[image: ]
Patient Information
Name ______________________________________________[image: ] Married  [image: ] Single  [image: ] Child /  [image: ] Male  [image: ] Female  
Social Security # ___________________________                      
Date of Birth ______/_____/________
Address ______________________________________________________________________________
City ____________________________   State ________   Zip Code ______________
Phone Number  (Home) _____________________________________	Cell			
Email ______________________________________________________________________
Person Responsible for Account:  [image: ] Patient   [image: ] Guardian   [image: ] Spouse
Who may we thank for referring you to our office? ______________________________________________
Dental History
 Date of last dental exam:____________________ 
 Previous Dentist's Name: _______________________________________Phone #				
 Have you ever had a bad experience in a dental office? 			Yes    No		
 Have you ever seen a periodontist? 			     	              Yes    No
Have you ever had Orthodontic treatment?				Yes    No
Are you experiencing any pain/sensitivity?				Yes    No
Preferred Pharmacy______________________________________________________

Signature:	 Date______/_______/___________

Medical History
Physician's Name: ________________________________________ Phone#: ____________________________

1. Have you been under the care of a medical doctor during the past two years?    Yes     No
If yes, what for? ________________________________________________________________________________________________

2.Have you ever had any excessive bleeding requiring special treatment?    Yes     No

3. Women: Are you pregnant/trying to get pregnant/breast feeding? 	    Yes     No

4. Are you allergic to or have you had an allergic reaction to any of the following: (please circle if yes)
Local Anesthetic	Penicillin	Codeine	Latex		Acrylic		Metals
Other:												
5. Are you taking or have you ever taken any of the following medications:
(please circle if yes)
Fosamax		Actonel		Boniva		

 6. Please list other medications you are taking: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any of the following?	
Chest Pain		Yes  No		Sleep Apnea		Yes  No		Diabetes	Yes  No
Heart Problems	Yes  No		Epilepsy/Seizures	Yes  No		Herpes		Yes  No
Pacemaker		Yes  No		Tobacco Products	Yes  No		HIV/AIDS	Yes  No
High Blood Pressure 	Yes  No		Eating Disorder	Yes  No		Anemia		Yes  No
Blood Transfusions	Yes  No		Artificail Joint		Yes  No		Stroke		Yes  No
Cancer			Yes  No		Radiation Therapy	Yes  No		Sinus Trouble	 Yes  No
Type of Cancer												

Insurance Information
Primary Insurance: 
Name______________________________________________       
Employer _________________________________________________________________________________
Dental Ins Co _____________________________________________________________________________
Subscriber ID # ____________________________________ Group # ____________________________
Secondary Insurance:
Employer _________________________________________________________________________________
Dental Ins Co _____________________________________________________________________________
Subscriber ID # ____________________________________ Group # ____________________________
Emergency Contact
Name  _____________________________________________________  Relation: ______________________
Phone Number ______________________________________
Authorization
I hereby authorize payment directly to the dental office of the group insurance benefits otherwise payable to me. I understand that I am responsible for the cost of all dental treatment. I hereby authorize the dental office to administer such medications and perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care. The information on this page and the dental/medical histories are correct to the best of my knowledge. I grant the right to the dentist to release my dental/medical histories and other information about my dental treatment to third party payors and/or other health professionals.

Sign(Parent or ResponsibleParty)____________________________________________Date_____/______/__________

HIPAA Patient Consent Form
The department of Health and Human Services has established a “Privacy Rule” to help ensure that personal health care information is protected for privacy. The privacy rule was also created in order to provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations.
As our patient we want you to know that we respect the privacy of your personal dental records and will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment or healthcare operations, in order to provide dental care that is in your best interest.
We also want you to know that we support your full access to your personal dental records. We may have indirect treatment relationships with you (such as laboratories that only interact with dentists and not patients) and may have to disclose personal health information for purposes of treatment, payment, or healthcare operations. These entities are most often not required to obtain patient consent.
You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing. Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI). If you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI. You may not revoke actions that have already been taken which relied on this or previously signed consent.
If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer. You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice.

Print Name:______________________________________ Signature:_____________________________________ 

Patient Consent for Electronic Communication
Our office uses automated texting and e-mailing to confirm dental appointments, send out e-mail blasts and important messages. By utilizing our practice’s electronic services, you agree that Dr. Geoffry Hallstead DMD, may contact you via text message or e-mail. Please provide your information below. 

Print Name: __________________________Signature: ___________________________
Date: ____/____/______

Dr Geoffry Hallstead 3240 Middle Cheshire Rd Canandaigua, NY 14424  (585)394-5230
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