Today's Date

Patient Registration

Patient Information:

Patient
First Name Last Name Middle Initial
Preferred Name Patient is: Policyholder
Responsible Party
Address
City State/Zip Cell Phone
Home Phone Work Phone
Email
Please circle: Male or Female Marital Status: Married, Single, Divorced, Separated, Widowed
Birth Date Age SS#
Employment Status: Full Time Part Time Retired Occupation
Student Status: Full Time Part Time Name of School

Responsible Party (If someone other than the patient)

First Name

Last Name Middle Initial

Address

Relationship to patient

City

State/Zip Cell Phone

Home Phone

Work Phone

SS#

Insurance Information

Name of Policyholder

Birthdate of Policyholder

SS# of Policyholder ID#

Employer or self-Insured

Ins. Co. Name Ins. Co. Phone#

Getting To Know You
How did you hear about our office?

Is another member of your family or relative a patient at our office?

Person to contact for Emergency?

Phone #

Address

Closest relatative not living with you?

Address Phone#

City State/Zip




Faieei AcoountWa.

Welcomel So thar we may provide you with e b possible care please complete borl sides

of this medicalldental history form. All information is complesely confidential

DENTAL HISTORY

What is the reason for your visit loday? v

Dl af Last Dental Visit Lzst Dantal Cleaming Last Full Mouth X-rays ==

Vit was done @l your sl dandal visit?

Prewous Dentist's Mame Telaphana

Aadras Ggte _ Tp

How often do you have dental examinations? ==

Herwr afian do you brush your beeth? _ Haw odien do you flass?

Have you aver used or ase cumently using lopical fluoride? Yes Mo

What ciher denial aids do you use? nterplak, foolhpick, etc.)

Do you have any dental problems now? Yes No i ves, pleass deseribe:

Are:any of your teeth sensitive to; Have you ever had:

Hot or coid? .. L — Yer Mo Orthodantic beatment? ... ... ~-YiE - Np

o e e R S G et Mo Oral Surgery? ... L Y5 Mo

Biting or Crewing? ... i R N Mo PafodomRal Bament? ... Yes Mo

Have you noiced any mouth odors or bad teslesT o Vs Mo Your Ipeth ground or the biie adjusied? __............ -Yes Mo

Do you requently get cold sores, biisters o any Olher ofé lesions? . Y No A bilie plalie o mouth guand?_ ... e Yes Mo
A garous Injory o the mouth or head? ... Yes  ho

Do your gums bised or hurf? " — . Piease descrbe, including cause

Harve your parents experdenced gum disease or looth loss? ....... . e ¥ed  No

Harve you nebiced 2y inose tath or thange i your bite?. ..., Yes Mo Have you experienced:

Does food tend 0 become caught in between yourteeth? ... ... fes Mo Cicengorpoppingofthe jaw?. . Yes Mo

i yes, where — Pan'? {(Joie, ean, sideof Foe), ..o Yes Mo
Difficulyin penng or closng tha meul? ... Yo Mo

Do you: Dnffcuily in chewing on ether side of Bemoub?. ... Yes Mo

Cleach or g your deeth while anskeor ssdesp? ... JYes Mo Headaches, neckachas or sheuder achas?_ ... Yes Mo

Bile your Iips or cheeks requlaty?........... X Yes  No Sore muscles (meck, shoulders)? ... Y8 No

Hold foreign obiects wih your teaih? (pencls, pipe ee) ... . i R s < Y S s

Wouth breathe whie swake or aslee? ......... Yes Mo Are you satisfied with your teeth's appearance? Yes Mo

Hawe limd jaws, aspecially in the moming? Yer Mo ¥hould you Bhe 1o repace your siver filings? Yes Mo

Snore of have a1y ofer seeping dsorders? ; Yer Mo Would you ke o kaep al of your tseth al of your a7 Yes Mo

Smoka/chaw tobacco of se oiher obaceo produel?...... .. Yes Mo

Do you feed renvous abul having derial imatment? i e arialdi Yes Mo

Plesse describe

Have you ever had an upseting dents axpenence? . o o Yes Mo

Pleass describe B

e y0u var been toid o bake @ pre-madicalion pier 10 08RaFRITENE...... ..o Yo Mo

i there anything efsa about having dental treatment that you weuld Ik us toknow? ... ... Yes Mo

IF yes. pleasa describe




[ MEDICAL HISTORY
|Patiom hecount Mo — al Blari — Tl

1. Physician's Name ____ Phone| | =
Hane you had any medical Core Within M8 DESEIW0 YBIET ... mrisssmcs st smsmiosi opirsisessiatessnes esss basstasis ssiiescas e . Yes Mo
Deseribe .

2 Have you takan any madication or dnigs during this past two yeas? ... s T D
If yes, please kst name and dosage

3. Are you currently taking arry medication, dugs, pllls or herbel remedies, including ragular dosages of aspiin? ... . es Mo
it yes, please ist name and dosage

4. Heve you ever Laken bone loss prevention drugs such as Fesamax, Actonel, Bonwva or other bisphoaphonates? ... R ~ Yeg Mo
It yes, pleasa kst name and dosags

5 Are youawars of having an allergic (or adverse) reachion to any substance or metieation? ... Yas
If yes, please specity

£ Have you been a patient in the hospital during the past five years? . Yes  No

7. Ingic:ate which of the following you have had, or heve af presant. Cimle "yes" or *na” to each item.
Heart (Gurgery, Disease, Afack)... Yes Mo UROBIS .o s Yoz Mo Hapatiis A B C icick).. Yes Mo
GRS Yo Mo Diabeles .o Yoz ko Venersal Disease ..., Yes Mo
Congenital Hoart Disease ... Yes Mo Thyoid Problems ... Yes Mo ALDS/HLV Positve ... Yis Mo
Heart MU ..o Yoo No CRRICOME i sisissiis Yee Mo Cald Soves/Fever Blisters ......... Yes Mo
High/Low Biood Pressure ... Yes No  Confact langes Yet Mo Blood Transfsion ... Yez Mo
Mitral Valve Profapse ..., ot MO EmpRYSEME Yos Mo Hemophila ..., Yer  No
Ariiicis’ Heart Valva/Pacemaer ... Yas Mo Chronie Cough ..o, Yoz Mo Sickde Coll Disease .................. T
RhE Mt Faver sy Yes  ho (31T T Yes Mo Brmss Bl .o Yoz Mo
ArhintiaFEhaumatism ... Yez Mo BEHME s Yes Mo Liver Disease/vobow Jaundice .. Yes Mo
Cortisone Medicing: ..o, Yes  No Hay FeverAlergyMives ... Tes No  Mewolgicsl Disorders . Yeg Mo
Srwclien Akles oo, Yes Mo LatexSemsiivity ..o Yes MNo  Epilepsy or Seizues ... Yes Mo
Bimke TELAIE Yes Mo SousTole ... TES Mo Fainting o Dezy Spells ... e Mo
et (SpocialRestricted) ............, Yes No  Radiation Thesgy ..., Yeg Mo MEreuS AR IONS ..o Y= Mo
Artificial Joinls (hip, kness, ele) ., Yes  No  Chemotherapy ... Yes Mo PeychisticPeychological Care..  Yes Mo
Kicdry TIotsle . ... eor i G L S T O Yea Mo (Canoer ez Mo

B. Have you lost or gained more than 10 pOUnGS i THE PRELYEIFT .........c. s seeessssesssssseesasssssseiosssmsmssmiate it st st ot e - Y= No

9 Do you have or have you hed eny disease, condition, or Problem it BBIBET ... ...t sosesrsm sttt sseesssesess o Yes ]
If yes, plaase kst g

0. Womer: A you prognant or think you could be pregnant?  Yes Months No Nursing? Yes Mo

. Do youuse bih control prescriptions? .. . e e e U i YO8 NO

| undieratand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the bast of my knowledge. Should further infarmation ba neaded, you have my permission to

ask the respective heallh care provider or agancy, who may release such infermation to you, | will notify the doctar of
any change in my haalth or medication,

Pafient/ Guardian Signatise Data
| History Review e =T - - ==
| F3s
© Pride Instityte FORM 015 10 1721 1 9NN BAE Acnn i Y



SUSAN A.YUNG, D.D.S.
JAMES W. JELINEK, D.D.S., P.C.
ANDREW Y. JELINEK, D.D.S.

Patient Name:
Date:

We know that you are busy and we are always trying to find ways to make our services more
convenient for you.

Drs. Yung and Jelinek are committed to providing the highest level of service and as such we
have recently implemented a new technology solution that will allow us to send you important,
timely messages without interrupting your busy schedule.

This exciting new service gives us the ability to send text messages to the device of your choice
(your cell phone, email, or personal digital assistant). Since we send text messages and email
messages you don’t have to answer a phone call. Simply read it and respond at your earliest
convenience. We think this is the best solution for reminding you of your dental appointments
and keeping in touch.

Sending reminders to your mobile devices allows us to remind you even when you’re not at
home. We know that no one wants to miss appointments, but sometimes activities of the day
overwhelm us and we forget. With this in mind we are excited to be able to remind you the same
day of your appointment, for an afternoon appointment or the day before for a morning
appointment. Think of this as a “tap on the shoulder” simply letting you know that we are excited
to see you for your appointment.

Please verify and circle your preference of contact below for reminders and confirmations.

Email: Yes / No
If yes, address

Text Cell: Yes / No
If Yes, #

Phone Call: Yes / No
If Yes, which #: Home

Work

Cell

OR

Postcard for 6 month reminders only: Yes / No

€ Please check the box if you would like us to use the above preferences for other members

of your family.
Names:

60 ROCK POINTE LANE WARRENTON VIRGINIA 20186 (540)349-0033



Drs. Yung and Jelinek D.D.S.
60 Rock Pointe Lane
Warrenton, VA 20186
540-349-0033
540-347-5872-Fax
yjdentist@gmail.com

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient Name

Patient Address

Patient Phone Number

| authorize the professional office of my dentist named above to release health information identifying me [including if applicable,
information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health
services] under the following terms and conditions:

1. Detailed description of the information to be released:

2. To whom may the information be released [name(s) or class(es) of recipients]:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to state “at the request
of the individual” as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you if you choose not to sign
this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we have already acted in
reliance upon the authorization. If you want to revoke your authorization, send us a written or electronic note telling us that your
authorization is revoked. Send this note to the office address listed above.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect its
confidentiality. In many cases, the recipient may re-disclose the information as he/she wishes. Sometimes, state or federal law

changes this possibility.

[For marketing authorizations, include, as applicable: We will receive direct or indirect remuneration from a third party for disclosing
your identifiable health information in accordance with this authorization.]

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE DISCLOSURE OF MY HEALTH
INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient Signature

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your
authority to sign this form:

Relationship to patient Print Name

Source of Authority




SUSAN A.YUNG, D.D.S.
JAMES W. JELINEK, D.D.S., P.C.
ANDREW Y. JELINEK, D.D.S.

Missed Appointment Policy

Please understand that when we make your appointment, we are reserving time for your
particular needs. We ask that if you must change an appointment, please give us at least 24
(business) hours notice. This courtesy makes it possible to give your reserved time to another
patient who needs it.

There will be a $50 charge for missed appointments or appointments that are
cancelled within 24 business hours of your appointment. Repeated cancellations or
missed appointments will result in loss of future appointment privileges.

This charge is necessary to defray the cost of reserving the doctor and clinical staff’s time. When

your appointment is made, the time is reserved and specific preparations are made for you
because we feel our patient’s time is valuable.

I have read and understand the above statement:

(Patient’s Signature) (Date)

60 ROCK POINTE LANE WARRENTON VIRGINIA 20186 (540)349-0033



Financial Agreement

I, the undersigned, hereby agree to pay Drs. Yung & Jelinek DDS all fees due to them for services rendered.
Payment will be made at the time of service. | understand that payment of my account is my legal obligation.

The filing of insurance papers and confirmation of insurance coverage for my insurance policy is my
responsibility. Any assistance | receive in these matters from the above listed doctor and/or staff is given strictly
as a courtesy and implies no responsibility on the part of the doctor and /or staff for confirmation, filing or follow
through of insurance matters.

Dental insurance is designed to reduce the cost of dental care. Often, dental insurance is provided as a
benefit through an employer or employee groups. The amount of coverage depends solely upon the
agreement between the employer/group and the insurance company. Policy benefits are not influenced by
this office.

| understand that any amounts not paid by insurance are my responsibility. Insurance companies are required
to respond either by letter or payment within 30 days of receiving a claim. Many times insurance companies will
request a narrative as a delay tactic or hope that we just don’t want to bother and won't do anything. If for
any reason we have to submit a narrative or make follow up phone calls to receive payment from your
insurance company for a claim, there will be a fee of $ 25.00 for each occurrence. This would not occur until
after 30 day period.

Estimates of insurance coverage given to determine my out of pocket amounts are strictly estimates. |
understand that | am responsible for any inadequacies in my insurance company'’s payment. Any insurance
claims not paid within 60 days of the date of service become the responsibility of the patient/account holder.
All unpaid balances will accrue monthly intrestof 1.5% or 18% per anum.

If this account is placed for collections action, | agree to pay fees of thirty-three and one-third percent of the
unpaid principal and interest owing, plus all court costs and interest in the amount of one and one-half percent
per month, beginning thirty days after the monies have become due or expenses have been incurred. | further
agree to pay returned check charges of $40.00 per returned item.

Consent for Treatment

| hereby authorize doctor or desighated staff to take x-rays, study models, photographs, and other diagnostic
aids deemed appropriate by doctor to make a thorough diagnosis of S
dental needs. Upon such diagnosis, | authorize doctor to perform all recommended treatment mutually agreed
upon by me and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives and other medication as necessary. | fully understand that using
anesthetic agents embodies certain risks. | understand that | can ask for a complete recital of any possible
complications.

| give consent to the doctor’s or designated staff's use and disclosure of any oral, written or electronic health
records that are individually identifiable as mine for the purpose of carrying out my treatment, payment and
health care operations. | understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my personal health information
is available.

Patient/Guardian/Responsible Party

Date






