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Timothy Mihle, DDS		Sarah Ermoshkin, DDS, MS
WELCOME. We appreciate the confidence you have placed in us by choosing us for your endodontic treatment. Our mission is to provide the highest quality endodontic treatment available, in a safe, friendly and comfortable environment.  Please complete these forms for our records.
PATIENT INFORMATION							Date: ___________________
Name ____________________________________		Preferred Name ______________________
Phone Number____________________________ SS# ____________________ Birth date ___ / ___ / ___
Address __________________________________		Email ______________________________
City______________________________________ State ______	Zip Code ______________________
Mailing Address (if different from address above) ____________________________________________
Circle: 	Married	Widowed	Single		Minor		Male		Female
If the patient is a minor? Name of Parent accompanying child to today’s appointment: ________________
Patient or Parent/Guardian Employer ______________________________________________________
Person to contact in case of emergency ________________________	Phone ___________________
Name of General Dentist________________________________________________________________
Whom should we thank for this referral? (If other than your dentist) _______________________________

DENTAL INSURANCE INFORMATION
Name of insured (Policyholder) ________________________________ Birth date ______________________
Employer ____________________________________________________ SS # ___________________________
Insurance Company _________________________________________ Phone _________________________
Goup number ______________________________________________ Relationship to Patient_____________
Secondary Insured member___________________________________ Birth date _______________________
Secondary Dental Insurance __________________________________________________________________
                                                   Name                            Group                      Address                Telephone
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MEDICAL HISTORY



Patient Name: _______________________________DOB: ______________________Date: _______
Health problems that you may have, or medications that you may be taking, could have an important relationship with the dentistry that you will be receiving. 
Y   N 	Are you in good health?    Y   N     Are you under the care of a physician?   Reason:_________________
                Physician’s Name: ________________Phone # (if known):______________________ 
Y   N 	Have you had surgery or been hospitalized in the last 5 years? Explain: ____________
Y   N 	Are you taking any medication - prescribed or non-prescribed - or drug at this time? 
(Please include your regular medications and any medications taken for your current dental condition) 
Names of Medications:  _________________________________________________________________________________
Y   N 	Have you ever had an allergic or unusual reaction to any medication? (Penicillin, sulfa drugs, etc.) 
Names of Medications: __________________________________________________________
Y   N 	Have you ever had any trouble with prolonged bleeding after dental extractions, surgery, or trauma? 
Y   N 	Have you ever required a blood transfusion? Reason & Date: ______________________________
Y   N 	Have you taken cortisone or steroids in the last 2 years? What & how long:__________________________
Y   N 	Are you required to premedicate with antibiotics prior to dental treatment? Reason: _________________
Y   N 	Have you ever had any serious trouble with dental treatment? Explain: ______________________________
Y   N 	Do you usually have problems getting numb for dental treatment? 
HAVE YOU EVER HAD: (Please circle answer) 
	Y N   Rheumatic Fever*
Y N   Mitral Valve Prolapse*
Y N   Heart Murmur*
Y N   Artificial Heart Valve*
Y N   Joint Prosthesis (Hip, Knee)
Y N   Heart Pacemaker
Y N   Angina or chest pains
Y N   Heart Attack/Disease/Surgery
Y N   Stroke
Y N   High Blood Pressure
Y N   Cardiovascular Stent
Y N   Hay fever Sinus Trouble
Y N   Migraine/ Tension Headaches

	Y N   Diabetes
Y N   Anemia (incl. Sickle Cell)
Y N   Hemophilia
Y N   Blood Disorder/Leukemia
Y N   Lung Disease/Emphysema
Y N   Asthma
Y N   Tuberculosis
Y N   Liver Disease or Jaundice
Y N   Hepatitis A, B, or C (circle)
Y N   Kidney Disease
Y N   Thyroid Disease
Y N   Shingles
Y N   Clench or Grind Teeth
	Y N   Arthritis
Y N   Stomach/Intestinal Ulcers
Y N   Cancer/Tumor/Cysts
Y N   Chemo/Radiation
Y N   Sexually Trans. Disease
Y N   Herpes
Y N   AIDS or HIV Positive
Y N   Epilepsy or Seizures
Y N   Glaucoma
Y N   Drug or Alcohol Problem
Y N   Psychological Disorder
Y N   Latex Allergy


Y   N 	Do you have any disease, problem, or condition not listed above that you think we should know about? 
WOMEN ONLY: (Please circle answer) 
	Y   N 	Are you pregnant? How many weeks? 
Y   N 	Are you taking birth control pills? 
Y   N 	Are you breast-feeding? 

	Y   N	Are you experiencing Menopause
Y   N	Are you post Menopause


All of the above information is true and correct to the best of my knowledge. If I have any changes in my health or medications I will inform the doctor prior to treatment at the next appointment 
Signature of Patient (or Parent/Guardian) ____________________________________ Date________________
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FINANCIAL POLICY



The estimated usual fee for your visit today is $__________________
The estimated discounted fee according to your insurance plan is $___________________

Your estimated portion due today is $________________

YOUR PORTION OF THE FEE IS DUE AT THE TIME SERVICES ARE RENDERED. In order to avoid any misunderstanding concerning payment of fees and to help us assist you courteously and efficiently, please indicate your method of payment.
				_________ Cash
				_________ Check (Post-dated checks are not accepted)
				_________ Credit Card (Visa/ MasterCard/ Discover/ American Express)
				_________ Debit Card
				_________ CareCredit (Interest-free financing for amounts over $300)
As a courtesy, we will file insurance claims for our patients. Please remember that dental insurance coverage is a contract between the patient and the insurance company. Patients are ultimately responsible for their entire account.
______   In network your estimated portion of the fee will be collected at the time of service.  If your insurance payment is more or less than anticipated, your account will be adjusted accordingly.
______   Out of network we will collect the entire fee from the patient at the time of service.  You will be reimbursed directly by your insurance company (you still receive your dental benefit). Nu fee/no interest financing
Please feel free to discuss any uncertainty regarding fees or insurance coverage with our patient care coordinator. No fee/ no interest financing may be available to you.
In the event that an account becomes overdue, the patient will be charged and responsible for a late feel of up to 30% of the balance due (10% per month for each month past due up to 3 months).
I HAVE READ AND UNDERSTSND THE FINANCIAL POLICY. IF In network are marked above, I authorize my insurance company to pay (assign) the dental benefits directly to this office. I also verify that I have been given an opportunity to review the Notice of Privacy Practices and to retain a copy if desired.

Patient Name (Printed) ______________________________________________________________________
Signature of Patient (or Parent/Gaurdian) ________________________________    Date _______________________
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ABOUT THE PRIVACY OF YOUR HEALTH INFORMATION



Our office has always protected the privacy of the health information of our patients. The entire staff has access to patient information to provide optimum care and obtain payment for treatment.  Proper safeguards are in effect to ensure confidentiality of your records. A written office policy is in place and our staff is aware of the safeguards.
Regulations require that we make available for your review a copy of our office privacy policy if you desire.  Additionally, we are required to maintain on file your signature indication we have informed you of your privacy polity.  Your signature below is appreciated.

Signature ________________________________________________

BELOW IS AN APPROVED LIST OF PERSON(S) THAT MAY RECEIVE INFORMATION PERTAINING TO MY TREATMENT / AND OR ACCOUNT.

NAME				DOB				RELATIONSHIP
1_____________________________________________________________________________
2._____________________________________________________________________________
3._____________________________________________________________________________
4._____________________________________________________________________________
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Permission to De-Identify and Utilize Radiographs for Marketing, Research and Educational Purposes


We are requesting permission to de-identify radiographs and potentially use them for educational presentations to dental professionals or publication in dental social media groups/ journals/textbooks.
All necessary steps will be taken to de-identify your radiographs by removing all personal identifiers, as required by the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule and other applicable privacy regulations.
**The de-identification process will involve removing the following information from your radiographs:**
*   Your name
*   Your date of birth
*   Any other information that could directly identify you or your relatives, employers, or household members
**Purpose of Using De-Identified Radiographs:**
The de-identified radiographs will be used for educational purposes aimed at improving patient care, educate dental students and residents on various dental conditions and their presentation in radiographs.  Present case studies to other dental professionals in social media groups, conferences or in publications (after ensuring complete de-identification and adherence to ethical guidelines).
**Your Rights and Understanding:**
*   **Voluntary Consent:** Granting or withholding permission is entirely voluntary and will not affect medical care or treatment in any way.
*   **Right to Revoke:** You have the right to revoke this authorization at any time by providing written notification to [specify where to send the written revocation, e.g., the Privacy Officer at (phone number) or (email)]. Any revocation will not apply to information that has already been de-identified and used or disclosed in reliance on this authorization.
*   **Limited Risk of Re-identification:** While great care is taken to de-identify your radiographs, the possibility of re-identification exists, though the risk is considered very small.
*   **No Direct Benefit to You:** You will not receive any direct financial or medical benefit from the use of your de-identified radiographs.
By signing below, you indicate that you have read and understood this form and voluntarily authorize the de-identification and use of your radiographs for the purposes described above. You also acknowledge that you have the right to receive a copy of this signed form.
Printed Name: ______________________  Signature: ______________________ Date: ________
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