Patient's Name:
Patient's Date of Birth:
Referring/General Dentist:

Although dental personnel primarily treat the area in and around your mouth, your mouth Is a part of your entire body.

Dr. Gavin M. Aaron DDS, MS
Medical History Form

Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.
CHECK THE BOX FOR YES, LEAVE UNCHECKED FOR NO

Are you under a physician's care now?

Has a dentist or physician ever told you that you had a
tumor or cancer?

Have you ever been hospitallzed or had amajor operation?

Have you ever had aserlous iliness, head, or neck Infury?

Have you ever had excessive bleeding following extraction

of a tooth or from a cut?

Areyou taking any medications, pills, or drugs?

Have you ever taken Fosamax, Boniva, Actonel or any other
medications containing bisphosphonates?

Have you everbeen told not to take novocaine?

Do you use tobacco?

Do you usecontrolled substances?

Do youneed to take antibiotics beforefor dental visits?

Ifyes |

Ifyes |

Ifyes |

Ifyes |

Ifyes [_

Ifyes |

0000 OO0 0O O o0oog

If yes |

_IJ._I

Women: Please mark all that apply to you by checking the box, If none apply please skip this section,

[C]Pregnant/Trying to get pregnant?

[[JNursing?

Please mark all that you are allergic to by checking the box. If none apply please skip this section,

[JAspirin
[JMetal

[JPenicillin
[JLatex

Do you have other allergles not listed above?

Do you have, or have you had, any of the following?

[JAIDS/HIV Positive

[]Cortisone Medidne

[]Diabetes [JHepatitis A
HepatitisBorC Renal Dialysis
O O
Herpes Rheumatic Fever
O L]
[JHigh Blood Pressure [CJArthritis
Scarlet Fever Artificlal HeartValve
O O
[JAsthma [JFainting Spells

[]Blood Disease
[Breathing Problems

[CJKidney Problems
[[]Frequent Headaches

[)BruiseEasily [JLowBlood Pressure
[Jlung Disease []Thyreid Disease
[JChestPains [[JHeart Attack/Failure
[JHeart Murmur [C]Pain inJaw Joints
[[]Heart Pacemaker DParaI:hyruld Disease
[[JHeart Trouble/Disease [JYellow3aundice
[JHave ProstheticJoints

Haveyou ever had any serious illness notlisted above?

To the best of my knowledge,

the questions on this form have been accurately answered. T unders

[JCodeine
[[] Suifa Drugs

[[JTaking oral contraceptives?

[JAcrylic
[[JLocal Anesthetics

Oves Onmo Ifyes |

[JHemophilia
[C]Recent WeightLoss
[i]Anemla

[CJAngina
[C]Epilepsy or Seizures
[} Excessive Bleeding
[C)¥rregular Heartbeat
[[]Leukemia
[[JLiverDisease
[C]Cancer

[] Chemotherapy
[C]Tuberculosis
[[]Tumors or Growths
[Juicers

[[]Dizziness

[JRadiation Treatments
[C]Drug Addiction

[JEaslly Winded
[CJEmphysema

[JHigh Cholesterol
[JHypoglycemia

[[]sinus Trouble

[ stomach/Intestinal Disease
[Jstroke

[]Glaucoma

[JMitral valve Prolapse
[CJCold Sores/Fever Blisters
[:]Congenltal Heart Disorder
[ Convulsicns

[JSvehilis

Oves Ono If yes |

-

(or patient's) health, Itis my responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X

Date:

tand that providing incorrect information can be dangerous to my




PATIENT REGISTRATION

Patient Information:

First Name: Last Name:

Middle Initial:

Preferred Name or Nickname:

Patient’s Address:

City: State: Zip:
Home Phone: Cell Phone:

Work Phone Extension #: Sex: Female Male
Height: Weight: Marital Status:

Birth date: Social Security #:
E-mail:;

Referred By (Dentist):

INSURANCE INFORMATION

[7 1 Do Not Have Any Dental Insurance

***If you do not have dental insurance please skip this section ***

* Policy Holder (main name on the policy):
® Date of Birth of the Policy Holder:

® Name of the Insurance Company:

® Policy Group Number:

* Employer for Insurance:

® Subscriber ID/Member ID Number:

* Relationship to the Policy Holder if not you:

I authorize Dr. Gavin Aaron, D.D.S., M.S. or the practice to release any information in the course of my exam or
treatment to my insurance company. Also, authorize payment directly to Dr. Gavin Aaron, D.D.S., M.S. or the

practice for services rendered. Amny amount not paid by my insurance company is my full financial
responsibility.

Signature: Date:

M




Periodontics & Dental Implants

CONSENT FOR USE AND DISCLOSURE

OF HEALTH INFORMATION
cti : Pati i onsent
Name:
Address:
Telephone: (home) (work)
Social Security Number:
: - e fi refujl

Purpose of Congent: By signing this form, you will consent to our use and disclosure of your protected health information to
carry out treatment, payment activities, and health care operations,

Ms_q_f_tdwm You have the right to read our Notice of Privacy Practices before you decide whether to sign this
consent. Our notice provides a description of our treatment, payment activities, and health care operations, of the uses and
disclosures we may make of your protected health information, and of other important matters about your protected health

information, A copy of our notice accompanies this consent. We cencourage you to read it carefully and completely before signing
this consent.

We reserve the right to change our privacy practices as described in our notice of
practices, we will issue a revised notice of privacy practices, which will contain the
your protected health information that we maintain.

privacy practices. If we change our privacy
changes. Those changes may apply to any of

You may obtain a copy of our notice of privacy practices, including any tevisions of our notice at any time by contacting us:
Telephone: 540-562-3166 Fax; 540-562-0760
Address; 4405 Starkey Rd, Roanoké VA 24018

I, , have had full opportunity to read and consider the contents of this consent form and your
notice of privacy practices. | understand that, by signing this consent form, I am giving my consent to your use and disclosurc of
my protected health information to carry out treatment, payment activities, and health care operations.

Signature: Date:

IF this consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative's name;

Relationship to patient:

ertified Periodonlist = 4405 S rkey Road. Roanoke VA 24018

0 819-0399 - email: gavaar 1@yahoo.com + website: Www.periochub.com




Periodontics & Dental Implants

Office Payment Policy

Exam Procedure:

e Comprehensive Full-mouth periodontal exam $145.00
e  Full-mouth series $160.00
e Panorex X-ray $195.00
e 3D Scan $245.00
e Single Film (periapical radiograph/PA) $30.00
e  Each additional film (periapical radiograph/PA) $25.00

Payment at initial exam (consultation):

e For patients with Delta Dental or Cigna Dental insurance coverage, we provide in-network benefits.
e For patients that have out-of-network insurance, payment is expected in full and we will file with your
dental insurance on your behalf and have the insurance reimbursement sent directly to you.

Payment for Emergency Procedures:
e Payment is due in full for procedures performed at emergency exams.
Payment for Oral Biopsies:

e Paymentis due in full for biopsies, as coverage by dental insurance is not likely. Also, there will be an
additional fee charged to you by the oral pathology lab that handles the biopsy specimen.

Cancellation Policy:
e Appointment cancelled without a 24hour notice are subject to a $50.00 cancellation fee.
Insurance Policy

* Dr. Aaron’s staff will file insurance pre-estimates on your behalf prior to undergoing any procedures
beyond the initial exam. The pre-estimate normally takes 4-6 weeks to be processed. You will receive a
written explanation of your estimated insurance coverage by mail from your insurance provider. Also
outlined in the letter will be your estimated co-payment based on your insurance provider’s fee, which
will be due at the time of service. Should you not want to wait for the insurance pre-estimate, payment
in full will be expected at the time of service. From there, an insurance claim will be filed, and you will be
reimbursed for any insurance payment.

e Dr. Aaron is a Delta Dental and Cigna Dental provider, which means he accepts their fee structure.
Patients who do not have these insurances are expected to pay in full the cost for the initial consultation
and any x-rays at the end of the appointment.

I have read and understand the financial policies outlined above and any questions regarding them have been
answered in a satisfactory manner. | understand that any unpaid balance by my insurance company is entirely
my responsibility.

e Fees are subject to change without a notice.

Signature of Patient/Responsible Party:

Date:

Gavin M. Aaron DDS, MS « Board Certified Periodontist + 2045 N. Franklin Street, Condo E, Christiansburg, VA 24073

office: 540 562-3166 - fax: 540 562-0760 + email: periohub@yahoo.com * website: www.periohub.com




