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PATIENT II;IFORMATION

:2 DENTAL INSURANCE

Date

SS/HIC/Patient 1D #

Patient Name

Occupation

Last Name
First Name Middle Initial
Address
City
State Zip
E-mail
Sex M [JF Age
Birthdate
[ Married [ Widowed [J Single [ Minor
[] Separated 3 Divorced [dPartnered for ______ years

Patient Employer/School

Employer/School Address

Employer/School Phone (

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

I No

Is patient covered by additional insurance? [ Yes

Subscriber's Name

Birthdate SS#

Relationship to Patient

&) Insurance Co.

Group #

ASSIGNMENT AND RELEASE

| certify that I, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(ies)

br. all insurance benefits, #
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. I authorize

the usSe of my sighature on ar Sty an e SUb S S Toms e

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company{ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
tﬁ>at<ment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

g

R

;SPHONE NUMBERS

Home ( )

Work ( )

Ext Cell Phone ( )

Spouse’s Work ( )

Best time and place to reach you

Name

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Relationship

Home Phone ( )

Work Phone ( )

DENTAL HISTORY

Reason for today's visit

Former Dentist
City/State
Date of last dental visit
Date of last dental X-rays

Place a mark on “yes” or “no” to indicate if you
have had any of the following:

Bad breath [lYes [INo
Bleeding gums Cves [JNo
Blisters on lips or mouth [OYes [INo
Burning sensation on tongue [lYes [JNo

Chew on one side of mouth JYes [JNo  Mouth breathing CYes [INo
Cigarette, pipe, or cigar smoking [JYes [JNo  Mouth pain, brushing [JYes [INo
Clicking or popping jaw [(JYes [ONo Orthodontic treatment [dYes [INo
Dry mouth [1Yes [JNo Pain around ear [JYes [No
Fingernail biting [JYes [ONo Periodontal treatment [JYes [ No
Food collection between the teeth [JYes [JNo  Sensitivity to cold [1VYes []No
Foreign objects CJYes [[JNo  Sensitivity to heat [JYes [ No
Grinding teeth [(OYes [INo  Sensitivity to sweets [dYes [INo
Gums swollen or tender [dYes [JNo  Sensitivity when biting [dYes [INo
Jaw pain or tiredness [JYes [JNo  Sores or growths in your mouth {JYes [ No
Lip or cheek biting [OYes [JNo How often do you floss?

Loose teeth or broken fillings [JYes [JNo How often do you brush?.
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Physician's Name Date of last visit
Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [[JYes [ No
Place a mark on "yes" or “no” to indicate if you have had any of the following:
AIDS/HIV [QYes [JNo Epilepsy [JYes [JNo Radiation Treatment TJYes [INo
Anemia : [JYes [JNo Fainting or dizziness [JYes [_1No Respiratory Disease [dYes [INo
Arthritis, Rheumatism {OYes [1No Glaucoma [Yes [JNo Rheumatic Fever JYes [INo
Artificial Heart Valves [JYes []No Headaches : [JYes [JNo Scarlet Fever JYes [ No
Artificial Joints [dYes [JNo Heart Murmur [JYes [JNo Shortness of Breath [JYes [1No
Asthma [JYes [JNo Heart Problems [OYes [JNo Sinus Trouble JYes [ No
Back Problems OJYes [ No Hepatitis Type [JYes [JNo  Skin Rash OYes [INo
Bleeding abnormally, with Herpes [JYes [JNo Special Diet dYes [ No

extractions or surgery ClYes [ONo  High Blood Pressure CJYes [JNo  Stroke (JYes [INo
Blood Disease OYes [JNo  jaundice [OYes [[INo Swollen Feet or Ankles CYes [[INo
Cancer OYes [INo  jaw Pain ClYes [INo  Swollen Neck Glands JYes [INo
Chemical Dependency [iYes [INo Kidney Disease [(JYes [INo Thyroid Problems [(dYes [JNo
Chemotherapy OYes [INo  |iver Disease [OYes [JNo Tonsillitis [JYes [INo
Circulatory Problems OYes [INo | 4w Blood Pressure [(JYes [JNo Tubercuiosis [JYes [ No
Congenital Heart Lesions CYes [ONo  itral Valve Prolapse [CiYes [ONo  Tumor or growth on head
Cortisone Treatments CdYes [ONo  Nervous Problems [MDYes [JNo or neck [JYes [JNo
Cough, persistent or bloody OYes [ONo  pacemaker [TYes [JNo Ulcer dYes [ONo
Diabetes [(JYes [JNo Psychiatric Care [JYes [JNo Venereal Disease [Yes [ No
Emphysema [JYes [JNo Weight Loss, unexplained [JYes [1No
Do you wear contact lenses? [OvYes [JNo
Women:
Are you pregnant? [dYes [JNo Due date Are you nursing? [JYes [JNo
Taking birth control pills? [] Yes [ No
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MEDICATIONS ALLERGIES

List any medications you are currently taking and the correlating {7 Aspirin (] Local Anesthetic
diagnosis:
(] Barbiturates (Sleeping pills) [ Penicillin

] Codeine ] Sulta
) lodine [7] Other
Pharmacy Name [J Latex

Phone ( )

U P D AT E S (To be fl]led in at future appomtments)

Has there been any change in your health since your last dental appointment? [] Yes ] No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Doctor's Signature Date
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Has there been any change in your health since your last dental appointment? [J Yes [JNo

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date

Doctor's Signature Date
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BRANSON DENTAL
H. KENNETH BRANSON D.D.S.
1305-F BROWN TRAIL
BEDFORD, TX 76022
817-285-8825 Metro 817-268-6677 Fax 817-285-9126

ACKNOWLEDGEMENT & CONSENT OF NOTICE OF PRIVACY PRACTICES

MY OFFICE COMPLIES WITH ALL THE FEDERAL HIPAA AND TEXAS PRIVACY ACTS IN
PLACE. WE PROMISE NOT TO DISCLOSE ANY INFORMATION WITHOUT YOUR
WRITTEN CONSENT.

I, HAVE READ AND UNDERSTAND DR. BRANSON’S
(YOUR NAME HERE)
OFFICE NOTICE OF PRIVACY PRACTICES.




BRANSON DENTAL

H. KENNETH BRANSON, D.D.S. H. KENNETH BRANSON, D.D.S.
1305-1 BROWN TRAIL 8436 DENTON HWY, STE 218
BEDFORD, TX 76022 WATAUGA, TX 76148
817-285-8825 817-281-8225

METRO: 817-268-6677 FAX: 817-281-3896

FAX: 817-281-9126

I GIVE CONSENT FOR DR. KEN BRANSON TO USE LOCAL ANESTHESIA (A
TOOTH NUMBING AGENT) ON ALL PROCEDURES WHERE IT IS DEEMED
NECESSARY.

SIGNED DATE:




GENERAL DENTISTRY INFORMED CONSENT

WORK TO BE DONE — I UNDERSTAND THAT I AM HAVING AN INITIAL EXAM & XRAYS TODAY.
[F FURTHER TREATMENT IS NECESSARY A TREATMENT PLAN WILL BE GIVEN TO ME AND

EXPLAINED..

DRUGS AND MEDICATION — I UNDERSTAND THAT ANTIBIOTICS, ANALGESICS AND OTHER
MEDICATIONS CAN CAUSE ALLERGIC REACTIONS CAUSING REDNESS AND SWELLING OF
TISSUES, PAIN ITCHING, VOMITING, AND/OR ANAPHYLACTIC SHOCK. ANTIBIOTICS MAY ALSO
INTERFERE WITH THE EFFECTIVENESS OF MY ORAL CONTRACEPTIVES (BIRTH CONTROL PILLS)
AND I MAY NEED TO USE ALTERNATIVE FORMS OF BIRTH CONTROL DURING ANTIBIOTIC

THERAPY.

CHANGES IN TREATMENT PLAN — I UNDERSTAND THAT DURING TREATMENT IT MAY BE
NECESSARY TO CHANGE OR ADD PROCEDURES BECAUSE OF CONDITIONS FOUND WHILE
WORKING ON THE TEETH THAT WERE NOT DISCOVERED DURING EXAMINATION. FOR
EXAMPLE, ROOT CANAL THERAPY FOLLOWING RESTORATIVE PROCEDURES AND A TREATMENT

PLAN WILL BE GIVEN TO ME.

[ UNDERSTAND THAT DENTISTRY IS NOT AN EXACT SCIENCE AND THAT, THEREFORE,
REPUTABLE PRACTITIONERS CANNOT PROPERLY GUARANTEE RESULTS. I ACKNOWLEDGE
THAT NO GUARANTEE OR ASSURANCE HAS BEEN MADE BY ANYONE REGARDING THE DENTAL
TREATMENT WHICH I HAVE REQUESTED AND AUTHORIZED.

I HEREBY AUTHORIZE DR. BRANSON TO PROCEED WITH AND PERFORM THE DENTAL
RESTORATIONS AND TREATMENTS AS EXPLAINED TO ME. I UNDERSTAND THAT REGARDLESS
OF ANY DENTAL INSURANCE COVERAGE I MAY HAVE, I AM RESPONSIBLE FOR PAYMENT OF
DENTAL FEES.

AS A PATIENT OF BRANSON DENTAL , I ACKNOWLEDGE THAT I HAVE RECEIVED THE ABOVE
DISCLOSURES CONCERNING DENTAL PROCEDURES. EVEN THOUGH I AM NOT REQUESTING ALL
OF THE TREATMENTS, AT THIS TIME.

BY SIGNING THIS FORM I ACKNOWLEDGE THAT I HAVE READ THIS ENTIRE FORM AND ACCEPT
THE DISCLOSURES MADE ON IT.
v .

SIGNATURE OF PATIENT

DATE




