Langley

DENTAL CARE

Cosmetic & Family Dentistry

PATIENT INFORMATION FORM
PLEASE FILL OUT COMPLETELY
Name: First MI Last: Preferred name:
Date of Birth: / / Gender: M / F Marital Status: M/ D / S/ Sep SSN: - ~

Home address: Street:

City: State: Zip Code:

Telephone: Home: - - Work: - - Cell: - -

Email: Preferred contact: home o work ocell o email O
Employer: Phone

Employment address:

Responsible Party: Myself o Other: Relation to Patient:
Emergency Contact: Phone (H) (W) ©)
Spouse Name: Children’s names:

How did you hear about our office? Social Media [1 Drove by [1 Internet [1 Patient Referral []

Who can we thank? Other:

Dental Insurance Yes 0 No O

Dental Insurance Carrier:

Policy Holder:

WE REQUIRE A COPY OF YOUR INSURANCE CARD AND DRIVERS LICENSE

As a courtesy, we will gladly file your insurance with your insurance company.
However, all charges are the responsibility of the patient or guardian.

I certify that the information on this form is correct. I am responsible for any balance on this account, even if I have dental
coverage. I authorize Kari H. Langley D.M.D., P.A. to release my information to my insurance company.

signature: Date:

8814 Rachel Freeman Way, Suite 104, Charlotte, NC 28278
Phone 704.583.0966 = Fax 704.583.0520



Langley

DENTAL CARE

Cosmetic & Family Dentistry

IMPORTANT INFORMATION FOR OUR PATIENTS

Part of our mission at Kari H. Langley Family Dentistry is to provide you with quality, state-of-the-art dental
care. It is our goal to assist you in obtaining and maintaining the highest level of personal dental health and patient
relations. We want you to have a healthy, beautiful smile you desire and deservel

Appointments
Our appointments are scheduled to respect your time. We reserve a specific time for your care and we
make every effort to see you at that appointed time. We appreciate your promptness and consideration in not

changing your scheduled time. However, if you do need to change an appointment, a 48 hour notice is

required. If a 48 hour notice is not given, we reserve the right to charge $35 per hour, for any missed,
cancelled or broken appointment.

Payment Options
For your convenience, we accept cash, credit cards, and Care Credit (ask us about this wonderful 314 party
financing plan!). Our office will not send out a statement unless a balance is due. All balances incur 1.33%
interest per month if a payment is overdue. Returned checks or payments are subject to a $35 returned check fee.

Ask us about our in~house payment options for your dental needs!

Dental Insurance
We are pleased to assist you in obtaining the maximum benefit from your dental insurance plan. We
estimate benefits and we accept assignment of payment from your insurance company. Dental insurances aid
patients with the cost. Payment of your portion in full is expected at the time you are in our office for dental care.
As a courtesy, we are happy to file your insurance with direct payment to our office; however, patients are
responsible for the entire account balance not paid by your insurance company.

We appreciate you as a patient and thank you kindly for your cooperation.

I have read and understand the important information and accept my responsibilities as a patient in this office.

Signature (Patient or Legal Guardian) Date

8814 Rachel Freeman Way, Suite 104, Charlotte, NC 28278
Phone 704.583.0966 = Fax 704.583.0520



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

Patient Name:

Langley Dental Care
Patient Medical History
Birth Date:

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?

Are you on a special diet?

Have you ever been hospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Do you drink alcohol? if so how many per week?
Have you traveled outside of the US inthe last year?

Do you have ahistory of drug oralcohol abuse?

Do youusea tobacco?

Women: Are you...

Pregnant/Trying to get pregnant?

Are you allergic to any of the following?

[|Aspirin
[ Metal

Other?

Do you use controlled substances?

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

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial HeartValve
Artificial Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

YellowJaundice

Any medical conditions or serious iliness notlisted above?

Comments:

) Yes () No
iYes (No
@ Yes @) No

) Yes ' Mo
' No
' No
) No
Yes () No

Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

&) Yes {

) Yes ©No
“iYes (No
i Yes ( No
i Yes ' No
@ Yes () No
iYes ) No
) Yes @) No
) Yes @ No
“iYes (1 No
) Yes () No
@ Yes ) No
[ | Nursing?
| Penicillin
[7]Latex
" Yes () No
“)Yes () No
Cortisone Medidne i Yes
Diabetes “iYes |
Drug Addiction Yes |
Easily Winded ™ Yes |
Emphysema ) Yes
Epilepsy orSeizures ") Yes
Excessive Bleeding Yes
Excessive Thirst ' Yes
Fainting Spells/Dizziness ' Yes

) No

Date Created:

Date 3/19/2019

If yes | |
1If yes { |
If yes f l
If yes ! l
If yes [ ]
If yes I !
If yes l !
If yes I l
If yes l J
If yes [ l
If yes | |
[ | Taking oral contraceptives?
[7]Codeine [ Acrylic
[7|Sulfa Drugs [ Local Anesthetics
If yes l ]
tfyes | |
'No |Hemophilia ' Yes (1No |Radiation Treatments @i Yes @) No
' No Hepatitis A “iYes (I No Recent Weight Loss @ Yes @ No
' No Hepatitis BorC iYes [ i No Renal Dialysis ) Yes (I No
I No Herpes “iYes 'No Rheumatic Fever iYes ( No
No High Blood Pressure “Yes I No Rheumatism () Yes (I No
i No High Cholesterol 'Yes (Mo Scarlet Fever iYes () No
I No Hives orRash Yes () Mo Shingles i Yes () No
No Hypoglycemia Yes [ No Sickle Cell Disease ) Yes () No
No Irregular Heartbeat Yes | No Sinus Trouble i Yes (I No
“'No |Kidney Problems “'No |SpinaBifida i Yes ) No
"' No Leukemia 9 No StomachfIntestinal Disease (' Yes ) No
' No Liver Disease Yes () No Stroke 1 Yes () No
| No Low Blood Pressure Yes () MNo Swelling of Limbs “iYes () No
' No Lung Disease Yes ) Mo Thyroid Disease &) Yes ) No
' No Mitral Valve Prolapse Yes ) No Tonsillitis Yes I No
' No Osteoporosis Yes (' MNo Tuberculosis “'Yes () No
' No Pain in Jaw Joints Yes ( MNo Tumors or Growths @) Yes () No
" No Parathyroid Disease Yes (' No Ulcers iYes () No
"I No Psychiatric Care Yes ( 'No Venereal Disease 'Yes () No
If yes

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (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

Date:




KARTH. LANGLEY, DMD
Authorization for Release of Information — Compound Release

ame of Padent Ciate of Birth

Kari H. Langley, DAD is muthorzed to releass profected health information aboat the above named patent in the fallowins
manner and to identify persans.

Emiity o Receave Informasion. Dezcripoion of informaiien oo be released. Check wich that can be
Check sach parvom'antity that vom approve o receirs informartion. Eiven o parsom satity on the Jaf in the same section
D‘u’ocicn).hi D Appoinmmant Bamindars

D Crdhar
I:IDﬂnrpu:m {5} (prowids name and phong memibar) [ Fancia

I:I Truatmant
D Ermil comrmnicaiion-Frovids sl address® D Fmamcial

D Truatmant

[ Breach noeficasin
a Specilists

*For anail commmication to oo, pleass sooapt the disclosmm
beloa

[ Taxt commmmication - Provids mumbar * a Appointmant remindar

[ o

*For teat commamication o oo, accept the disclosurs balow:

1 For eamsil sndior dext commmmication I indarstond fhat if information i ot sart in am enorypisd manner thans is a ridk 1t could ba
accenssd mapproprataby. I sHll alect o mosire anil and or text commmmication a5 saleched.

a Photo of padent received by patient o legal puardian a May be posted in office
a Photo taken by saff (Example: pre/post procedure) O May be posted on website
[ other [ other

Patient Righits:

*  Ihxm the right tn revoke this mthoriration at @y tme

# I pry imspect or copy the prosecisd healsh information o be disclosed as described in this. documant

»  Esuvocation is not effective i caves whars the infoomation hes abeady been disclossd but will be sfective going Soowand.

*  Informmiton weed or disclowed 25 a result of this muthorizytion oy be subject to mdiscowms by e recipiant and ey oo longer be
protecid by fedaral or sabe L.

v Thxm the right tn refme to sign this mthorization and that 1wy treatment will not be conditionod on wigning

This suthorization will remsin in effect untl revoked by the patent

Signature of Patient or Personal Fepresentatve
FRevised Oct 2014



EARTH IANGLEY, DMD

Acknowledgement of Receipt
Of Notice of Privacy Practices

Patient Name & Address:

I have received a copy of the Notice of Pnivacy Practices for the above
named practice.

Siznature Diate

For Office Use Only

We were unable to obtain a written acknowledgzement of receipt of the Notice of
Privacy Practices becanse:

o Anemergency existed & a signature was not possible at the time.
o The mdividual refused to sign.
o A copy was mailed with a request for a signature by retwn ol

o Unable to comnmmcate with the patient for the following reason:

o Other:

Prepared By

Sigmature

Diate




