ERIKA A. MARTINEZ, DM.D.
COUNTRY ISLES DENTAL

Patient Information

Name:

Address: ' Apt#
City, State, Zip:

Home#: Work: Cell#:
DOB: __ / / SS#: - -

Married___ Single_ Divorced_ Widow
Email: Referred by:

Subscriber Information

Name:

Address:

DOB:__/ / SSi#: - -
Insured Member ID# Group:

Insurance Information
[nsurance Name:
Insurance Address:

Insurance Phone#

'Employer Information
Company Name:

Address:
Phonet:
Employment Status: Full Time Part Time Retired
Student Status: Full Time Part Time
Emergency Information
Emergency Contact: Tel#:
Physician Name: Tel#:
Previous Dentist Name: Tel#:

1130 Weston Road + Weston, FL 33326 - Phone: (954) 384-8222 « Fax: (954) 384-9088
Website: www.countryislesdental.com - email: countryislesdental@yahoo.com



Are you under a physician's care now? ‘T1¥es ‘Mo
Have you ever been hospitalized orhad amajor operation?  Tiyes (C3No
Have you ever had a serious head or neck Injury? vves (J)No
Areyou taking any medicattons, pills, or drugs? idYes ‘)Mo
Do you take, or have you taken, Phen-Fen or Redu? {J¥es {iNo
Have you ever taken Fosamayx, Bonjva, Actonel or any other  ¢“3yes "iNo
medications cantalning bisphosphonates?
Are you on a spedal diet? iYes i 3Mo
Do youuse tobacco? Tives yNe
Do you use controlled substances? {yves <iNo
Women: Are you,.
[]Pregnant/{Trying to get pregnant? [ Mursing?
Are you allerglc to 2ny af the folloxing? i
[)Asplrin [JPenicillin
[]Metal [JLatex
Other? ) O
Do you have, or have you had, any of the following?
AIDS/HIV Positive Ci¥es (iNo | Cortisone Medidne i Yes
Alzhelmer’s Disease “1Y¥es {3No |Dlabetes iZ1Yes
Anaphylaxis :Ti¥es {ONo |DmugAddiction 5 Yes
Anemia yes (OINo Easily Winded ) Yes
Anglna iYes {ONo |Emphysema Ci¥es
Arthritis{Gout i3Yes ¢yNo |Epilepsy orSelzures 12 Yes
Astificial Heartvalve isYes {O3Mp  |ExcessiveBleeding 73 Yes
Artificial Joint vaYes }No | ExcessiveThirst i Yes
Asthma {rves i No Falnting Spells/Dizziness 7 Yes
Blood Disaase JiYes “No |FrequentCough i Yes
Blood Transfusion ifes {2 No |FrequentDiarchea s Yes
Breathing Problems iyes {INo  |FrequentHeadaches 71 Yes
Brulse Easlly Ci¥es <INo | Genltgl Herpes “iYes
Cancer iv¥es TNo  |Glaucoma iYas
chemotherapy {iYes £3No  |Hay Fever Ot Yes
Chest Pains ¢iyes (CINo  |HeartAttack/Fallure i Yes
Cold SoresfFayerBlisters < Tr¥es (3o |HeartMurmur i7sYes
Congenltal Heart Disorder () Yes “)No  |Heart Pacemaker ihYes
Convulsions {iyes +vNo |HeartTroublefDisease T ¥es
Haveyou ever had any sedous lliness not listed above? {iYes {JNo

Comments:

Name

DOBG:

Although dental personne] primarily freat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, er medication that you may be
taking, could have an important Inkerrelationship with the denlistry you will receive. Thank you for answering the following questions.

If yes I

Hyes |

Ifyes I

Ifyes 1

If yes ]

ifyes |

LU LU

Ifyes r

[[]7aking oral contraceptives?

[F]Codeine [ClAcrylic
[J5ulfa Drugs {TjLocal Anesthetics
Ifyes ! 1
TiNo  |Hemophila iTi¥es (3No |Radiation Treatments Tyves (Mo
iNo |Hepatitis A “iYes ‘'No |Recent'WelghtLoss Yes CINo
{tNa  |HepatitisBorC iYes TiNo  |Renal Dialysis CYes TINo
tC'No  |Herpes .+Yes )No |Rheumatic Fever SiYes ()N
{"3Mp  |HighBlood Pressure {iYes {No |Rheumatism ives Mo
iINe |HighChofesterol »iYes +_iNo |Scarlet Fever Y 3Yes {iNa
{'No |HivesorRash itY¥es v1yNo |Shingles SiYes (N
1.'Mo  |Hypoglycena 1J+Yes «iMo |SickleCellDisease CiYes INo
©3No {ImegularHeartbeat iYes iJiNo |SinusTrouble iTiYes {iNo
i"YMo  |Kidney Problems -3Yes <Moo |SpinaBifida sTiYes INo
iNo  |Leukemia TiYes “rNo  |Stomachfintestinal Disesse T:Yes {JiNa
iNo |LiverDisease “iYes {3Mo  |Stroke iYes TiNa
<rNo |LowBlood Fressune Jrves (TiNo [ Swelling of Limbs £iYes TiNo
{No  |Lung Disease ii¥es {'No |ThyroldDisease DYes INo
i*No | Mitral valve Prolapse JTr¥es TsNa | Tonsilts OiYes CiNo
‘Mo |Osteoporosls - 1i¥es +¥No | Tuberculosis iYes i No
{0 |PainlnJavi Jolnts TsYes i¥No | Tumors orGrowths ifes Mo
i"¥No  |Parathyrold Disease i¥es iNo |Ulcers Cives CiNe
T |PsychlatricCare i“'Yes :"iNo |VenerealDisezse Yes +"iINo
ellowJaundice
Ifyes | I

To the best of my Inowledge, the questians on this form have been accurately answered, Iunderstand that providing incorrectinformation can be dangerous to my {or patient’s) health, Itismy

responsiifity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:




ERIKA A. MARTINEZ, D.M.D,
COUNTRY ISLES DENTAL

Dear Patient:

Woe ask that you read and sign this. Due to the many changes In insurance policies, it is no longer
an easy task to Interpret each individual policy, Although we try to stay aware of these changes, it is nat
always possible. Therefore, we urge you, as the patient, to piease check with your insurance company
regarding your coverage. it is your responsibility to know your individual coverage. Failure to comply
could result in you, the patient, being responsible for all costs incurred. Please remember that your

insurance policy is between you and your insurance company, not between your doctor and your

insurance company.
Please calf your insurance company and learn about your coverage, it may save a lot of confusion in the
long run.

Thank You.

in the event my insurance does not pay for ali costs incurred | will take full responsihility.

Patients Signature

Patients name Date

1130 Weston Road - Weston, FL 33326 - Phone: (054) 384-8222 + Fax: (954) 384-9088
Websire: www.cauntryislesdenta!.com - emall: countryislesdental@yahoa.com.




CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

E-mail:

Telephone:

Social Security Number:

Patient Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent (o our use and disclosure of your protected health information to carry out
treatment, payment activities, and healthcare operations. -

Notice of Privacy Practices: Yau 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 healthcare operations, of the uses and disclosures we may make of your protected
health information, and of other important matiers about your protected health information. A copy of our Notice accompanles this Gonsent. We

encourage 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 Nofice of Privacy Practices, which will contain the changes. These 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 ravisions of our Notice, at any time by contacling:

Contact Person: Dr. Erika Martinez DMD
Telephone: 054 384 8222
E-mail: countrylslesdental@yahoo.com
Address: 1130 Weston Road, Weston, Florida 33326
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revacalion submitted to the

Contact Person listed above. Please understand that revocation of this Consent will nof affect any action we took in reliance on this Consent
before we received your revocation, and that we may decline fo treat you or to continue treating you if you revoke this Consent.

SIGNATURE

1, , have had full opporiunity to read and consider the contents of this Consent form and
your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and disclosure of my
protected health information to carry out ireatment, payment aclivities and heath care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patlent, complete the following:

Personal Representative's Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.



