Pronghorn Family Dentistry

‘ ' 307-686-1605
, 7 ' _ Patient Information
First Name ‘Last Name M \Preferred Name
Address City iState iZip
| |
Home Number A éCeII Number iWork Number
Date of Birth \Gender 0 M oF iSSN \E-mail address

Marital Status O Single DMarrled "o Divorced o Separated 0 Widowed O Life Partner

Employer iOccupa’uon |Referred by

i
Primary Care Provider !Referring Provider

|

o 77 S - » Respon5|ble Party _ i 0 Same as patient
First Name fLast Name IVII 'Preferred Name

!
Address iCity §State [Zip
Home Number ' v ;Cerli.Numberm Work Number

Date of Birth ‘Relationship to Patient iSSN
R " —>Emergency Contact 7 '

firstName ~|lastName \Phone Number

i |
| I

Insurance Information
Subscriber Information

First Name | gLast Name EMI \Preferred Name
Address - aity 'State  Zip
: | ;

. ograr - . — e - - - - S A6 i |
Date of Birth ISSN 'Patient Relationship to Subscriber
______ e 1 S DSeIf 0 Spouse o Child o Other _ - )
anary Insurance Carrier Subscrlber Emp|oyer
Phone Number of Insurance Company . ViGroup Number

ID/Pollcy Number
Do you have secondary msurance7 o Yes o No

Financial Gwdelmes
Insurance ‘We accept all major dental i insurance payments ‘however we may not be an in network prov:der for your plan If we are not an in network provider,
review your plan details, as in many cases insurance reimbursement is very similar. We are in network for Delta Dental Premier. No estimate is a guarantee of
payment. Please understand, you are responsible for all charges not paid by your insurance. Also, many insurance companies are excluding certain dental
procedures or downgrading procedures to lesser reimbursement level in which case, you would be responsible for the difference.
Payments: Patient portion or patient co-pay is due at the time of services as rendered- unless prior financial arrangements have been made. We accept all major
credit cards. Balances left over 90 days will incur 18% interest.

By signing | acknowledge | have read and understand Financial Guidelines: Signature:




Pronghorn Family Dentistry
307-686-1605

oYes oNo | 'Does rt hurt to brte or chew?

Any additional concerns/comments?

_ i i i Prewous Dentist lnformatron
Dentist l\_lame/office: ' _ lClrmc/Facmty Name
Phone Number iReason for changrng
|

Dental Hlstory A
Oral Health a Excellent 8] Good ‘O Fair o Poor - ]Last Dental Visit:
DYes DNO Are you currently havmg dental dlscomfort7 If 'yes; Explarn
oYes oNo Any unhappy/unpleasant dental experlences7 If yes, Explain:.
aYes aNo Any injuries to mouth/teeth/head'-’ If yes Explarn v
OYes oNo Any missing teeth other than W|sdom teeth or orthodontlc extractrons?
D'Ye_strl\lo Have missing 1 teeth been replaced7 ‘
OYes DNO Orthodontic : appllances now or in the past? -
l;rYes r:rl_\lo Gums bleed when brushing or flossmg?
oYes oNo | Concerned about gum drsease7 History of gum dlsease DYes o No

oYes aNo ’Do you grrnd or clench ) your teeth? If so do you wear a night guard/splrnt? r:lYes o No

crYes DNO lDo__y_o_u want to becom_e_ a regular contmumg care patient in our practice? ) '

mY_es DNO Doesany type of dental treatment make you nervous7 If yes, explain o -
The most |mportant concerns regardrng my dental treatment are:

What factors are most important for your satisfaction with our office:

Chrld/Mlnor Patrents Please answer the followmg questrons '

oYes oNo Any ‘mouth habits? (thumb suckrng, nail biting, mouth breathrng, nursrng/bottles pacrfrers etc. )

mYes oNo "An‘y unusu‘alspeechr habits? If yes, explain »

DYes DNO Any lost teeth? If yes, lrst

DYes oNo Does the patlent receive assrstance wrth brushlng and flossrng? If yes how often?

Sleep Health S ” ' - ' .

oYes oNo Do you snore Ioudly (loud enough to be heard through closed doors or your bed- partner elbow you for
snoring at night?

OYes oNo Q_o you often feel tlred fatlgued or sleepy durmg the daytlme (such as fallmg asleep durmg dnvrng?)

OYes oNo |Has—avnyone observed you stop breath_r_ng orAchAokrng/gaspmg_ during y_ou_r_sleep7

OY¥es ONo Do you have or are being treated for high blood pressure?

OYes oNo ‘Body mass mdex more than 10% over ideal range. -

aYes oNo \Older than 50? -

oYes l:lNo 'Neck size: l\/lale |s your shlrt collar 17" or Iarger? Female rs your Shll’t collar 16" or larger? -

rj'Ye__s oNo GenderAMale? o

‘ - B Prlmary Physrcran Informatlon
P"rri‘maryMPhyslclan:_' - _ Telephone number
- - ) - Pharmacylnformahon

P.harrnac_y' Preferred: ;Twelephone number:




Pronghorn Family Dentistry
307-686-1605

Medical History
General Health 0 ExceIIent n] Good 0 Fair o Poor
EJYES EINO :Under a physraan s care now?
oYes D__I\_lo Any hospitalization in the past 5 years?
[.]Yeérl;l:N_Q_ _Any"serlous ||Iness/surger|es?
@Yeg oNo [Use tobacco in any form? If yes, what type
YDYe'soNro !ls pre- medlcatlon requlred before dental visits due to heart condmon or artrflual Jornt?
‘l:r_YesA oNo. Takmg any prescription or dally OTC medlcatlons/drugs?
oYes oNo |Do you know of any reason why routine dental procedures mlght pose a ) risk to you our staff or other
|patients? If yes, describe:

Femalen Patlents

i 1
]

DYes DNO Currently nursmg? T loYes oNo icur'rentrPreghant Due date:

» AII Patlents Do you have or have you ever had any of the followmg? (check aII that apply)
1

m] Acrd Reﬂux - ‘c_rWerght Loss S"ur_grerﬂvr ~_|oHearing Problems ‘o Radlanon/ Chemo ;
DADHD fD Cancer/MaIignahcy _ §U Heart attac_k> ”t-J-R;es.piratory Di§eas’e‘ - i
OADSHV  oCerebralpaly  oeartDisease |oRheumaticrever
mhhemia - DChemlcaIDependency » rDHeart Murmurﬁ - *_ oSinus P-robA|em_§__ -
OAnxiety DChlcken Pox |C1Hepat1t|s . OStroke i
DArtificial heart Valve IDDeEressron ~ |oHigh blood oressure o Thyrord Condmon - 1 0 NONE
r:rArhﬁCIal Joints ‘ 7 DDtabetes _ a 1 ) D Kldney Disease “’GTuberculosw |
oOArthritis - ) N DDrzzrness/Falntlng , /0 Liver Problems - 0 Ulcers '- - :
m;\s_t_hrrra- IoEpllepsy/Serzures - Tqut_raIVaIve Prolapse Venereal Drsease o
DAutlsm/Asperger s_‘ _ DFrequent Ear '"fefﬂcln.., ) lnMononucIeosus .,.._ID Other:

DB‘Ieedmg Dlsorder _ DFrequent Headaches 'r:| Psychlatnc Treatment ]'

_ All Patients: Are you ALLERGIC to or have you ever had any _reactlon to the followmg? (check all that apply)

DAspmn !DCodeme IDLactose intolerance IrClSqua Drugs :

— { i 2 L 2 : SPN—
DAnesthenc Local \0Dairy iOMetal Sensitivity IDPemcﬂIm/OtherAntrbroocs ! 0 NONE
oBarbiturates '0Gluten Aquleeping Pills vG Other

7 Medlcatlon Informatlon
AII Patlents Llst all medlcatlons over the counter medrcatlon supplements




Pronghorn Family Dentistry
307-686-1605

Office Policy
Short Cancelled/Mlssed Appomtments
Please give 24 hours notice if you are unable to keep your reserved time. Unless an emergency occurs, we expect to
run on time for your appointments, and we appreciate the same courtesy from you.
Short Cancelled/l\/llssed Appointments will be charged $40. If you have an extended appointment of 90 minutes the
fee will be $60, if the appointment is 2 hours or longer the fee will be $100. Fee must be paid within 30 days. All
appointments will be suspended until fee is paid. You may also be dismissed from our practice if you have more than
3 missed appointments.

Acknowledgment of Prlvacy Practlces _
My 5|gnature ‘confirms that | have been informed of my nghts to privacy regardmg my protected personal and health
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). | understand the terms in
which my personal health and identification information may be used.
| have been informed of my dental provider's Notice of Privacy Practices containing a more complete description of
the uses and disclosures of my protected health information. | have been given the right to review and receive a copy
of such Notice of Privacy Practices. | understand that my dental provider has the right to change the Notice of

“|Privacy Practices and that | may contact this office at the address above to obtain a current copy of the Notice of

Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry
out treatment, payment or health care operations and | understand that you are not required to agree to my
requested restrictions. But if you do agree, then you are bound to abide by such restrictions.

To the best of my knowledge, all of the preceding answers are correct. If | have any changes in my health status or
medication changes, | shall inform the dentist and staff at the next appointment without fail.

| hereby énfhorfie payment direcfly to Dr. Strohschem of the dentalwbene”fits otherwise péyabletvo me.
| nereby aﬂuthorAiEe Dr;ﬁsif.enécnein to reIeraseany”infc}rmation concerningﬂ my neeifh or dental cafe, aavfce,”freartme‘nt
or supplies provided. This information is to be used in administering dental claims and/or discussing treatment
options with other dental/medical professionals.

| understand and agree that (regardless of my insurance status) | am ultimately responsible for the balance on my

account for any professional services rendered.

Signefure: - v ) ‘ }DAate:‘

Relationship to Patient: 1 Adult Patient 1 Parent o Guardian o Other:
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