ID: Chart ID:
First Name:

Patient Is:[_| Policy Holder

First Name:
Address:
City, State, Zip’: :
Home Phone;

Birth Date:

[ JResponsible Party is also a Policy Holder for Patient

D Responsible Party

Responsible Party ( if someone other than the patient )

Work Phone: Ext:

Soc Sec:

ATIENT TRATI

Last Name:

Preferred Name:

Middle Initial:

Last Name:

Address 2:

Pager:
Cellular:

Drivers Lic:

[ IPrimary Insurance Policy Holder

Middle Initial:

[} Secondary Insurance Policy Holder

——— Patient Information

Address 2:

Address:
City: State / Zip: Pager:
Home Phone: ’ Wérk Phone: Ext: Cellular:
Sex:[_|Male ["]Female Marital Status:|_|Married [ _|Single [TIDivorced [ |Separated [ | Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: []1 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment[™] Ey) Time ["IPart Time ["IRetired Emergency Contact
Status: Emergency Contact #
Student Status:[_| Full Time ["IPart Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
———— Primary Insurance Information -
Name of Insured: Relationship to Insured: [ | Self [ISpouse [T]Child  ["]Other
Insured Soc. Sec: Insured Birth Date:
Employer: k Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip: ;
Rem. Benefits: Rem, Deduct:
——— Secondary Insurance Information
Name of Insured: . Relationship to Insured: | |Self [ |Spouse [ |Child [ |Other

Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:
Rem. Benefits:

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct;




Time 9:56 AM William ] Twohig DDS Date 1/9/2018

Medical History
Patient Name: Birth Date: Date Created:

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 interrelationship with the dentistry you will receive, Thank you for answering the following questions,

Are you under a physician's care now? @ ves @ No xfmr }
Have you ever been hospitalized or had & major operation? & Yes @ No If yes | |
Have you ever had a serious head or neck injury? @ Yes # No If yes | \ |
Do you take, or have you taken, Phen-Fen or Redux? @ Yes @ No If yes | |
mmmﬂme,Mva,?AchmoM @ Yes © No If yes | |
Are you on a spedial diet? @ Yes @ No

Do you use tobacco? & ves @ No

Do you use controlled substances? @ Yes @ No Ifyes | ]
Do you require pre-medication prior to your dental @ ves @ No if yes | |
appointment?

Are you taking any medications, pills, or drugs? Please List @ ves € No

Women: Are you...

"] Pregnant/Trying to get pregnant? {7 nursing? ] Taking oral contraceptives?

Arem”&myofhﬂo\wq?

7] Aspirin [ Penicillin {7l codeine 7] Acrylic
el [ atex [} suifa Drugs {7l Local Anesthetics
Other? ] Iyes | |

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

| AIDSMHIV Positive @ Yes @ No |Cortisone Medicine @i Yes @ No |Hemophiia ™ ves @ No |Radiation Treatments & Yes @ No
| Alzheimer's Disease @ vYes @)No |Diabetes @ vYes @ No |Hepatitis A @ ves @ No |Recent WeightLoss ©ves ©No
Anaphylaxis @ ves INo |Drug Addiction @ vYes ¢INo |HepatitisBorC @ ves {9No |RenalDialysis @ Yes € No
Anemia @ Yes @) No |Easily Winded @ Yes {INo |Herpes @ ves ©No |Rheumatic Fever @ ves @ No
Angina @ vYes 2 No |Emphysema @ Yes @3 No |HighBlood Pressure @ ves @)No |Rheumatism @ ves ©HNo
Arthritis/Gout @ ves @ No |Eplepsy or Seizures @ Yes @ Mo |High Cholesterol ®vYes @ No |ScarletFever @ ves @ No
 Artificial Heart Valve @ Yes ®yNo |Excessive Bleeding #iYes @ No |Hivesor Rash @ Yes @ No |Shingles @ yes @ No
Artificial Joint @ ves € No |Excessive Thirst @ ves ¢)No |Hypoglycemia @ ves @ No |Sidde Cell Disease ©Yes ©Ne
' Asthma @ ves € No |Fainting SpellsDizziness @) Yes @i No |Irregular Heartbeat @ ves @ No |Sinus Trouble @ ves @No
Blood Disease @ Yes )No |Freguent Cough @ Yes €O No |Kidney Problems @ Yes @5No |SpinaBifida @ ves @No
| Blood Transfusion @ ves @inNo |FrequentDiarrhea @ Yes ¢ No |Leuksmia ves ¢YNo |Stomach/Intestinal Disease % Yes &) No
| Breathing Problems @ Yes @ No |FreguentHeadaches ©iYes @ No |Liver Dissase @ ves €)No |Stroke @ives @ No
| Bruise Easily @ ves 9No |Genital Herpes @ vYes @ No |Low Blood Pressure @ Yes @3 No |Swelling of Limbs & Yes @ No
Cancer @ives @YNo |Glaucoma @ Yes ¢"No |LungDisease @ Yes (")No |Thyroid Disease @ Yes @) No
Chemotherapy @ ves @) No |HayFever @ ves €No |Mitral valve Prolapse @ ves ©yNo |Tonsilitis @ Yes ©No
| Chest Pains @vYes @ No |HeartAttackfFailure @ Yes @ No |Osteoporosis @ vYes ©No |Tuberculosis Dves ONo
‘ Cold Sores/Fever Blisters @) ves ) No |Heart Murmur #iYes @ No |Painin Jaw Joints @ ves @ No |Tumors or Growths @ ves @ No
Congenital Heart Disorder ¢ Yes ¢ No |HeartPacemaker @ Yes @ No |Parathyroid Disease @ Yes @ No |Ulcers @ Yes @ No
Convulsions @ ves YNo |HeartTrouble/Disease @ vYes @ No |Psychiatric Care @ vYes yNo |Venereal Disease @ ves € No
Yellow Jaundice @ Yes € No

Have you ever had any serious ilness not listed above? @ Yes @ No xfm[ |

Ynhbutoimvw mmmfvmhmbmwauvmed 1 understand that providing incorrect information can be dangerous to my {or patient’s) health, Itbmy
responsibility to inform the dental office of any changes in medical status

Signature of Patient, Parent or Guardian:

X Date:
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PATIENT NUMBER
P A T e e T e YT T e o T e P PR < T T |

welcome

Patieni’s Name -
Lasd Fiest ikl o od firih
1. [ 5
e ‘ee— - —— COMMENTS
2. Are you aware of & problem? .
3. How long since your kst dental visir?
4. What was done at that time? _
5 Previous dentis's name _
S I Ted e
B MMmﬂ:utummmmmmm‘*
CIRCLE THE APPROPRIATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER,
PLEASE WRITE "DON'T KNOW® ON THE LINE AFTER THE QUESTION.
7. Have you made requiar visits? .. ... ... .ot YES NO
How ofen: )
8. Were dental X-rays BIBNT . ... ... ... eiei e rm e ra s YES NO
8. mmmmlmwmwmmmnw... R — )
10, Have oy boon roplaoedT .. ........oooociiiiiiiinisininnianrnraneninsase JES NO
11-H;im!hwhﬂﬂmolaud?
a 2] o
mﬁmaﬂ'm ) ﬂu .
I:.[|'ETI:I'E L Age
dl Impland__ — ]
12 lrerwunﬂwmhmmﬂ‘? ...................................... YES NO
i yas, explam
13 Would you like bo know aboud parmanent replacemants? | . . YES NO
14 rvnﬁmmwpmwmmmmmw . YES NO
yis,
15. Do you dench or grind your feeth? . . i YES NO
16. Does your jaw dick or pap? ..... R —— ]
17 Have you sapemancad any pain wwmnhmusdu ul;mr
face or around your ear? ..., JE R — ]
18. Do you have frequent headaches, naciudmor mldu'm? .................. ¥ES WO
18. Does food ged caughi in your teeth? . , - venrenee. YES NO
20 Are any of your teeth sensitive io; :n-m :lmm i“lmm? :IFrmm?
21. 00 yous guims blead oF BdT .. ........ s e YES NO
When? .
22. Do you experience dey mOuR? . ...........coiiiiiiiiiiiiii i aaad YES NO
23 Haw ohan do yeu birush your baath? When?
24. Do youuse dental HOSST ... ... e YES NO
Haw ahen? —— =
25 Are any of your beeih loose, pped, shifted or chipped? . ................ ol YES MO
26. Ara you unhappy with tha appearance of your teeth? .. ... ... ... ... ..... YES NO
27_Haow do you feel about your teeth in genenl?
28. Do you beel your breath |s ofiensive al imes? ...............ocoiiiioiinio e, YES NO
Zimﬁnﬂmhﬂdwlrmmwsw ................................. YES NO
WhareT -
When?
0. Have you had any orhodontc work?
31.Have you hed any unpleasant denigl ummeaunﬂmnmhnnmutmtswmtm
strongly dislike? . n )
32. Do you have sy QUESHONS & CONGEIMET ... ................0oo0oooooeosonn. YES NO
| GERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIANS SIGNATURE DATE
DENTISTS SIGNATURE — S 1) | S
AMEST MED. ALERT

= DENTAL HISTORY



Dr. William ] Twohig DDS

PO Box 579
Weyauwega, WI 54983
Phone: (920)867-3101

Fax: (920)867-3108
Email: info@drtwohig.com

Office Policies

Appointments

One of our team members will notify you of your scheduled appointment 2 weeks prior to the date via email or text
message. To receive this type appointment reminder, you must provide a valid email address, cell phone number, or
both. For those patients that would prefer a phone call reminder for their upcoming appointment you will be notified
1 week prior. No matter your preferred method of contact, ALL appointments must be confirmed either by replying
to your email or text message notification or by calling our office to verbally confirm your scheduled date and time.
If you have a conflict with a scheduled appointment or are unable to make it to your scheduled appointment you
must call the office to notify our staff. We ask that you do NOT notify us by email or by replying to our automated
confirmation service as we not receive the message in time.

We understand that sometimes things happen that would prevent you from being able to keep your scheduled
appointment. But please keep in mind that when scheduling your appointment, that specific time is reserved only for
you. If you are unable to keep your scheduled appointment we ask that you please notify us 48 hours prior to so that
we may offer that appointment time to another patient. Short notice cancelations (less than 48 hours) or No Shows
may result in a missed appointment charge that ranges in fees of $75 to $150. There are few exceptions to this policy
but we do understand sudden illnesses and unforeseen situations.

We ask that patients with scheduled appointments please arrive 10 minutes prior to your scheduled appointment
time. For patients that will be visiting us for the first time we ask that you arrive 20 minutes prior to your scheduled
appointment time as there are a few forms that, by law, need to be completed upon your arrival at the office. If you
know that you will be running late for your appointment we encourage you to please call our office and inform us of
the situation. We reserve the right to reschedule your appointment if we feel that the appointments of other patients
will be affected.

Insurance & Financials

Our dental practice works with most dental insurance plans; however, we are a non-contracted provider and
encourage our patients to please familiarize themselves with their insurance plan. As a courtesy to our patients we
will submit your insurance claim but it is your responsibility to follow up regarding benefit payment. Because we
are a non-contracted provider some insurance plans do send the benefit payment to the policy holder.

We ask that payments for any and all services be made the day of your appointment. If we are submitting to your
insurance provider we do expect the patient portion to be paid at the time services are rendered. Services that will
not be covered by your insurance must be paid for that same day as well. We accept cash, check, all major credit
cards, Care Credit and Lending Club. If you are unfamiliar with Care Credit or Lending Club one of our helpful
team members would be happy to help answer your questions. We do not offer in house payment plans or financing.






Dr. William ] Twohig DDS
PO Box 579
Weyauwega, WI 54983
Phone: (920)867-3101
Fax: (920)867-3108

Email: info@drtwohig.com

FINANCIAL OPTIONS

CASH, CHECK or CREDIT CARD, MASTERCARD, VISA, DISCOVER OR AMERICAN EXPRESS.
We accept these major credit cards to allow you the most convenience in taking care of your account.

PRE-PAYMENT OPTION.
Get a 5% Pre-Pay Discount on treatment totaling $500 or more if payment is received 7 days prior to your scheduled
appointment. If selecting this option, payment must be made by either CASH or Check.

FOR PATIENTS WITH AN ACTIVE DENTAL INSURANCE POLICY.

To help you in maximizing your dental benefits, we’ll gladly assist in submitting your dental claim forms to your primary
dental insurance provider. However, please be advised we are an Out of Network dental provider and patient balances are due
at the time services are rendered.

ACCEPTED & OFFERED OUTSIDE FINANCING OPTION.

For our patients that prefer to pay overtime, we’ve made special arrangements with our friends at CARE CREDIT &
LENDING CLUB. Both entities have a variety of payment options that allow you to carry on with your dental care while
making comfortable monthly payments. One of our team members will be happy to assist you with any questions.

DESIGNATED FINANCIAL OPTIONS

*|If choosing to pay by Credit/ Debit Card, please fill in the information below.
*If choosing to pay by Care Credit Card, please provide the below information and make sure to present your
card at the time of service.

0 CASH/CHECK 0OCARE CREDIT 0ODISCOVER 0OMASTERCARD 0OVISA 0OAMERICAN EXPRESS

Card Number Expiration Date

I have read and understand my financial options. | understand that any and/or all expenses incurred must be paid for at the
time services are rendered. | understand that my dental insurance claims, if applicable, will be submitted on my behalf but it
is my responsibility to provide accurate and up to date insurance information prior to my scheduled appointment.

SIGNATURE: DATE:




Wiliam .J. Twohig. DDS
MOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCREBES HOW HEALTH INFORMATION ABOUT ¥OU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY. THE PRIVAY OF YOUR HEALTH INFORMATION 15 IMPORTANT TO LS

QUT LEGAL DUTY
Faneral Bnd siabe Bw reguires us o mantain he pavacy of your healh infemation.  The e a0 regures us 10 pive you hs nalce:
about our privacy practices, cur legal dulies. and your rights concaming your healh infommation. We must follow the privecy
prﬂuﬂlnt'-ﬂluhn“mlﬂhihm Thia notca takes afec Apnl 14, 2003, and will emain = affect unti we
repace

‘Wi rasered M@ AT 1o chanpe our privecy practicss and the larma of this nobics o1 any lime, provided such applicable lw parmis.
the chanpes. We reserve the nighl ba make Se changes in our pvacy Draclices and the new s of ou notice effeches for al
hesEh indprmalion thal we maintan, including health miprmation we creawed or recaived before wa made the changes. Before we
riaks a Bigadicand Shange in cuf prvacy prachoes, we will change the notce Bnd make he Néw RONGE Bwallsble Upon requast

‘You may request a copy of our notice at any Sme. For more information sbioul our privacy practices, o for sddtional copies of e
nofice, please contact us using e information lsbed &t the end of this notce.

USES AMD DISCLAIMERS OF HEALTH INFORMATION

Wie use and disclose heslh infarmation aboul you for eatmsent, peymant and health cam operations. Far example
Treatment: Wik may use youd kaalh nfarmation for testmenl o disclose & 1o @ denbsl, physician or othar haath cam provider
prowding treaiment bo pou
Payment: We may use and disclose your healih mformation §o oblain payment Tor services we piowide 10 you. e may s
disciose your heslh inlcemalion io anoer heallth came prowder oo anlity that is subject to the federal privacy rubes for it payment
achiilies.
Hialth Care Operations: Wi may use and Sscloss your healtn mformaton for our health cars cpersbons. Healh cang operations:
nchute guality ssssssment and improvemest ackvities, niewing [he compeence of qualfcalion of health case professionasls,
avaleating practtioner and provider pericrmance:, conducting braining programs, accreditation, cerdification, lSensing or credenl slng
activities. We may discioss your heslth infamation o another health cam provides or organization that & subject fo the fedenal
privecy riles ard hat has & relbonship with you 1o suppon some of their keaith care operalions. We may decloss your nformaton
1o help lhese organizabions conduct gually sssessmenl Bnd smgrovement BCivIlies, mwiew the competence or quakfcations of
hesth cam professanals or detect or prevend beakh case Faud and abuse
On Your Authosization: You may give us wrtlen sulbonzstion 1 use your healh infcrmaton or o disciose | 1o anyons for asy
purdasa. I you give s an autharzabon, you make ravoke it in wnting at any time. Your revocation will nod afect any use of
disciosure parmified by your suthosization whila @ was in eflect Unless you give us & willen authofizaton. we cannct use of
discioss your Mmmmaqﬂmmmmmammﬂmum
Tan.nn'.md Frignds: We may discoss your heath informaltion to a family mermber, riend o other parson fo e edent
necessary o halp with your health care or with peyment for your health cire, Bafore we discioss your haalh ifeemation o theas
people, we will provide you with an opoonundy 1o object 1o our use or dsclosame. I you are nol present. of in e evenl af your
Incapacky or an amarpency we will deciosa your redical informaton based oA our professionsl judgment of whather the dsclosus
would be in your basl nberest  We may use ow prolessional judpment Bmd cul BEpERENCE WEN comman praclics to maks
reasonable mharenca of your bast indesest in aliowing & person o pick up filed prescriplions, medical supphes. x-rays. or othar
aimilar forma of Raalth indormaten. e may e of Saclose information sboul you 10 Rotify 0 ] 8 pareon Nvoked in your cam
of your locaon and ganeral condiion
Appointment Reminder We may use of declose your Realth nlarmeticn to provide you weitn appainiment reminders (such as
vocemall messnges, posboarcs, of |eTiers.) .
Disastor Refiof: We may use or discioss your healh infommation o & pullic of prieals entily suthonzad by law or Dy (s chamer to
sl in disssler refiel efora
Public Banefit: We may use of daciose youwr medcal informalios as mutharized by lew far the lollowsng puposes dearmed bo be n
{he public interest of benefil:

= an rogueed by v,

» dor pubkc health activiies, including disease and vital statislic reposting, child abuse reporting. FDA cwersight, and o
emip et regarding work-relatad ibness of injury.
o rapos Uk abuse, meglect ar comashc viclance.
‘0 haaih pwersghl agencies:
n meapones 1o court and admnisiratve orders and ather Waiul processes
o law enforcemant officials pursuant (o subposnas and olher lrwlul procssses, Concameng cme VICBMBS, SuSpiCious
deaths, crifties on oul pramses, epan cemas in emeangancies. and for purposes of identfying or locating & susped or
other persan
o cononers. medical exarninens, and funeral direcions;
0 oigan procuremen] crganialions.
0 @var 3 sarious (hneat to heakth or safety.
n connaction with certain neseanch activites.
o the mitary &nd 1o federal oficiai far |ewful inbeligance, coumterimeligance, and national sacurty aclivitas,
10 corectional nalitutons regarding nmaies; and
a8 suthorized by slabe worker's COTQENEANon Iaes.

PATIENT RIGHTS

Apcesa: You have the nght 1o lock at or get copies of your health mformation, wih limised exceplions.  You may request that
wi prowicde copies n @ format other than phatocopias  Wa wil use the farmad you request unless wo cennol prachicebly do sa.
You must have a request i wriling bo oblsin sccess bo your heallh informaton. You may rMquest acoess by sanding o a leter
af the and of ia notice. I you reguest coples, wa will charge you 3 masonable cost-hased fee thal may include aber, copyng
couts. and posiage I you regquest an alernative formal. we will charge B cosl-bassd Tee for prowiding your haalih informaton
inthat format |f you prefes, we mey-bul ae nol requesd [O-Depare 3 SUMMany o an explanaton of your healh information for
& fee Contact us usng the information isted at the end of ths notioe far more mfemation aboud fees.
Discloaurs Acoounting: You Rbwe the fghl 1o raceks 8 lis! of maances in which we of our bisiness associales dsciousd
your haahth informaton cwer the last § years {but not before Agril 14, 2005). That Est will not incude discoswes for ineatment,
payment, health cas operstions. 88 sutharized by you, and for opdain ofher actwities. I you request thie accountng rmore



than onca in & 12-manl pencd, we MBy Change you 3 easonsble, cost-based fee for respondmg 10 these addtional requests.
Contact us using the information lsted &t e end of tha nobics lor mose infamalion aboul fees
Restrictions: You have he fight 10 mauest that we place adomcnal resinchons on owr use 4 decosure of your healh
ndprmation. Ve are not reguired to agres to thess addional resinicions, Bul if we do, we will sbide by our agreament {except
In an emargency]. Any sgresment we may mske 10§ request for sddtionsl resnctions musl be in wiing sigred by & person
suthorzed to make such &n sgreement om cur behalf. Your request i nol binding wnless our agreement i In 5
Alternative Commumnication: You have the nghl [0 request thal we communicate with you about yowr healh nfarmation by
SREMBtiVE Means of 10 ANBMEtve IDCENoNS. You must make your request in witing.  You mest specify In your reques! the
shamative means or locaton, and provide satsfactory explanation how you will handle payrmand wnder e aliemative means or
I atesn o meuest
Amendment: You hawve tha nght o reguest that we amend your health inforrnation. Your regeast must be m wriling, and £
st euplain why we should amesd the information. We may deny your request under certain circumstances
QUESTIONS AND COMPLAINTS

i you wani more information sboul owr privecy practices of hewe Quesbons oF CORCAMS. pleass contad us esng the
irlemnation lasted st the end of this nofice. If you balieve that

»  wemay have violsled yaur pivacy fights,

«  wemade a decision about ACCEsS bo your health informaton incomectly,

+  puf fEpOAYAE 1o 8 requesl you msde 1o amand of resilrict the use of disclosure of your health informaton was

incarect, o
we shauld cormmunicabe wilh you by slermatie mesns or 8t allermalive locations.

ﬁumwnﬂunmnlmmm vmmmnmhummwmnus.mﬂ
Health and Human Services. We will prewide you with the sddress to fie your complant with e U S Depariment of Health
and Human Sarvices upon request. We suppart your right 1o the privacy of your health infarmation. Ve will nol ratakele In any
miﬁum.nh-mmmuammu.s.mmummmmmm

Provader Contact Ofice: ___ Beth Swansen
Telepheng: _ (CO0) BA7-3101 Fax: ____(520) B67-3108,
E-Mal __twohigdentalificenturytal ned

Address: __ PO, Box 576, 417 E Ann 51, Weysuwega, W 54883
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