\WELCOME TO THE PRACTICE oz
pr. Marcel Gegati D.M.p

We are so glad that you have scheduled your new patient
appointment in our office. Enclosed you will find your New
Patient health history form, as well as your HIPPA information
sheet. Please complete all forms and return them to us at your
scheduled appointment. We look forward to meeting you.

Any insurance information you can provide me with ahead of
time would be greatly appreciated. It will allow me time to verify
your coverage, and this will assist you with information for your
upcoming appointment. It will also help you in scheduling for
any dental services you may need in the future.

If you have any questions, or need directions to our office
please contact us at: 954-792-4100

Our Address is:

300 NW 70th Ave., Suite 108

Plantation, Fl 33317

For additional information please visit our website.

www.confidentsmilesdesigns.com

Sincerely,

Joanne Wiegers
Office Coordinator


http://www.confidentsmilesdesigns.com/�

PATIENT INFORMATION DATE
NAME
LAST FIRST M
ADDRESS
STREET APT. CITY STATE ZIP
BIRTHDATE / / SS# / /
E-MAIL PHONE
HOME CELL WORK
EMPLOYER
PERSON RESPONSIBLE FOR ACCOUNT- PLEASE CIRCLE ONE
PATIENT GUARDIAN SPOUSE MOTHER FATHER
INSURANCE INFORMATION
PRIMARY INSURED SECONDARY INSURANCE
LAST FIRST M LAST FIRST M
STREET APT.# CITY STATE ZIP STREET APT.# CITY STATE ZIP
HOME# WORK# HOME# WORK#
/ / / /
BIRTHDAY RELATIONSHIP TO PATIENT BIRTHDAY RELATIONSHIP TO PATIENT
EMPLOYER DENTAL INS. CO EMPLOYER DENTAL INS. CO
SS# /1D # SS# /1D #
PERSON TO CONTACT IN CASE OF METHOD OF PAYMENT
EMERGENCY
WE ACCEPT ALL MAJOR CREDIT CARDS,
NAME PERSONAL CHECKS AND CASH.
TELEPHONE WE ARE ALSO CARE CREDIT PROVIDERS.

RELATIONSHIP TO PATIENT

AUTHORIZATION

*INFORMATION CAN BE PROVIDED UPON REQUEST**

SERVICE CHARGE

| hereby authorize payment directly to the Dental Office
of the group insurance benefits otherwise payable to me.
| understand that | am responsible for all cost of dental
treatment. | hereby authorize the Dental office to
administer such medications and perform such
diagnostic, dental care. The information on this page and
the dental/medical histories are correct to the best of my
knowledge.

SIGNATURE DATE

| will be responsible to pay all collection costs and
reasonable attorney fees incurred to collect all unpaid
balances due to Dr. Gegati for dental service rendered.




PATIENT NAME DATE

Primary reason for this dental appointment: [_] Examination [ | Emergency [_] Consultation

Dental History Please Circle

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, pills or drugs? What? Ever taken fen-phen?* Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check bax below Yes No
Ul Aspirin U Penicillin (1 Codeine [ Acrylic [ Metal [ Latex Rubber [ Other

Women (Please check): ] Pregnant/trying to get pregnant L] Nursing ] Taking oral contraceptives Discuss Yes No

Do you now have or have you ever had any of the following? Please check appropriate boxes.
*If yes to any of the starred conditions, please call prior to your appointment... premedication may be required.

Yes No Yes No Yes No Yes No Yes No
Heart Trouble/Disease O O Bruise Easily O O Emphysema 7 [ YellowJaundice 0 O ColdSores O o
Heart Murmur * O OO Anemia O O Tuberculosis [0 [ Kidney Problems O O FeverBlisters OO
Irregular Heart Beat [0 [ Excessive Bleeding O O Cancer 7 [ Renal Dialysis [0 [ Herpes Inn|
Angina/Chest Pain [0 O Sickle Cell Disease [0 [ XRayTreatments(Radiation) [ [J Thyroid Disease O [ Stroke oo
Heart Attack/Failure O O Hemophilia(BleedingProblem) ] [ Chemotherapy [0 [ Parathyroid Disease O O Convulsions OO
Congenital Heart Disorder [] [J Leukemia [0 [0 Stomach/Intestinal Disease [ [] Arthritis/Gout 3 O Epilepsy or Seizures OO
Mitral Valve Prolapse * [0 [ RecentBiood Transfusion [] [ Ulcers [0 [0 Rheumatism {1 [ Fainting or Dizziness oo
Scarlet Fever 7 [ Swellingof Limbs O O RecentWeight Loss [0 [ PaininJaw Joints 0O [ Glaucoma OO0
Rheumatic Fever* [J [ LungDisease O [ FrequentDiarrhea [ (7 Cortisone Medicine O [ Tumors or Growths OO
Artificial Heart Valve [0 [O Breathing Problem [] (7 Diabetes O [ Arificial Joint [0 [ Nervousness O g
Heart Pace Maker * [ [ Shortness of Breath [0 [ Excessive Thirst [0 [ VenerealDisease O O Psychiatric Care 0O g
Heart Surgery [ [ FrequentCough [0 [ Hypoglycemia [ [1 ADS [0 [ Alzheimer's Disease 00
High Blood Pressure [1 [ HayFever [] [J LiverDisease [0 [ HIVPaositive [T [0 Allergies (Medicines) O g
Low Blood Pressure [0 [ SinusTrouble [0 [ Hepatitis A (Infectious) [1 [0 Genital Herpes [0 [0 Allergies (Pollen/Dust) O 0
Blood Disease 1 [ Asthma [0 [ HepatitisBorC [0 [J Drug Addiction/Alcoholism [] [] Hives or Rash o0
Unexplained Fever [0 [ Bloody Sputum [0 [ Night Sweats [0 [O Tattoos [0 [ Need Premedication? OO
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.
X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed By Doctor Date BP
History Review and Significant Findings
Medical Updates
| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'S SIGNATURE BP REVIEWED BY

None 0O Dr.

None 0 Dr.

None O Dr.

None 0O Dr.

None 0O Dr.

None 0O Dr.

None 0O Dr.




Dr. Marcel Gegati D.M.D
300 NW 70™ Ave., Suite 108
Plantation, Fl 33317
954-792-4100
www.confidentsmilesdesigns.com

NOTICE OF PRIVACY PRACTICES

When you sign this document, you signify that you agree that we can and will use and disclose your
health information to treat you, obtain payment for services, and to perform health care operations.
You can revoke this consent in writing at any time unless we have already treated, sought payment
for services or perform health care operations in reliance upon our ability to use or disclose your
health information in accordance with this consent. We can decline to serve you if you elect not to
sign this consent form.

You have the right to ask us to restrict the uses or disclosures made for purposes of treatment,
payment or health care operations, but as described in our notice of Privacy Practice, we are not
obligated to agree to these suggested restrictions. If we do agree, however, the restrictions are
binding on us. Our notice of Privacy Practices describes how to ask for restriction.

| HAVE READ THIS CONSENT AND UNDERSTAND IT. | CONSENT TO THE USE AND
DISCLOSURE OF MY HEALTH INFORMATION FOR PURPOSES OF TREATMENT, PAYMENT
AND HEALTH CARE OPERATIONS.

Signature Date

IF YOU ARE SIGNING AS A PERSONAL REPRESENTATIVE OF THE PATIENT, DESCRIBE
YOUR RELATIONSHIP TO THE PATIENT AND THE SOURCE OF YOUR AUTHORITY TO SIGN.

Relationship to Patient Print Name

Source of Authority


http://www.confidentsmilesdesigns.com/�
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