records of treatment or examination rendered to me or my child, to third party payers, and/or my health care providers. I authorize my insurance company to pay directly to Derek Haber, D.M.D. any benefits payable to me. I understand that my insurance carrier may pay less than the actual bill of service. I agree to be responsible for all fees regardless of my insurance coverage. In the event that my payment is not received in 30 days of the due date, I agree to pay late fees, including but not limited to any reasonable legal fees necessary for collections. 



SIGNATURE OF PATIENT, PARENT, or GUARDIAN: ___________________________ DATE: _________

Haber Periodontics & Dental Implants
MEDICAL HISTORY
PATIENT NAME:  _________________________________  DATE OF BIRTH: ____________________
Person to contact in case of an emergency:_______________________ Ph#:_______________________
Have you ever been hospitalized or had a major operation? Yes or  No  If yes, please explain: _____________________________________________________________________________________
Have you ever had injury to the face, neck, or jaw? Yes or  No  If yes, please explain: _________________
Are you under a physician's care now?  Yes or No  If yes, please explain: __________________________                           
 Do you need to pre-medicate?   Yes or No  If yes, please explain: ________________________________
Do you use controlled substances?        Yes or No
Do you smoke/chew tobacco?                Yes or No
Are you taking or have you taken any of the following medications in the past 10 years (If yes, please circle):  Zometa, Aredia, Fosamax, Boniva, Prolia, Actonel/Atelvia, Skelid, Bonefos, Ostac, Didronel, Reclast or any bisphosphonates not listed?  _____________________________________________________
 Please list ALL medications, pills, or drugs currently taking:     ____________________________________________________________________________________
____________________________________________________________________________________
 Are you allergic to any of the following?
      Aspirin            Penicillin            Codeine	Latex	 Anesthesia	        Other: ______________	 	
Do you have, or have you had, any of the following (please circle)?
AIDS/HIV		Yes	No		Heart Problems/Murmur        Yes	No
Diabetes		Yes	No		Rheumatic Fever		Yes   No
Addiction/Alcoholism		Yes	No		Hepatitis/ Liver Disease	Yes	No	
Anemia/Bleeding		Yes	No		Herpes/STDs                         Yes	No	
High Blood Pressure		Yes	No		Thyroid/Hormonal disorder    Yes	No
Arthritis		Yes	No		Epilepsy or Seizures		Yes	No	
Artificial Heart Valve		Yes	No		Heart Attack/Failure  		Yes	No	
Joint replacement		Yes	No		Stroke/Circulatory problems  Yes	No
Asthma		Yes	No		Fainting Spells/Dizziness	Yes	No	
Blood Disease		Yes	No		Ulcers/Digestive disorder	Yes	No	
Tumors/Cancer		Yes	No   		Infectious disease		Yes	No
Chemotherapy/Radiation	Yes	No		Other: ______________________________

Physician's Name: __________________Ph#: _______________ Date of last medical exam: _________		
Women:  Are you Pregnant/Trying to get pregnant? (please circle)  Yes   No	Nursing?   Yes   No
To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.
SIGNATURE OF PATIENT, PARENT, or GUARDIAN: ___________________________ DATE: _________


ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You may Refuse to Sign This Acknowledgment
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Haber Periodontics & Dental Implants, this ________ day of ________, 20______.  A copy of this signed, dated Acknowledgement shall be effective as the original. 



Please print your name



Please sign your name

If you are the legal representative of the patient, please print the patient’s name (s) and describe your authority.                                                                                                 

Thank you and if your have any questions about this form of the attached Notice, please contact our privacy officer, Liszette Rodriguez at 305.667. 4369.

Office Use Only
As privacy officer, I attempted to obtain the patient’s (or representative’s) signature on this Acknowledgment but did not because:

It was emergency treatment			
I could not communicate with the patient	
The patient refused to sign			
The patient was unable to sign because 	  	
Other (please describe)			

Signature of privacy officer
