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

Dr. Gavin M. Aaron DDsS, Ms
Medical History Form

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 interrelation

ship with the dentistry you will receive,
CHECK THE BOX FOR YES, LEAVE UNCHECKED FOR NO

Are you under a physician's care now? ] Ifyes | o |
‘I:-lutrt::r ﬂf’l‘:’,’.ﬁ:& physician ever told you that you had a &

Have you ever been hospitalized orhad a major operation? O If yes L ]
Have you ever had a serlous Iliness, head, or neck injury? O If yes | ]
:f‘:et::;: e:re;rlz’ag m;s?slve bleeding following extraction O

Areyou taking any medications, pills, or drugs? O Ifyes [ ]
Have you ever taken Fosamax, Baniva, Actonel or any other []

medications containing bisphosphonatas?

Have you ever been told not to take novocaine? O

Do you use tobacco? O Ifyes | ]
Do you use controlled substances? O Ifyes [ |
Do youneed to take antibiotics before for dental visits? £} Ifyes | ]

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

[C]Pregnant/Trying to get pregnant?

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

E]Asplrin

[JTaking oral contraceptives?

[JPenicillin [[]Codeine [JAcrylic

[JMetal [Jlatex [[]SulfaDrugs [[JLocal Anesthetics

Do you have other allergles not listed above? Oves Ono If yes | B
Do you have, or have you had, any of the following?

[CJAIDS/HIV Positive [CJCortisone Medidne [[JHemophilia [[]Radiation Treatments

[[]Dlabetes [[JHepatitis A [CJRecent WeightLoss [C]Drug Addiction

[JHepatitisBorC [[JRenal Dialysis tjAnemla [JEasily Winded

[Herpes [CJRheumatic Fever [JAngina [JEmphysema

[JHigh Blood Pressure [JArthritis [C)Epilepsy or Seizures [[JHigh Cholesterol

[[]Searlet Fever [CJArtificial HeartValve [[]Excessive Bleeding [JHypoglycemia

[Jasthma [[JFainting Spells [Jirregular Heartbeat [Jsinus Trouble

[]Blood Disease [CJKidney Problems [CJLeukemia [} stomach/Intestinal Disease

[C)Breathing Problems [JFrequent Headaches [JLiverDisease []stroke

[[)Bruise Easily [[JLow Blood Pressure [C]Cancer [JGlaucoma

[Jtung Disease [JThyrold Disesse [] Chemotherapy [Mitral valve Prolapse

[JChest Pains [C]Heart Attack/Failure []Tuberculosis [C]Cold Sores/Fever Blisters

[JHeart Murmur [CJPain inlaw Joints [JTumors or Growths [[JCongenital Heart Disorder

[[)Heart Pacemaker [[]Parathyroid Disease [[JUlcers [[] Convulsions

[JHeart Trouble/Disesse [JYellow3laundice [[]Dizziness [JSvehiils

[[JHave ProstheticJoints

Haveyou ever had any serious iliness notlisted above? Oves ONo If yes | |

To the best of my knowledge, the questions on this form have been accura

{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

tely answered. Iunderstand that providing incorrect information can be dangerous to my

Date:




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 #:

Height: Weight: Marital Status:
Birth date; Social Security #:
E-mail:

Referred By (Dentist):

Sex: Female Male

INSURANCE INFORMATION

[ 1 Do Not Have Any Dental Insurance

***If you do not have dental insurance Pplease 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:
e Subscriber ID/Member ID Number-

* Relationship to the Policy Holder if not you:

T'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. Any amount not paid by my insurance company is my full financial
responsibility.

Signature: Date:

M—;




U

RON

Periodontics & Dental Implanus

CONSENT FOR USE AND DISCLOSURE

OF HEALTH INFORMATION
Section A: Pati i ent
Name:
Address;
Telephone: (home) (work)
Social Security Number:
H h ignt- e read f i ly,

e : By signing this form, you will consent t0 our use and disclosure of your protected health information to
carry out treatment, payment activities, and health care operations,
Hﬂﬂsz_o_f_ﬂr_lmg_y_mm 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 cncourage 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 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 us:
Telephone: 540-562-3166 Fax; 540-562-0760
Address; 4405 Starkey Rd, Roanoke VA 24018
: You will have the right to receive this consent at any time by giving us written notice of your revocation.

Please understand that revacation of this 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,

Signature:

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 Yyour use and disclosurc of
my protected health information to carry out treatment, payment activitics, and health care aperations.

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:

avin M. Aaron DDS. MS « Board Certified Periodonlist « 4405 Starkey Road, Roanoke VA 24018

n

3186 - fax: 540 562-0760 « celi: 540 819-0399 - email: gavaaron@yahoo.com * website: www.periohub.com

office: 540




l-./

AA\RbN

Periodontics & Dental Implants

Office Payment Policy

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

Payment at initial exam (consultation):

* For patients with Delta Dental or Cigna Dental insurance coverage, we provide in-network benefits,
* 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:

¢ Payment is 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:
¢ Appointment cancelled without a 24hour notice are subject to a $50.00 cancellation fee.

Insurance Policy

e 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.

* Fees are subject to change without a notice.

Signature of Patient/Responsible Party:

Date:

Gavin M. Aaron DDS, MS + Board Certified Periodontist + 4405 Starkey Road, Roanoke VA 24018

office: 540 562-3166 - fax: 540 562-0760 » cell: 540 819-0399 « email: gavaaron@yahoo.com * website: www.periochub.com




