- Patient Registration -+~

Patient Information.

First Name:

Preferred Name/Nick Name:
Address:

Phone Number:

Birth Date: Age:
Referred By:

Last Name:

Middle Initial:____

City, State, Zip:

Gender: O Male QO Female

Responsible Party/Parent /Legal guardian Information
First Name:

Address:

Phone #: Cell #:
E-mail:

Birth Date: Gender: O Male O Female
Is the Insurance under this Parent/Legal Guardian? O ves O No

If no, Please list the Parent/Legal Guardian the insurance is under below.

Last Name:
City, State, Zip:

Middte Initial:

Work##: ext.

Responsible Party/Parent /Legal guardian Information
First Name:

Last Name: Middle Initial:_____
Address: City, State, Zip:
Phone #: Cell #: Work #:
Birth Date: Gender: O Male O Female

Emergency Contact (Non Parent/Guardian)
Emergency Contact:

Phone #:

Relationship to Patient:

Primary Insurance Secondary Insurance
Insured Name: Insured Name:

Birth Date: Birth Date:

Soc. Sec. #: Soc. Sec. #:

Insurance Co: Insurance Co:
Address: Address:

City, State, Zip: City, State, Zip:
Employer: Employer:

ATTENTION-PLEASE READ THE FOLLOWING CAREFULLY AND SIGN AT T HE BOTTOM.
*Please be advised if for any reason you/legal guardian cannot bring your child to their scheduled appointment, we MUST have a note signed by you/legal guardl:
stating we are able to treat you child in the caregivers presence. There are NO exceptions, and your child will not be seen without this note.

*If you need to cancel or reschedule we require a 24 hour notice, if no notice is given, your family account will be subjected to a $25 fee per child failed. We aiso
reserve the right to not reschedule your child back.

*All payments are due upon sefvice date. Any payment astangements need to be made prior to day of appaintment. All accounts past due 50 davs will be submi
to collections.

Signature Date:




Or. Kurt Halum, D.M.D.

MEDICAL HISTORY

Patients Oame -

have, or medication that you may be taking,
following questions, '

Aruyoumderaphysldan'scarenow?O Yes O No
Haveyoumbemhosphzkedorhadamaiotopmtbn?o Yes O No

Amyoutakhganymedlam.pih.ordmgs?o Yes O No

Doyouhke.orhmyoutakcn,Phen-Feno'rRedmOYuO No

Are you on a special diet? O Yes O No
Do you use tobacco? O Yes O No

[J Pregnant/Trying 1o get pregnant? [ Nusing?

Women: Are you
ooyoumecmoueaswam?ovu()m [

(] Taking oral contraceptives?

rmyoualb:gtm:nyofmofonowhg?

| O Aspin [ Penicitin [ Codene [ Acryic UMt Jiatex [ Loca Anesthotcn
- 1 O Other it yes, please explain;

;—Doyouhm.whmyouhad.anyolmofoﬂowing?

! ] AIDSMIV Positve (] Chest Paing (] Frequent Hesdaches (] tmeguise Hoartest {3 Scariet Fever

t [ Atzheimers Disease (] Cold Sores/Fever Bisters (] Genitai Herpes (0 Kidney Probiems {7 shingles

] Anaghwtaxia (3 Congenital Hean Disorder {0 caucome [ teukamis [ sicide Cell Disease
O Anemie (] Convutsions [ Hay Fever [0 Uver Disease [ Sinus Troubie

t [J Angine (0 Cortsone Medicine (J Heert Atack/Faiure (J Low Blood Pressure (] Spina Bifca

(7 Artwits/Goen {T] Ciabeses (3 Hesn Murmer {J tung Disease (] Stomachintestinal Disease
[ Artacial Heert vaive (C] Orug Addicson ] Heant Pece Maker [ Meral vaive Proispse [[] Stroke :
(0 Artciat Joint {7 Easty Winced (] Heart Trouble/Disease (3 Pain i Jaw Joines (] Swetting of Limps
O Astma O Emohyzema (] Hemophine (0 Parathyroid Disease {0 Thyroid Disease
] Biood Dissese (J Eplepey or Seizures (J Hepawes a (J Psychtatric Care (7 Tonsims

{7 Biood Transtusion Excessive Blesding [J HepatmBorc [ Radistion Treatments [ Tubercuioss

[ 8reathing Probiem [ Excessive Thirst . [0 Hepes . [J Recent Weight Loss [ Tumors or Growths

l,[jsna.&sn_ [J Faintng Speits/Dtrziness (] High Biood Pressure O Renal Dtatysty {J ucen

(O Concer - (O Frequent Cough (0 Hives or Rash (J Rheunatic Fever (] Veneresi Disesse
{7] chamotreragy O Frequent Dtarrhea ] Hypogiycamia O rRheumatem. (3 Yetiow seundice
Hmywwuhadanyuﬁomiﬂnusnotlkhdabm')() Yes O No if yes, please axpiain;

Mental/Physical Disabilities:

To mebwoimyknomedge. the questions on this form have been accurat
dangerous to my (or patient's) heaith, It is my responsibikty to inform the ¢

t providing incorrect information can be
ental office of any changss in medical statys,

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Acknowledgment of Receipt of Notice of Privacy Practices and HIPAA
Non-Secure Communication Consent Form

Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:

This consent form allows Kurt M. Halum, DMD, PC to use and disclose information about me protected under the Health
Insurance Portability and Accountability Act of 1996. This information may be used or disclosed to carry out treatment,
payment or health care operations.

Kurt M. Halum, DMD, PC has provided me with a Notice of Privacy Practices, which more completely describes such uses and
disclosures. It provided this notice prior to my signing this form in accordance with my right to review its practices before
signing consent.

lunderstand that the terms of the Notice of Privacy Practices may change and that I may obtain revised notices by contacting
the Privacy Officer at Kurt M. Halum, DMD, PC.

I hereby authorize Kurt M. Halum, DMD, PC to use unsecured email and mobile phone test messaging to transmit to me
the following protected health information: 1) Information related to the scheduling of appointments; and, 2)
Initial  Information related to billing and payment.
I'hereby authorize that Kurt M. Halum, DMD, PC may leave messages on my voicemail to confirm appointments, and/or
Initial may speak with other members of my household and leave messages with them regarding my appointments.

___Email ___Home Phone __ Office Phone __Cell Phone
I hereby authorize that Kurt M. Halum, DMD, PC may disclose my health information to any person(s) who accompany
Inital me to my appointment, and are present with me in the office while I meet with my dentist and staff.
[ hereby authorize that Kurt M. Halum, DMD, PC may disclose my personal health information to the person who I have
Initial  listed as my emergency contact.

initial__I hereby authorize that Kurt M. Halum, DMD, PC may disclose my personal health information to the following person(s):

Name Telephone Number Relationship to Patient

[understand that at any time I have the right to revoke this consent provided that I do so in writing, but that Kurt M. Halum,
DMD, PC services may still use information to complete any actions that it began prior to my revoking consent and which rely
on my protected health information. I understand that Kurt M. Halum, DMD, PC may refuse service if I revoke this consent.

lunderstand that I have the right to request - now and in the future - how protected health information is used or disclosed to
carry out treatment, payment and health care operations, and must be provided by me in writing. I understand that while Kurt
M. Halum, DMD, PC is not required to agree to my requested restrictions, if it does agree, it is bound by that agreement.

By my signature below, I affirm the above information.

Signature of Patient Date:
Signature of Parent (if minor) /
Authorized Representative Date:
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