Weloome/

7 hank o faﬁ trasting as with your dental care,

We promise (o d our best to provite you with the f/i(e&t care walibte.
éf you have any guestions /&m do wot kesitate to cat? as,

First Name: Last Name: Middle Initial:
Patient1s: | Policy Holder Preferred Name: - -
["] Responsible Party

—Responsible Party (if someone other than the patient) e s

j First Name: Last Name: _ Middle Initial:
Address: Address 2:
City, State, Zip: Pager: _
Home Phone: Work Phone: Ext: Ceilular: . _
Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder

QO Secondary Insurance Policy Holder

Patient Information

L

| Address: Address 2: ~
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Celiular:
Sex: ) Male O Female Marital Status: () Married () Single (O Divorced (O Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
i E-mail: [] twould like to receive correspondences via e-mail.
————  Section 2 Section3 — ————cm—
Employment Status: () Full Time () PattTime () Retired Additional Comments:
Student Status: () Full Time () Part Time
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Camier ID: Pref. Hyg.:

~—Primary Insurance Information

Name of insured:

Relationship to Insured:) Self

Insured Soc. Sec:

Insured Birth Date:

(O Spouse ( Child ) Other

Employer: Ins. Company: i
Address: Address:
i Address 2: Address 2:
City,State, Zip: City,State,Zip: o
!
Rem. Benefits: .00  Rem. Deduct: .00 :
— ’ j
—Secondary Insurance Information ]
Name of Insured: Relationship to insured:O Seff (O Spouse O Chitd (O Other |
i
Insured Soc. Sec: Insured Birth Date:
Employer: ins. Company: }
, Address: Address: . }
Address 2: Address 2: i
i
City,State,Zip: City,State,Zip: )
Rem. Benefits: .00 Rem. Deduct: .00




Dr. Aaron

G. Birch, DDS PC

MEDICAL HISTORY

PATIENT NAME

Birth Date

following questions.

Aithough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation?() Yes () No

Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? O Yes O No

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?o Yes (O No

Are you on a special diet? () Yes (O No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes (O No

If yes, pl explain:

If yes, please explain:

If yes, please explain:

If yes, pl explain:

—Women: Are you

Pregnant/Trying to get pregnant? () Yes (O No Taking oral contraceptives? () Yes (O No

Nursing? (O Yes () No

—Are you allergic to any of the following?

Have you ever had any serious illness not listed above?() Yes O No

[ Aspirin [ ] Penicillin [ ] Codeine [ ] Local Anesthetics (] Aerylic [ Metal {] Latex | | Sulfa drugs
[] Other Ifyes, please explain:
—Do you have, or have you had, any of the following?
AIDS/HIV Positive O Yes O No | Cortisone Medicine (O Yes (O No | Hemophilia O Yes O No |- Radiation Treatments (O Yes ( No
Alzheimer's Disease O Yes () No | Diabetes (O Yes (O No | HepatitisA (O Yes O No | Recent Weight Loss O Yes () No
Anaphylaxis (O Yes O No | DrugAddiction O Yes O No | Hepatitis Bor C O Yes O No | Renal Dialysis O Yes O No
Anemia O Yes () No | Easily Winded O Yes (O No | Herpes (O Yes (O No | Rheumatic Fever O Yes O No
Angina O Yes () No | Emphysema O Yes () No | HighBlood Pressure () Yes (O No | Rheumatism O Yes O No
Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes (O No | High Cholesterol (O Yes (O No | Scarlet Fever O Yes T No
Artificial Heart Valve (O Yes () No | Excessive Bleeding (O Yes (O No | Hives or Rash (O Yes (O No | Shingles O Yes O No
Artificial Joint (O Yes O No | Excessive Thirst (O Yes (O No | Hypoglycemia (O Yes (O No | Sickle Cell Disease O Yes C No
Asthma O Yes O No | Fainting Spelis/Dizziness() Yes (O No | lrregular Heartbeat () Yes (O No | Sinus Trouble (O Yes () No
Blood Disease (O Yes O No | Frequent Cough O Yes O No | Kidney Problems () Yes (O No | Spina Bifida () Yes (O No
Blood Transfusion () Yes O No | Frequent Diarrhea (O Yes (O No | Leukemia O Yes O No | Stomach/intestinal Disease () Yes (O No
Breathing Problem (O Yes () No | FrequentHeadaches (O Yes (O No | LiverDisease O Yes O No | Stroke O Yes O No
Bruise Easily O Yes ) No | Genital Herpes O Yes ) No | LowBlood Pressure () Yes () No | Swelling of Limbs (D Yes {3 No
Cancer O Yes ) No | Glaucoma (O Yes (O No | Lung Disease O Yes () No | Thyroid Disease () Yes () No
Chemotherapy (O Yes (O No | Hay Fever O Yes O No | Mitral Valve Protapse O Yes (O No | Tonsillitis O Yes O No
Chest Pains O Yes O No | HeartAttack/Failure (O Yes (O No | Osteoporosis O Yes O No | Tuberculosis () Yes () No
Cold Sores/Fever Blisters () Yes (O No | Heart Murmur (O Yes O No | PaininJaw Joints (O Yes O No Tumors or Growths L) Yes }:\’ No
Congenital Heart Disorder()) Yes (O No | Heart Pacemaker O Yes (O No | Parathyroid Disease () Yes () No \L/JIcers 3 L) Yes = No
: : o ‘enereal Disease C Yes (U No
Convulsions O Yes O No | Heart Trouble/Disease (O Yes (O No | Psychiatric Care O Yes O No | veyow Jaundice 3 Yes O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

l dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.
1
i
i




AARON G. BIRCH, D.D.S., PC

Consent for Use and Disclosure of Health Information

Section A: Patient Giving Consent

Name:

Address:

Telephone: Email:

Section B: To the Patient (Read the following statement carefully)

Purpose of consent: By signing this form you will consent to our use and disclosure of your protected health information
to carry out treatment, payment activities and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide to sign this
consent. Our notice provides a description of our treatment, payment activities and healthcare operations of the uses
and disclosures we make of your protected health information. A copy of our notice accompanies this consent. We
encourage you to read it carefully and completely before signing this consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may
apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Dr. Aaron G. Birch, DDS
Attention: Front Desk
2490 Patterson Road, Suite 2
Grand Junction, CO 81505
Phone: (970) 242-9202 Fax: (970) 245-3544

Right to Revoke: You will have the right to revoke this consent at any time by giving us written notice of your revocation
submitted to the contact person listed above. Please understand that revocation of this consent will not affect any
action we took in reliance on this consent before we received your revocation and that we may decline to treat you or to
continue treating you if you revoke this consent.

Signature: | have had full opportunity to read and consider the contents of this consent form and your Notice of Privacy
Practices. | understand that by signing this consent form | am giving my consent to your use and disclosure of my

protected health information to carry out treatment, payment activities and health care operations.

Signature:

Date:

Should you choose, you are entitled to a copy of this consent after you sign it.



AARON G. BIRCH, D.D.S., PC

I (please print) hereby aCknOWIEdge
that a copy of this office’s Notice of Privacy Practices has been made
available to me.

| have been given the opportunity to ask any questions | may have
regarding this Notice.

| allow this office to give my information to or answer questions from
(check all that apply):

() Spouse
() Parent
()} Child

( ) Other (please specify)

() None

X X

Signature of Patient: (parent or guardian if minor) Date



AARON G. BIRCH, D.D.S., PC

2490 Patterson Road, Suite #2
Grand Junction, CO 81505
(970) 242-9202

In an effort to keep dental costs down while maintaining the highest level of care, we have
established the following as our financial policy:

Appointments: We require 48 hours advance notice for cancellations or rescheduling

appointments, so we may offer that time to another patient. Less than 48 hours notice is
considered a failed appointment.

Financial: All charges for services are due at the appointment in which the services are
rendered unless prior written arrangements are made with our office manager. All major
treatment involving a laboratory procedure will require an appropriate down payment
(normally 50%) with the balance due upon delivery. Special payment arrangements (such as
monthly payments) may be available upon request with approved credit. Any failure to make
scheduled payments will result in the full balance being due within 15 days of the missed
payment.

Insurance: If you are covered by dental insurance, we will try to help determine the coverage
you have available. However, since there are so many different companies and coverage levels,
we can only make an estimate. If you assign benefits to our office, then only the portion of fees
not estimated to be covered by insurance would be due at the time of service as explained
above. After the insurance has been paid, we will bill you for any remaining balance.

If insurance payments are delayed beyond 60 days, the balance in full will become due and will

be billed to you directly. Professional care is provided to the patient, not to an insurance

company. Thus the insurance company is ultimately responsible to you, the patient.

In addition to cash and checks we accept Master Card, Visa, Discover and American Express. We
also offer payment plans through Care Credit, a medical financing company that can provide an
answer within a short period of time after a brief application process.

I have read and understand the above financial policy.

Responsible Party Date



Agreement to Receive Electronic Communication

Patient Name:

(Initial below)
Agree
Do Not Agree

That Aaron Birch Family Dental may communicate with me electronically at the email
address and/or mobile phone number listed below.

| am aware that there is some level of risk that third parties might be able to read
unencrypted emails. | further agree that | am responsible for providing the dental practice
any updates to my email address and/or mobile phone number.

My most preferred method of electronic communication:

Text Messaging — phone #

Email — Address

| would like to receive:

_____Appointment Reminders/Recall Visits

______Information regarding insurance/billing (paperless statements)

| can withdraw my consent to electronic communications at any time by calling:

Aaron Birch Family Dental 970-242-9202 drbirch@aaronbirchdds.com

Patient signature: Date:

This practice does not charge for this service, but standard text messaging rates may apply as provided in
your wireless plan.
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