»ulp
Parkview fé‘ﬁ der\+i9+ry New Patient Form

13014 N Saguaro Blvd 203
Fountain Hills, AZ 85268
Tel: (480) 836-1551

www.fountainhillsdentist.com W E LCO M E

We're glad you are here. At Parkview Dentistry, we treat you like family and promise to listen to your treatment
goals, your concerns and any anxieties you may have. We are committed to providing dental care without
pressure and at a comfortable pace. Your answers are for our records only and will be kept confidential subject
to applicable laws. This information is vital to allow us to provide appropriate care for you.

Patient Name* Preferred to be called*
Last First Mi

Address*

Email*

Cell Phone* Home Phone*

Preferred Method of Contact O Phone Call 0 Text Message O Email O All Listed

Date of Birth* / / (mm/dd/yyyy) SSN/ID*

Marital Status O Single O Married O Separated (J Divorced O Widowed

Sex O Male 0 Female

Occupation*

Employer* Work Phone*
s E

Name* Phone*
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New Patient Form

Select any of the following if you presently have or have had the condition in the past.

Check all that apply.
Heart Problems/CHF O Deep Vein Clot Asthma
Allergic to Penicillin/Amoxicillin Hemophilia Sinus Trouble
Allergic to Tetracycline Excessive Bleeding when cut Hay Fever
Allergic to Aspirin Sickle Cell Disease Frequent Cough
Allergic to Codeine Glaucoma Rheumatism

Allergic to Novocain
Allergic to Latex Rubber
Pre-medication required

Diabetes (type 1 or 2)
Excessive Thirst
Scarlet Fever

Arthritis/Gout
Osteoporosis

Swelling of Feet/Ankles
Artificial Joint Replacement:

Mitral Valve Prolapse Thyroid Disease Year: T
Pacemaker Parathyroid Disease Psychiatric Care

HIV Positive Kidney Disease Epilepsy or Seizures

Heart Murmur Liver Disease General Anxiety/Dental Phobia
Heart Attack Hepatitis A or B or C Fainting or Dizziness

Chest Pain Cancer, Type: Hypoglycemia

Congenital Heart Problem X-Ray or Cobalt Treatment Hives

Artificial Heart Valve Chemotherapy Cold Sores/Fever Blisters/Herpes
Heart Surgery Ulcers Venereal Disease

High/Low Blood Pressure Gastrointestinal Upset HPV (Human Papillomavirus)
Rheumatic Fever Acid Reflux Cortisone Treatment

Anemia Lung Disease Chemical Dependency

Blood Disease
Blood Transfusion

guauoaaaguouoaoaaaouaoaa g guaoaaaaq

Tuberculosis
Shortness of Breath

gauuoaaouuoaaua aaoaaoaaoaoaoaoaaa

Other:

Physician Name & Address

If yes, for what?

Stroke Emphysema
Please list current medications here
Physician Information
Are you currently under a physician's care?* [ Yes ([ No

Hospitalization Information: If you have been hospitalized in the last two years, for what? *

Do you smoke or use tobacco?* (Markonlyone) [ Yes

3 No

If yes: how many packs per day Number of years as a smoker

Are you pregnant?* (Mark only one) (O Yes O No If yes, what is your due date? / / (mm/dd/yyyy)

Are you taking birth control pills?* [ Yes O No Are you on hormone therapy?* O Yes O No
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What is your primary reason for seeking dental care?

Previous Dentist Information

Dentist’s Full Name

Name of Dental Practice City & State

Month and Year of last visit

What was done at last visit?

Date of last full mouth X-rays / / (mm/dd/yyyy)

Reason for leaving last dentist

O Nervous about dental treatment? O Have TMJ Jaw Disorder?

O Gag easily? O Have sleep apnea?

O Sensitive to hot, cold, pressure or sweets? O Have mouth sores that take long to heal?

O Have problems with teeth/fillings breaking? O Have dry mouth?

(0 Have an uncomfortable bite? (0 Have excessive bleeding after an extraction?
(0 Have gums that are tender and/or bleed? 0 -II;ZI:nli:)F(),thz)SrE)iC;n:?onr?sl,d:f;ci):, S)Zlgcn};:tsa?
O Getfood lodged between teeth often? O Unhappy with the appearance of your teeth?
(0 Have periodontal (gum) treatments in the past? O Brush at least once daily?

O Getsoresin or around the mouth? O Want whiter teeth?

O Getregular headaches, earaches or neck pain? O Want straighter teeth?

O Grind or clench your teeth? O Have dentures (partials or full)?

O Heara "clicking" when closing mouth? 3 Other:

O Have ajaw that sometimes gets "stuck"?

Have you had previous problems with dental care? If so, explain below:

Is there anything else we should know?
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Do you have dental insurance?* (Mark onlyone) O Yes [ No

If you have dental insurance, please complete the following:

Name of Insured

Date of Birth / / (mm/dd/yyyy) Relationship to patient

Dental Insurance Company

Group Number ID#

_ To be completed if you have dental insurance.

I, the undersigned, certify that | (or my dependent) have insurance coverage and assign directly to Parkview
Dentistry of Arizona PLLC all insurance benefits, if any, otherwise payable to me for services rendered. | understand
that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to
release all information necessary to secure the payments of benefits. | authorize the use of this signature on all
insurance submissions. | understand that proper diagnosis can only come after an examination is done and
radiographs are taken. | hereby authorize the dentist to perform any necessary examination and radiographs needed
for proper diagnosis.

Responsible Party Signature: Date:

Relationship:

_ Check all that apply. Thank you. This is very important to us.

How did you hear about our office?*

O If a person referred you, who can we thank:

O Facebook ad O Building sign O Invisalign website
(0 Facebook page for Parkview 0 A-Frame sign 3 School visit

O Fountain Hills Connection O Google search O School folder ad
O Insurance company website O Yelp! (3 Other website:

O Fountain Hills Times ad O Angie’s List

O Fountain Hills Times article O Nextdoor posting 03 Community event:
J White pages of phone book O Chamber of Commerce

O Yellow pages ad J Firerock Insurance

O Mailer O Community directory Other:
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www.fountainhillsdentist.com

We schedule a dental appointments very carefully to ensure all of our patients are seen promptly. We do this
because we value and respect our patient's time and desire to provide the best treatment possible. In order to
remain on schedule, we request that you arrive on time for your appointments. If you cannot attend your
appointment, please give us 48 hours notification if possible, as we reserve the right to impose a $45.00
NO SHOW fee. | have read and understand the above.

Signed

l, , have received a copy of this office's NOTICE OF PRIVACY PRACTICES.
Parkview Dentistry of Arizona PLLC.

Print Name Signature

Date

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

O  Individual refused to sign

O  Communication barriers prohibited obtaining the acknowledgement

O  An emergency situation prevented us from obtaining acknowledgement
O  Other

As a condition of your treatment by Parkview Dentistry of Arizona PLLC and/or its employees (“Parkview”),
payment or financial arrangements must be made in advance of treatment. For Patients who carry dental
insurance, Parkview will prepare the Patient's insurance forms and assist in making collections from insurance
companies, and will credit such collections to the patient's account. However, Patient agrees that he or she is
personally responsible for payment of all dental products and/or services.

IMPORTANT: All products and services provided by Parkview are also governed by the legal contract available
at www.fountainhillsdentist.com/terms (the “Terms”). Patient agrees that, by receiving products and/or services
from Parkview, Patient has reviewed and agreed to the terms herein, Patient’s treatment plan and Parkview’s
Terms which together form a binding contract between Parkview and Patient. The Terms are incorporated
herein by reference and Parkview’s provision of goods and/or services is expressly limited to, and expressly
made conditional on, Patient’s acceptance of these terms, the treatment plan and these Terms.

Acknowledged and Accepted by Patient:

Name Date
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Patient Name

Address

Phone

(mm/dd/yyyy)

Date of Birth

, authorize the release of any and all dental and medical records to

1,

Parkview Dentistry Dr. Stacey Laskis. Please send diagnostic radiographs and periodontal charting.

Thank you.

Dentist Name

Address

Fax

Phone
Date

Patient / Guardian Signature

Mail copies only to: Parkview Dentistry
13014 N Saguaro Blvd 203

Fountain Hills, AZ 85268.

Or email: info@fountainhillsdentist.com
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