Skyview Dental
Dr. Calvin L. Despain, DDS, PLLC

Patient Information

Welcome to Skyview Dental! Please take a few minutes to fill out this form as completely as you can. If you have any
questions we'll be glad to help you.

PERSONAL
Name:
Last First Ml (Preferred)
Birthdate: SS#: Gender: [ JM []F Married: (1Y [N
Work Phone: Wireless Phone:
Email:

Preferred Contact Method: ] HmPhone
Preferred Contact Method for Confirmations: [_] HmPhone
Preferred Contact Method for Recall: [] HmPhone
Student status if dependent over 19 (for ins): [ ] Nonstudent

How did you hear about us?

[] WkPhone [] WirelessPh [ ] Email [] TextMessage
[ ] WkPhone [] WirelessPh [ ] Email [] TextMessage
[ ] WkPhone [ ] WirelessPh [ ] Email [] TextMessage
[] Fultime  [] Parttime

(If someone referred you here, please enter their name so we c¢an thank them.)

ADDRESS AND HOME PHONE
Check box if same for entire family:
Address:

L

Address 2:

City: State:

Home Phone:

INSURANCE POLICY 1
Your Relationship to Subscriber:

[] self [] Spouse []

Subscriber Name:

Zip:

Child
Subscriber ID #:

Insurance Company:

Phone:

Employer:

Please present insurance card to receptionist.

INSURANCE POLICY 2
Your Relationship to Subscriber:

Subscriber Name:

Group Name:

Group #:

[] self [] Spouse [ | Child

Subscriber ID #:

Insurance Company:

Phone:

Employer:

Group Name:

Group #:




Skyview Dental
Dr. Calvin L. Despain, DDS, PLLC.
Medical History for New Patient

Last Name: First Name: Birthdate:
Name of Medical Doctor: City/State:
Emergency Contact Phone Relationship

List all medications that you are now taking:

Have you ever taken any medications for your bone health, including osteoprosis? Yes_  No____

Are you allergic to any of the following?

Y N Y N

(][] Anesthetic 1] lodine

(][] Aspirin [ Latex

[ ][] Codeine (][] Penicillin

[1[] Ibuprofen [ ][] Sulfa

Do you have any of the following medical conditions?

Y N Y N

][] Asthma ][] KidneyDisease
[J[J Bleeding Problems [ ][] LiverDisease
(][] Cancer [ ][] Pregnancy
(][] Diabetes [ ][] Psychiatric Treatment
[ ][] Heart Murmur (][] SinusTrouble
(][] HeartTrouble [][] Stroke

(][] HighBlood Pressure [ ][] Ulcers

(][] JointReplacement ][] RheumaticFever

Tobacco use? If so, what kind and how much?

Unusual reaction to dental injections?

Reason for today's visit Are you in pain?

New patients:
Do you have a Panoramic x-ray or Full Mouth x-rays that are less than 5 years old?

Do you have BiteWing x-rays that are less than 1 year old?

Name of former dentist City/State

Date of last cleaning and exam

Date:
Signature:



Skyview Dental Financial Agreement
Dr. Calvin L. Despain, DDS, PLLC

Last Name: First Name: Birthdate:
Date:

*| acknowledge that my patient portion is due at time of service. If any treatment is denied or not
covered by insurance, then the balance owed is my responsibility.

*I agree to pay finance charges of 5% per month on any balance that is 90 days past due.

*| acknowledge that my scheduled appointments are reserved exclusively for me and if | need to
reschedule, | will give a minimum of 48 hours notice. If notice is not given, | may be subjectto a
minimum fee of $50.00.

*I understand that Dr. Calvin L. Despain is not a participating provider for Medicaid or Medicare and
therefore am responsible for all dental treatment.

“I' have been informed of the treatment plan and associated fees. | agree to be responsible for all
charges for dental services and materials not paid by my dental plan, unless prohibited by law, or the
treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion
of such charges. To the extent permitted by law, | consent to your use and disclosure of my protected
health information to carry out payment activities in connection with this claim.

| hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the
above named dentist or dental entity.

Signature:



I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Dr. Calvin
L Despain, DDS, PLLC. The Statement of Privacy Practices describes the types of uses and disclosures of
my protected health information that might occur in my treatment, payment for services, or in the
performance of office health care operations. The Statement of Privacy Practices also describes my rights
and the responsibilities and duties of this office with respect to my protected health information. The
Statement of Privacy Practices is also posted in the facility.

Dr. Calvin L Despain, DDS, PLLC reserves the right to change the privacy practices currently described in
the Statement of Privacy Practices. If privacy practices change, I will be-offered a copy of the revised
Statement of Privacy Practices at the time of my first visit after the revisions become effective. I may also
obtain a revised Statement of Privacy Practices by requesting that one be mailed or otherwise transmitted
to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified
below. (I understand that the default answer is “NO”. Without indicating “YES” in answer to each
individual question, protected health information (PHI) cannot be shared with anyone unless
otherwise allowed by HIPAA rules.)

Spouseonly I _| OYES  ONO
{ e A T ,.__O_R_ 47 Sk R N e R o e e R R
_Any Member of my immediate family: (i.e. Spouse, Children, Siblings,etc.)  OYES | ONO
Any Member of my extended family: (i.e. Parents, Grandchildren) LJYES | ONO
Other: 'OYES | ONO
Name of patient (please print):
Patient signature:
Patient’s personal representative: (Please Print):
Personal Rep’s signature:
_Representative’s Phone Number: - Date:
|OFFICE USE ONLY BELOW THIS LINE
Acknowledgement Not Obtained .
Provided Prior to s .
TreRtfmaRE COYES | ONO | Date Statement Provided:
O Needed more time to review Statement

Wanted to consult another person before signing

Reason for not obtaining

patient signature Physically unable to sign

| No reason offered

| Other:

O
|
|l:|
;D

Dr. Calvin L Despain, DDS, PLLC
1336 E Hunter Place Moses Lake, Washington 98837 | 509-766-7076



