Name: i | M/E

Last First Middle Date of Birth Sex

Mailing Address:

City State Zip

Home Phone: () Cell Phone: ( )

Employer: Occupation:

Email: SS#

Emergency Contact: ( ) ( )
Relationship: Home Phone Cell Phone

If patient is a minor (Responsible Party):

Who may we thank for referring you?

Notice of Privacy Practices and Patient Consent
For Use and Disclosure of Protected Health Information

| understand that under the Health Insurance Portability and Accountability Act of 1966 (HIPAA). | have
certain patient rights regarding my health information.

| understand that Robert J. Tigani DDS,. PLLC may use of disclose my protected health information for
treatment, payment or health care operations—which means for providing health care to me, the
patient; handling billing and payment; and taking care of other health care operations. Unless required
by law, there will be no other uses and disclosures of this information without my authorization.

Robert J. Tigani D.D.S., P.L.L.C. has a detailed document called the ‘Notice of Privacy Practices.’ It
contains a more complete description of your rights to privacy and how we may use and disclose
protected health information.



| understand that | have the right to read the ‘Notice’ before signing this agreement. If | ask, Robert J
Tigani, D.D.S, P.L.L.C will provide me with the most current Notice of Privacy Practices.

My signature below indicates that | have been given a change to review such copy of the Notice of
Privacy Practices. My signature means that | agree to allow Robert J. Tigani D.D.S. P.L.L.C. to use and
disclose my protected health information to carry out treatment, payment, and health care operations.
I have the right to revoke this consent in writing at any time, except to the extent that Robert L. Tigani
D.D.S. P.L.L.C. has taken action relying on this consent.

Signature Print Name Date

Financial Agreement

The signee agrees, whether he/she signs as agent or as patient, that in consideration of the services to
be rendered to the patient, he/she hereby individually obligates himself/herself to pay the amount of
Robert J. Tigani DDS in accordance with the regular rates as deemed by the fee schedule. Should the
account be referred for collection, the signee shall pay reasonable attorney’s fee and collection
expenses.

Full payment is due on the day service is provided. We accept cash, check, Care Credit or credit card
(visa, Mastercard, Discover or American Express).

All insurance information must be registered at the initial appointment and updated when the
information changes. Robert J. Tigani DDS will provide insurance claim paperwork for patients with
insurance on file. The signee is responsible for submitting claims to their insurance company.

If you are unable to keep your scheduled appointment, we respectfully request a 24 hour cancellation
notice. If notice is not given prior to 24 hours a $50 charge will be applied to your account.

Signature Print Name Date



PATIENT MEDICAL HISTORY ‘
PATIENT’S NAME

DATE OF BIRTH

ALTHOUGH 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 THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING

QUESTIONS.
YES NO YES NO)
1. AREYOUINGOOD HEALTH .................. (] O 10. HAVE YOU EVER REQUIRED A BLOOD
2. HAVE THERE BEEN ANY CHANGES IN YOUR TRANSEUSION & 2 oo st Fei s % i il e 0% Slan O I
GENERAL HEALTH WITHIN THE PAST YEAR. . .... d ] 11. HAVE YOU HAD A RECENT WEIGHT LOSS ....... O oy
7. DATE OF YOUR LAST PHYSICAL EXAM: : 12. HAVE YOU EVER TAKEN FEN-PHEN/REDUX. ... .. O |
4. PHYSICIAN’S NAME 3. DOYOUUSETOBACCO. ... O O
ADDRESS 14. DO YOU OR HAVE YOU USED CONTROLLED
PHONE NO. SUBSTANCES . ... e O ]
7. ARE YOU NOW UNDER THE CARE OF A 1. ARE YOU WEARING CONTACT LENSES.......... O i)
PHYSICIAN . . ..o e e O O 16. DO YOU HAVE A PERSISTENT COUGH OR THROAT

6. HAVE YOU EVER BEEN HOSPITALIZED FOR
ANY SURGICAL OPERATION OR SERIOUS ILLNESS [J O

PLEASE EXPLAIN. 17.

CLEARING NOT ASSOCIATED WITH A KNOWN

ILLNESS (LASTING MORE THAN 7 WEEKS) .. ..... O =]
DO YOU HAVE ANY DISEASE, CONDITION OR

PROBLEM NOT LISTED ABOVE THAT YOU THINK

7. ARE YOU TAKING ANY MEDICINE(S) O il | SHOULD KNOWABOUT . ... O |
INCLUDING NON-PRESCRIPTION MEDICINE .... [ O
WOMEN ONLY:
IF YES, WHAT MEDICINE(S) ARE YOU TAKING ARE YOU PREGNANT OR THINK YOU MAY
8. HAVE YOU HAD ANY ABNORMAL BLEEDING . . 0 0 BE PREGNANT . .. ... e O O
9: DOYOU BRUISE EASILY.. .. vicanvisnasiveis vas O O ARE YOLINURMNG 2 oo somwan s swwmns e - -
\_ ARE YOU TAKING BIRTH CONTROL PILLS ....... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVES OR SKIN RASH ... ..o\ O O
REACTIONS TO: FAINTING OR DIZZY SPELLS .................. O (|
LOCAL ANESTHETICS LIKE NOVOCAINE. ........ O O DIABETES .. ... e O O
PENICILLIN OR OTHER ANTIBIOTICS ........... O O AIDS OR HIVINFECTION . ....... ... O I
SULFADRUGS . ... . e O O THYROID PROBLEMS . ... . O ]
BARBITURATES, SEDATIVES OR SLEEPING PILLS.. [ O ALLERGIES . ... O ]
ASPIRIN. . . O O ARTHRITIS OR RHEUMATISM . ................. O O
TODINE . ... O | JOINT REPLACEMENT OR IMPLANT . ... ......... O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.).... O O STOMACH ULCER. . . ... O O
LATEX/RUBBER .. ..... ... . O O KIDNEYTROUBLE vuss s manosmsm s, 5555 O O
OTHER (PLEASE LIST) TUBERCULQSIS s ssnmnes san snms sam @oe $5s, 5500 O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENT COUGH . .+ v oo O O
FOLLOWING: COUGH THAT PRODUCES BLOOD ............. O =
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ & CHEMOTHERAPY (CANCER, LEUKEMIA) . ........ O O
SCARIETLFEVER o sne s s e s e s 5 O O SEXUALLY TRANSMITTED DISEASE. . . . .......... O O
HEART DEFECT OR HEART MURMUR ........... O I ERILEPSY QR SEIZURES . . svnsmevisnsnesa s oo ] O
HEART TROUBLE, HEART ATTACK, OR ANGINA ... [ il ANEMW s e e s i B s R et SR iE | [
GHEST PAING: s vovemn s s s s v e ey s R O I GLAVCAOMA: 4 o35 some s Sasis, s it s e Ed 4 O O
SHORTNESS:OF BREATH .. ci oo vinamii v o i O I NERVOUSNESS :: icci s ivissn irsd aasies s O O
PACEMARER == s i s, s s, B B O O TONSHLTTES < 55 s 505 55 eins i mrmon et b e - = s O O
HEART SURGERY: - i i 50 5 006 08 55 B 5t i | i TUMORS . .. O O
HIGH/LOW BLOOD PRESSURE. ................ O i MENTALHEALTHCARE ... .................... O O
CONGENITAL HEART PROBLEM ............... O O BACK PROBLEMS. . . ... i | il
SWELLING OF FEET, ANKLES, HANDS. .......... O O CHEMICAL DEPENDENCY. ..o O O
HEPATITIS, JAUNDICE OR LIVER DISEASE . ...... O O MITRAL VALVE PROLAPSE . . . .................. O O
STROKE. . ... e O O CORTISONE TREATMENT . ... ... O O
SINUSTROUBLE. . . ... .. O = COLD SORES/FEVER BLISTERS. . .. ............. O O
LUNG OR BREATHING PROBLEMS ............. O O HYPOGLYCEMIA:: o5 snis s s simammains sais 5555 O O
\_ ASTHMAORHAYFEVER ...................... | | EATING DISORDERS ccs con s sas s sieis i ] O
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PATIENT NUMBER

HEALTH HISTORY



