PATIENT REGISTRATION & INSURANCE INFORMATION

DR. ROBERT S. KIKEN
ORAL & MAXILLOFACIAL SURGERY

Welcome to our office. So that we may asslst you In filing your health insurance forms, please provide
us with the information requested below. All information is kept confidential.

Patient’s Name: Today's Date:
Sex: Age: Date Of Birth: . Soclal Security #:
Home Address:
City: State: _ Zip:
Home Phone: Cell: Work:
E-Mail: Spouse’s Name:
Referring Dentist: Orthodontist:
Reason for Visit:

RESPONSIBLE PARTY

Responsible Party’s Name:

Social Security #:

Relationship to Insured:

Address:

City: State: Zip:

Employer: Phone #:

Address: City: State: _ Zip:
INSURANCE

Name of Insurance Plan:

Subscribers Name:

Subscriber 1.D.:

Subscribers D.0.B.:

Subscribers Phone:

Subscribers Address (if different than above):




MEDICAL HISTORY FORM
~ DR. ROBERT S. KIKEN
ORAL 8 MAXILLOFACIAL SURGERY

Name: Date:
Date of Birth: Sex: M/ F Height: Weight:

For the following questions, circle yes or no, whichever applies. Your answers are for our
records only and will be kept confidential.

1. Are you in Q00U NEAINT ........c.ioviiiiieeee et e e e e s Yes No
2. Has there been any change in your health in the pastyear?...........c.ceecciiiiiiciiiinn, Yes No
3. My last physical exam was on / N
4. Are you now under the care of @ PhySiCIaN?...........c..ooovvvveviieiiii e e e e Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 years?.....Yes No
7. Have you had an artificial joint replacement (knee, hip, shoulder, etc.)? ........ccccooiiieeenn, Yes No
8. Are you taking or have you ever taken Bisphosphonates for osteoporosis or
chemotherapy for multiple myeloma or other cancers (Reclast, Fosamax, Actonel,
Boniva, Aredia or ZOMEL) 7 ... e Yes No
9. Are you taking any medicine(s) including diet pills, non-prescription, vutamuns
homeopathic or NAtUrAl TEMEGIEST ... .. .ot e r e e e Yes No

If s0, please list:

10. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves, artificial valves or heart murmur.............coeee e ——————— Yes No
b. Rheumatic Heart DISEAse..............oooiiiiiiiiii e e Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any other heart CoONAItION ... ..o Yes No
1. Chest pain UPoNn @XErHIONT ........coiiviiiiirit et ee e n e Yes No
2. Shoriness of breath after Mild eXerciSe?...........cocoviviiin i Yes No
3. Do yourankles SWeIl? ... Yes No
d. AIBIGIES......coiiiiieii i T PO RO UTOIUUOTUPP PPN Yes No
€. SINUSrOUDIE.......coiiiiiiiiii e e SRR Yes No
f. ASTAMA OF haY fEVET .oooie e e Yes No
g. Fainting SPells Or SEIZUMES ..........coiviiiiii e Yes No
D, DIBDEIES ..oeii i e e a e e e e bbb Yes No
i. Hepatitis, jaundice or IVEr diSEASE ...........ooivi i, Yes No
j. Frequent or recurting MOUth SOFE@S .........uoviiieiiiiriiier e e e Yes No
K. TRYTOIA PrOBIBMS ... .cueeei ettt re et etb e s e s b e e e e e s s e e e s s e tmrebrneeseesbbaeses s ineeea Yes No
|. Respiratory problems, emphysema, bronchitis, €C...........cocccecciiviiiiiiiiii e, Yes No
m. Arthritis or painful, swollen joints including jaw joint (TMJ)..........cccoverininiiinnieenee, Yes No
T 0 11 =TT o To o 11 LT PO PSP PR URP PR Yes No
0. Stomach ulcer or yperacidity ........ovovvviiiiiii e Yes No
P. KidN@Y troubI@........ooiiiiiiii e Yes No
Q. TUDBTCUIOSIS ......oeiiiit ittt ettt et ae e s a e s bb e e e e e esreesaraesneeeebaeenns Yes No
r. Persistent cough or cough that produces blood .......c....coo it Yes No
s. Persistent swollen neck Qlands...........cocoioiiiiiiii e Yes No

(over)



1. LOW DIOOA PrESSUIE ..ottt e Yes

u. Epilepsy or neurological diSOrder...........c.oovviiiiiiiiiiiie Yes
Y 0 T 1o U OO U RO PO PP OPPRRPP P RPPPPOTORI Yes
w. Any disease, drug or transplant operation that has depressed your immune system .....Yes
11.Have you had abnormal BIEeding? .........vvvi i Yes
a. Have you ever required a blood transfusion? ..........c..cccoc Yes
12.Do you have any blood disorder such as anemia®? ...........c.ooooierr i Yes
13.Have you ever had treatment for a tumor or growth? ................... PP PP PR PR ..Yes
14. Have you had radiation therapy to the head, neck or jaws?..............ooovviiiii, Yes
15. Are you allergic to or have you had a reaction to;
a. Local anesthetiCs.........o...vi TTRUTORRSR Yes
b. Penicillin or @ntibiotiCs ... Yes
€. SUIFA GIUDGS 1viviee ittt e et e e e b e nae Yes
d. Barbiturates or sleeping pills ..o Yes
LT -7 1 o O TS TO R O O PP PPUPORPPRPRRRI Yes
LT [o T 1 o= T O OO PURRTRURRT Yes
g. Codeine or Other NArCOLICS ........cccoiviiiiiiiii et Yes
h. Latex or rubber Produtts .........cooiiiiivii e Yes
I INtravenous an@Sthesia...............covvi i e s Yes
Jo OBREE oo e, Yes
16.Have you had any serious trouble associated with previous dental treatment?................... Yes

If so, explain:

17.Do you have any other condition or disease you think the doctor should know about?........ Yes
If 80, explain:

18. DO you Smoke or chew TODAGCCOT ...t e e Yes
How much?
19. Is there any past history of alcohol or chemical dependency or emotional disorder
that may affect the care we pProvide YOU? ...t Yes
20. Are you wearing CONtAC IBNSES? ..ottt et neens Yes
21.Are you wearing removable dental appliances? ..........cccocovvevviieiiiiiii SUCUIURUPPS Yes
22. Do you wish to talk with the doctor privately about anything?...............cco e, Yes
Women
20.Are you pregnant or trying to become pregnant..........c.ccociiiiiiiii e, Yes
21.Do you have problems associated with your menstrual period?..............cccoccovciiiiiereiennn, Yes
22, AT€ YOU NMUISING? ... iitiiiiee it iet ettt et et st et e e e e e bt et ar e s tsaer e e sbe e sesraesnranes Yes
23. Are you taking birth control PillS? ... Yes

Chief Dental Complaint:

No
No
No
No
No
No
No
No
No

No
No
No
No
No
No
No
No

No
No

No

No

No

No
No
No
No

No
No
No
No

| have read and understand the above. Any questions | had about this form have been answered and |
understand the answers. | understand it is my responsibility to fill out the form correctly and

completely.

Patient’s Signature ' Date

Doctor’s Signature Date




CONSENT FOR DISCLOSURE OF HEALTH CARE INFORMATION
DR. ROBERT S. KIKEN
ORAL & MAXILLOFACIAL SURGERY

Patient’s Name Date of Birth:

SSN: Previous Name

My personal health information is private and confidential. I understand that my doctor and his staff work
very hard to protect my privacy and preserve the confidentiality of my personal health information.

I understand that my doctor and his staff may use and disclose my personal health information to help provide
health care to me, to handle billing and payment, and to take care of other health care operations. There will
be no other uses and disclosures of this information unless 1 permit it. However, I understand that sometimes
the law may require the release of this information without my permission.

I can ask my doctor to limit how my personal health information is used or disclosed to carry out treatment,
payment, or health care operations. I understand that my doctor does not have to agree to my request. If
my doctor does agree to my request, I understand that my doctor and his staff would follow the agreed limits.

I may cancel this consent at any time by doing one of the following:

1) Signing and dating a form that my doctor and his staff can give me called "Revocation of Consent for Use
and Disclosure of Health Information”, or

2) Writing, signing, and dating a letter to my doctor directly. If I write a letter, it must say that I want to
cancel my consent to authorize the use and disclosure of my personal health information for treatment,
payment, and healthcare operations.

If I cancel this consent, my doctor and his staff do not have to provide any further health care services to me,

My doctor has a detailed document called the “Notice of Privacy Practices.” It contains more information
about the policies and practices protecting my privacy. I understand that I have the right to read the “Notice”
before signing this agreement. My doctor may update this “Notice.” If I ask, my doctor or his staff will
provide me with the most current “Notice” and the current “*Notice” will always be posted at my doctor’s office.

My signature below indicates that I have been given the chance to review a current copy of my doctor’s
"Notice of Privacy Practices”. My signature means that I agree to allow my doctor to use and disclose my
personal health information to carry out treatment, payment, and healthcare operations.

Patient (or legally authorized individual) signature Date

Relationship to patient (parent, legal guardian, etc.)



POLICY REGARDING INSURANCE
DR. ROBERT S. KIKEN
ORAL & MAXILLOFACIAL SURGERY

For our patients who have INDEMNITY CARRIERS AND REIMBURSEMENT
PROGRAMS:

We will bill your insurance as a courtesy to you. However, it must be clearly
understood that the contract is between you and your insurance company, and you are
fully responsible for any amount not paid by your insurance.

Our office does not guarantee that your insurance will pay. We will perform our routine
insurance billing procedures but, if for some reason your insurance claim is denied, you
are responsible for the full balance of r bill within 30 s of notice

denial

Our office will not enter into a dispute with your insurance company over your claim.
This is your responsibility and obligation.

It is important for you to know that if we have not received payment from
your insurance company within 90 days of billing, the balance becomes your
responsibility.

Remember, the insurance agreement is between you and your insurance company, and
you will be expected to deal with your insurance company directly if a problem should
arise.

For our patients who have HMO or DMO coverage:

We are preferred providers and have agreed to approved fees for those services under
our agreement with the carrier. We are only authorized to perform those services
agreed upon. Should you and our office mutually decide to perform and receive
services outside our contract with the carrier, you will be responsible for payment of the
fees.

Your co-payment is due on the day of surgery. This is your responsibility and
obligation.

I have read and agree to the terms as outlined above.

Signature: Date:




