Dr.Husham Gabralla DDS PC
7939 Honeygo Blvd Suite 103
Nottingham, MD 21236

(410) 933-9350

Patient #

Date

Namg Birthdate SS#
Address City, State Zip
Sex [M [OF [ Marrled 2] Widowed [J single [ Miner
[71 Separated 71 Divorced . ] Partnered for years ’

Home Phons#.{ ) Coll Phone #1(__ ) CeliPhone#2 ()

Employer Employer Phone { )
Employar Addrass Cily State Zip
Spouse or Parent's Name Employer Work Phons ( ) |

" Whom may we thank for referring you? .
phone ()

Person to contact in case of smergency

RESPONSIBLE

h B R
Name of Person

Responsible for ihls Accounl Relation to Patient
Address Home Phone( )
Birthdate Currently a pauen.t inowr office? [JYes [Ne
Employer Work Phone ( )
CefiPhone ()

E-Mall

Name of Insured

Relation to Patient

Birthdate Soclal Security # Date Employed

Employer Work Phone # (_ )

Employer Address ‘ City State Zip

Insurance Company Group # Unlon or Local #

Address City State Zip
How much have you used? Max. Annual Benefit

How much Is your deductible?

o

Name of Ingsured Refation to Patient

Birthdate Social Security # Date Employed

Employer Work Phone # ( )

Employer Address City State Zlp
Insurance Company Group # Union or Local #

Addrass . Clty State Zip

How rrtich is your deductible?

How much have you usad?

Max. Annual Benefil




Reason for today's visit

Date of last dental care

Former Dentigt

Address

Chack ( +) if you hava or have had problems with any of the folfowing:
[} Bad Braath {7 Grinding Testh

Date of last dental X-rays

{7 Sensitivity to hot

[0 Bleeding Gums [ Loose teeth or broken fillings [ Sensitivily to sweets

{3 CHcekling or papping jaw [ Periodontal treatment ] Sensitivity when biting

"I Food collecting between the teeth {7 Sensitifity fo cold [} Sores or growtiss in your mouth

How often do you floss

How often do you brush?

Date of {ast visit

Physlcian's Name

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lonimin, Adipey, Fastin (brand .
names of phentermine), Pndimin {fenfluramine) and Redux (dexfenfiuraraine). [OYes [INo

tHave you aver had any serious lfinesses or operations??  [Yes [TINo If yes, describe

Have you ever had & blood transfusion?  [[Jyes [TNo If yes, give approximats dates

Taking birth controf pitis? [JYes [JNo

(Women) Are you pregnant?  [JYes [INo Nursing? [JYes [INo

Check (v} if you have or have had problems with any of the following:

] Anemia [[] Conganital Heart lesions {7} Hepititls 7] Scarlat Favar
7] Arthritis, Rheumatism [ Cortisone Treatments {1 Hermla Repair {1 Shortneas of Breath
] Astificial Heart Valvas [7] Cough, Persistent {] High Blood Pressure {7} Skin Resh
[1 Adtificial Joints, Pins, etc. [] Cough up Blood 1 HiviAIDS ] Stroke
7 Asthma [[] Diabetes [[] Jaw Pain {7} Swelling of Feet or Ankles
{7] Back Problems [[] Evilepsy ] Kidney Disease "] Thyroid Probiems
[T} Bleeding Abmormally ] Fainting [] Liver Disease [7] Tebacco Habl

[ Blood Dissage * [] Glaucoma {3 Mitral Valve Prolapse [] Tonsilitis
[] Cancer 7] Headaches [] Pacemaker 7] Tuberculosts
] Chemicaf Dependency [T} Heart Murmur [ Radlation Treatment ] Ulger
7] Chemotherapy [T} Heart Problems [] Respiratory Disease {] Venereal Disease
{1 Circulatory Froblems [ Rheumatic fever

List medications you are currently faking:

["} Hemophilia

Allergtes:

To the best of my knowladge, the above Infarmation Is complete and correat. | understand that it is my re
mindor child, ever have a changs in health.

sponsibility to Inform my doctor If 1, or my

Slgnature of of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patlent, Parent, Guardlen or Personal Representative

Relationship to Patlent

Payment is due in full at time of treatment unless prior arrangements have been approved,




DENTAL TREATMENT CONSENT FORM

&
Yease read and initial the items checked below
ind read and sign the section at the botlom of form. Patient Nama

7 1. WORK TO BE DONE

| understand that § am having the following waork done: Fillings Bridges______ Crowns_______Extractions
impacted teeth removed,___ General Anesthesia______Root Canals. Other - '

] 2. DRUGS AND MEDICATIONS _
t understarid that-antibiotics and analgesics and other medications can cause allergic reactions causing redriess and swelling ot
tissues, pain, itching, vormiting, and/oranaphylactic shock {severe allergic reaction}. :

(nitals________)

] 3. CHANGES IN TREATMENT PLAN.
{understand that during treatment itmay be necessary to change oradd procedures because of conditions found while working on

_ the teeth that were not discovered during exarnination, the most common ‘being root-canal therapy {ollowing routine restorative
procedures. lgive my permission'ta the Dentist to make any/all changésand additions as necessary.
. . {nitials }
7] 4. REMOVAL OF TEETH

Alternatives to remuoval have been explained to me (root canal therapy, crowns, and periodontal surgery, ‘gte:) and Fauthorize the
Dentist to remove the following teeth ‘and any others. necessary for reasons in paragraph #3. 1
understand removing teeth does not always remove all the infection, if present, and it may tie necessary to have further treatment. |
understand theéisks_ involved in having teeth temoved, some of whichare pain, swelling, spread-otinfection; dry socket, loss offeeling

in my teeth, lips; tongue and surrouriding tissue (Paresthesia) that canlast for an indefinite period of time (days ormonths) or fractured
jaw. | understand | may need further: treatment by a specialist or even hos;igtaiizatioﬂ. if complications arise during or __t_c_;_t_lqwin_g

treatment; the cost of whichis my responsibility. . R
i ' (Initials___ o3
71 5. CROWN, BRIDGES AND CAPS: _ T
Junderstand that sometimes it is not possible to mateh the color.of natural teeth exactly with artificial teeth. | further understandthat §
may be wearing t€mporary crowns, which may come off easily and that i must be careful to ensure that they are kept on until the
permanent crowns are-defivered, | realize the final oppottunity to make changes inmy new crown, bridge, orcap {including shape, fit,

size, and-color) wili be before cementation. o . i
_ _ o ' o {Initials R

] 6. DENTURES, COMPLETE OR PARTIAL i ' ISR
| realize that full or partiai dentures are artificial, constructed of plastic, mefal, andfor porcelain. The problems of wearing these
appliances Have been explained to me, including looseness, soreness, and possible breakage. | realize the final opportunity to make
changes in my new dentures {including shape;fit, size, placement, and color) will be the "teeth in wax* ry-in visit. | understand that
rmost dentures require relining approximately three to twelve months after initial placement. The cost for this procedure is nat included

inthe initial denture fee.
. ' (Initials_ )

Irealize there s no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, an__c_i
that occasionally metal abjects are cemented in the tooth orextend through the raat, which does nat necessarily affect the success of

the treatment, | understand that occasionally additional surgical procedures may be necessary following root canal treatment
(apicoe_ctomyé T e :
[} 8. PERIODONTAI, L ISSUE & BON o 4 T

| understand that | have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of m‘y_;,egt'ﬁ)
Alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions. understand thal

undertaking any dental procedures may have afuture adverse effect on my periodental condition. :
{nitials_____ )

| understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot fully guarantge resalts. -
acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment which 1 have requested anc
authorized. | have had the opportunity to read this form and ask quastions. My questions have been answered to'my. satisfaction.
consent tothe proposed treatment. S o ‘ o :

Signature of Patient __ _ \ _ Dats

Signature of Pareny/Guardian if patient is a minor _ ... Date




Consent For Use And 'Diéciosure Of Health

Information
Section A, Patient Giving Consent
Name:
Telephone: ' : Emgil:

Section B To Patient ~Please Read The Following Carefully

Purpose Of Consent: By signing this form , you are consenting to our use and disclosuré of your

Protected Health Information (PHI) to carry out Tmhjlem, Payment activities and healthcare

Operation (TPOY.
With'this consent, our office staff may calf your home or other alternative and ldave a message on
voiog mail or in person in reference 16 any itéms that assist thé practice in catrying ouit (TPO),
such as, but mot limited fo, appointment reminders, insurance, insurance/account items and
information pertaining to your clinical care, including favorable laboratory results.

With this-consent, our office staff may mail, or sénd via electronic maii(e-mait), to your home or
other -aftemative location -any items that‘assist the: practice in- carrying out (TPO), such as
appointment reminders casds and account or patient statements. ¢

Witk this consent, you understand that our offiee WILJL, maintain a sign in sheet for all patients to
sign upon arrival , however this sign in sheet will not Tist:a: reasonfor the visit. -Additionally,

schedules that include a patierit’s nains may: be posted throughout the ‘office fo dssist the staff in

healtheare operations, however the reason for the patient’s visit will not be listed in a text that is
readable to other patients. - C _ :

Natice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you
decide whether to sigu this consent. Our notice provides a description of the uses.and disclosures
we gy make of the treatment, payment activities, healtheare operations, and of other important
‘matters concerning your protected health information. A copy of your notice aceompanies this
consent. We encourage you to read it carefully and completely before signing this consent,

We reserve the right to change .out-priviicy practices s described in. our Notice of Privacy
Practices, If we change our privacy practices we willissue a revised Notice of Privacy Practices ,
which will contain the changes: Those changes may apply to any of your protected health
mformation that we maintain, .- - A S BT

You may obtain a copy of our Notice of Privacy Practices including any revision to our notice at
any time by contacting the office manager.- - ST R C
You ﬁava the right to request that our office staf¥ restrict how it uses or discloses you (PHI) to

carry out {TPO). However , the practice is not requited to agree to your requested restriction, if it
does , it-is bound by this consent. R , : .

 Signature:; . R




White Marsh Dental Group

Financial Policy

Dear {patient):

Thank you for selecting us as your dental health care provider, The following information describes our
financial policy. Our primary goal is that you receive the optimal treatments needed to restore and maintain
your dental health. Therefore, if you have any questions or concerns about our financial policies, please do not
hesitate to ask us.

We ask that you read and sign our financial policy. Also, we ask that you complete our patient
information form prior to seeing the dentist.

Payment for service is due at the time services are rendered, We accept personal checks, and for your
convenience, Master Card, Visa, or Discover credit cards. We will help you process your insurance claim for your
reimbursement if we have complete insurance information and if you bring a complete claim form with you to
your appointment. In special instances, we accept assignment of insurance benefits.

HOWEVER, Please be aware:

1. Your insurance policy is a contract between you, your employer, and the insurance company. We
are NOT a party to that contract. Our financial relationship is with YOU, and NOT your insurance
company.

2. Ali charges are your responsibility whether your insurance company pays or not. Not all services are
covered benefits in all contracts. Our financial relationship is with YOU, NOT your insurance
company.

3. Fees for these services, along with unpaid deductibles and co-payments are due at the time of
treatments.

4. If the Insurance company does not pay your balance in full within thirty (30) days, we will ask that
you contact the carrler to help speed things up.

5. If the insurance company does not pay your balance due, in full, within forty-five {45) days, we will
require you pay the remaining balance due with CASH, PERSONAL CHECK, MASTERCARD , VISA, or
DISCOVER. Outstanding balances older than ninety (90) days may be subject to an eighteen percent
(18%) APR interest charge and additional collection and or legal fees. Returned checks will have an
additional fee of thirty dollars ($30.00) added to the check amount. A duplication fee of twenty-five
dollars ($25.00) may be charged to co-pay an x-ray. You may request a copy of your record for an
additional fee.

6. Please note that uniess you cancel your appointment at least twenty-four (24) hours in advance, you
may be charged for a missed appointment at the rate of our normal office visit, Please call the office
as soon as possible if you have to reschedule.

We understand that temporary financial problems may affect timely payment of your balance. We encourage
you to comimunicate any such problems to us so that we can assist you in the management of your account.

Again, thank you for choosing White Marsh Dental Group as your dental health care provider, We appreciate
your confidence in us and the opportunity to serve you.

Patient/Parent or Guardian Signature; Date:




“

Patieni's’ Name:

1

e e ey

FPrecautions __

Health
Oral Cancer Screening  + - ™S+ -
Occlusion Bruxism + -

Oral Hygiene: Excellent Good Fair Poor

Bleeding: None  Slight Mod Severe
Bore Loss: None  Slight Mod Severe
Calculus: None  Slight Mod Severa
Recommended: OH!  Diel instruc.  Flucride TX

Perio Diagnosis

]
PerioClass: ____ P8 ++—

Behavior

£l

BESANN N N3N BT PR S0t 7 A A
e.E\‘_/- Y,‘- & I T ( _

Remarks

CHARGE | PAYMENT | BALANCE

DATE TREATMENT




