Dr. Terry G. Box; DDS Dr. Jerwnov Waselues; DDS
PATIENT INFORMATION
Patient’s Full Name: Preferred Name:
Date Of Birth: / / Social Security # - - Marital Status: ___
Mailing Address: City: State: Zip:
Home Phone; Cell: E:Mail
Emergency Contact: Number:
How Did You Hear About Our Ofﬁce?
RESPONSIBLE PARTY
Full Name: Relation To Patient:
Date Of Birth: L Vi Sacial Security # - -
Mailing Address:
Home Phone: Cell: ___ £:Mail
INSURANCE INFORMATION
Dental Insurance Company: Employer;
Name Of Policy Holder: Relation To Patient:
Employer: Subscriber ID:
Group Name: Group Number:
Secondary Dental Insurance Company: Employer:
Name Of Policy Holder: Relation To Patient:
Employer: Subscriber 1D:
Group Name: Group Number:
Print Name:
Signature: Date:
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General Consent fo Dental Treatment During COVID-19

Patient’s Name: Birthdate: Chart #

Thank you for choosing our office for your dental needs. Our goal is to provide you with high quality
dental care. The Arkansas Department of Health (ADOH) has recommended that dental facilities and
healthcare providers may resume services that require minimal protective equipment on May 11,
2020. Because dental work often creates aerosols, it carries an added risk of spreading COVID-19,
This form is being provided to you to identify potential risks of dental treatment during COVID-19.
If you or a member of your household are experiencing symptoms of COVID-19 (e.g., fever, cough,
shortness of breath), please alert a member of our staff immediately. We must be aware of such
symptoms or any positive COVID-19 tests immediately to protect our dental office.

While all dental care has certain inherent risks and complications, patients face additional risks
during the COVID-19 pandemic. These include, but are not limited to, increased risk of exposure to
COVID-19. While we are taking all reasonable precautions to prevent the spread of COVID-19, it is
impossible to eliminate that risk. Dentists and/or staff are exposed to multiple patients, who could be
asymptomatic carriers of COVID-19. Complications of COVID-19 may include acute respiratory
distress syndrome, irregular heart rate, cardiovascular shock, severe muscle pain, fatigue, heart
damage or heart attack. The risk of complications is increased for individuals aged 65 and older, and
individuals with compromised immune systems and/or chronic disease.

By signing this form, you acknowledge that in-person treatment for your dental condition presents
increased risk of contracting COVID-19. You further acknowledge that for us to perform the
treatment, we must be closer than the CDC recommended 6 fi. in proximity. You further agree that
you will follow certain procedures as required by the ADOH, including but not limited to hand
washing and wearmg a surgical mask at certain times.

I¥ YOU EXPERIENCE ANY COVID-19 SYMPTOMS OR TEST POSITIVE FOR COVID-19
AFTER RECEIVING DENTAL TREATMENT, PLEASE CONTACT YOUR PRIMARY
HEALTH CARE PROVIDER AND OUR DENTAL OFFICE IMMEDIATELY. '

I give consent for myself/my child to receive dental treatment during the COVID-19 pandemic
deemed necessary or recommended by the providers at this office.

This consent shall be considered in effect until rescinded or revoked.

{(print your name) (relationship)

{Signature) {date)



Patient’s Full Name: Maie [_| Female[ ]
Date of Birth; Age:

All past and current medical and dental history may be important for your optimal care. Please take time to be as

accurate and thorough as possible in answering the following guestions {use bottom of page or other side if
necessary). THANK YOU!

Below, please list all current medications including non-prescription medication you are {aking and the reasons why you
are taking them;

Medication Name: : Dosage: Condition Being
Treated:

Please list all drug allergies:

Please list all previous surgeries or hospitalizations and dates:




Please Check “Yes™ or “No” to the following Questions & Provide Additional Information as Needed in

the Box or Below.
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Please expand on the above information (refer to the number) or add anything you feel is important:

RELEASE STATEMENT

The above information is accurate and complete to the best of my knowledge. I authorize the dentists and

health-care professionals at INFINITY DENTAL AND LASER CENTER to:

Perform diagnostic procedures and treatment as necessary for proper care.
Release of any information concerning mine or my child’s health care for advice and treatment for the
-purpose of evaluation and administering claims for insurance benefits.

Authorization of photographs, radiographs and other diagnostic records before, during and after treatment

as well as the use of records for scientific presentations and/or literature.

Date:

Patient or Guardian’s Signature:




M i Su i

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You May Refuse to Sign This Acknowledgement*

], , have received a copy of this office’s Notice of Privacy
Practices. '

Signature Date

You may release my health information to the foliowing individuals

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other [Please Specify)



