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Patient Registration and Health History
Today's Date

Confidential

_/ _/

Patient Name:

Home Telephone:

Street Address:
City:
State
School/Occupation

Work Telephone:
C ellular Tel ephone :

:_Zip

Email Address:
SSN

Ase:
I

Gender

M

:

_

Employer:
Date of Birth:
Drivers Lic #
F Marital Status: Uamaruied Married Divorced Widowed

How do you prefer to be contacted?

Spor-ise/Partner's Name

Account Information: Is the patient above responsible for payment? If No,
please complete the foliowing :
Name:
Street Address
Home Telephone:

SSN:

City
State_Zip
Cellular Telephone:

Emergency I nformation

:

Contact Person:

Telephone

Relationship:

Telephone 2:

Physician's Name:

Telephone:

Pharmacy Name

/Location

1:

Telephone.

Is there another rnember[sJ of your family who is a patient here

How did you hear about us?
Please Complete Your Health History on the Backl

Welcome to Audubon Dental Group!

also?

Y

N

pain or discomfort at this time?
Y
N
2.Have you been a patient in the hospital in the past 2 years?
Y
N
3. Have you been under the on going care of a physician in the past 2 years?
Y
N
4.Have you taken any medications regularly in the past 2 years?
Y
N
5. Are you are taking medications, pills or drugs at this time?
Y
N
If so, please list:
Please list all known allergies:
7. Indicate which of the following you have had or currently have. Circle Y or N to each item.
1. Are you having

HeartAttack
HeartDisease
HeartSurgery

YN
YN
YN
Angina/chestPain YN
Congenital Heart Disease Y N
HeartMurmur
YN
High Blood Pressure Y N
Mitral Valve Prolapse Y N
Artificial Heart Valve Y N
Heart Pacemaker Y N
RheumaticFever YN
Arthritis/Rheumatism YN
CortisoneMedicine YN
Smoking/TobaccoUse YN
Alcohol/ Drug Addiction Y N
Stroke
YN
Artificialloints
YN
Kidney Trouble
YN
Malnutrition
YN
Eating Disorder
YN

Ulcers
Diabetes

YN
YN
ThyroidProblems YN
Glaucoma
YN
Cosmetic Surgery Y N
Emphysema YN
Chronic Cough
YN
Tuberculosis Y N
Asthma
YN
Hay Fever
YN
Allergies/Hives YN
SinusTrouble YN
RadiationTherapy YN
Chemotherapy YN
Hepatitis (infectious) Y N
HepatitisB(serum) YN
HepatitisC
YN
Venereal Disease Y N
Pneumonia
YN
Cancer/Tumors Y N

A.I.D.S
H.l.V.

yN

ColdSores

yN

YN
Cytomegalavirus YN

Blood

yN
Hemophilia
Anemia
YN
Sickle Cell
YN
Bruises Easily
YN
yN
Liver Disease
YellowJaundice YN
Epilepsy/Seizures YN

yN

Anxiety

PsychiatricCare YN

Care

YN
NeurologicalDisorderYN

Psychological

Crohn'sDisease yN

Phobia
YN
yN
DryMouth
Shortness of Breath Y N
Dental

your ankles swell during the day?
9. Do you use more than two pillows to sleep?
10. Have you lost or gained more than 10 pounds in the past year
11. Are you on a special diet?
1,2.Do you have or have had any condition not listed? If so, please list:
B. Do

Transfusions Y N

Y
Y
Y
Y

N
N
N
N

Nursing? Y N
Taking Birth Control pills? Y N
Acknowledgement: I Understand the above information is necessary to provide me with
dental care in a safe and efficient manner. I have answered all questions truthfully and to the
best of my knowledge. Patient/Guardian
Date _/ _/
Consent to Treatment: The undersigned hereby authorizes the dentist of her designee to
take xrays or any other diagnostic aids deemed appropriate by the dentist to make a thorough
diagnosis of the patient'S dental needs. I also authorize the dentist to perform all
recommended treatment mutually agreed upon by me and to use appropriate medication and
therapy indicated for such treatment. I understand that using anesthetic agents embodies a
certain risk. Futhermore, I authorize and consent that the dentist chooses and employs such
assistance as deemed appropriate to provide recommended treatment.
Patient:
Date:_ / _/ _
13. Are you pregnant?

Yes_Months

Audubon Dental Group

Consent for use and disclosure of health

information
Section A. Patient Giving Consent
Name:

Address:
Telephone:
Date of Birth:

Email:
SSN:

Section B. To the patient please read the following statements carefully.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of
your protected health information to carry out treatment, payment activities, and
healthcare operations
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practice
before you decide whether to sign this consent. Our notice provides a description of our
treatment, payment activities healthcare operations, of the uses and disclosures we may
make of your protected health information and of other important matters about your
protected health information. We encourage you to read our Notice carefully and
completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice of Privacy
practices. If we change our privacy practices, we will issue a revised Notice of Privacy
Practices, which will contain the changes. Those changes may apply to any of your
protected health information that we maintain.
You may obtain a copy of our Notice of Privacy Practices, including any revisions of our
Notice, at any time by contacting:
Contact Person: Catherine Uli, business advisor
Telephone: [504)891 -7 47 1
Fax: [504)891-8919
Email: Cathy@audubondentalgroup.com
Address: 6120 Magazine Street, New Orleans, LA70118-5826
Right to Revoke: You will have the right to revoke this Consent at any time by giving us
written notice of your revocation submitted to the contact person listed above. Please
understand that revocation of his consent will not affect any action we took in reliance on
this Consent before we received your revocation, and that we may decline to treat you or
to continue treating you if you revoke this consent.

full opportunity to read and consider
the contents of this Consent form and your Notice of Privacy Practices. I
understand that by signing this consent form, I am giving my consent to your
use and disclosure of my protected health information to carry out
, have had

treatment, payment activities and health care operations.

Patient/Guardian

Date /

/

Please Read Before Consenting to Treatment

Audubon Dental Group
6120 Magazine Street
New Orleans, LA70L1,B
p. [504) 891,-7471,
f. [s04J Be1-Be1e

Financial Agreement
Dear Patient,
Welcome to Audubon Dental Group! We truly hope that you have come to
our office confident that you will receive the best dental care possible. Your health is
our number one priority. We invite you to discuss your treatment and fees at any time.
Our knowledgeable staff is available to explain the details of your treatment as well as
the cost involved. We will make every effort to be as accurate and clear in our
explanations.
For your convenience, we accept payment in the form of cash, chech Visa,
Mastercard, Discover and American Express.
Returned payments and NSF checks are subject to a $15.00 fee.
If you have dental insurance, we ask that you become familiar with your program
benefits and financial obligations such as deductibles and co-pays. We are here to help
process your claims and estimate your benefits.
It is important to remember that your insurance contract is between you and your
insurance company. As a courtesy to our patients with dental insurance, we will file
your claim. We require you make your estimated co-payment before leaving our office.
We cannot and do not guarantee your benefits will be paid. We can only estimate your
co-payment based on the information provided be you and your insurance.
Concerns or issues regarding insurance company payments on your account should be
addressed first to your insurance company, then to our office. Claims that are not paid
within 60 days from the date of service will be bill, in full, to you.
We ask kindly that if you are unable to make your scheduled appointment that
you give us at least 24 hours notice. There is a late cancellation/ failure fee of $75.00
per each hour reserved for you.
We are pleased to be able to offer a payment plan with no interest to our patients
through third party lender'Care Credit. Please feel free to ask for more information.
We appreciate your confidence in our staff and the opportunity to serve you.

Patient/Guardian

Date / /

I understand the financial policy of this office and agree to its terms.

-r-r-

