
CONFIDENTIAL - PATIENT REGISTRATION AND MEDICAL HISTORY 

Date______________________________ (PLEASE PRINT) Home Phone ('-_____, _________ 

Preferred Name 

Street Address __________________ City _________ State ___ Zip _____ 


E-mail ___________________ Cell Phone ( ___ _______________
I 

Sex 0 M F Age ____ Birth Date ______ 0 Married 0 Widowed o Single =:J Minor 
o Separated Divorced D Partnered for __ years 

Employer/Parents if Minor ______________ Occupation ___________________ 

Employer Address _______________ Employer Phone '­___1 _____________ 

Spouse/Parent Name _______________ Spouse/Parent Birth Date ____________ 

Spouse/Parent Employed by Occupation 

Business Phone (1--__ 

(Self) Social Security # ______________ Spouse/Parent's Social Security # 

Who is responsible for this account? ___________________ Relationship to Patient 

In case of emergency, who should be notified? _____________ Phone (1-__-1 __________ 

Insurance Co. __________ Group # ___________ SS/ID# of Subscriber __________ 

Is patient covered by additional dental insurance? Yes No Subscriber's Name 

Birth Date SS# /ID# _______________ 

Relationship to Patient ______________ 

Insurance Co. ______________________________ Group # __________________ 

_______________________________________ Date of last visit ________________________ 

Have you ever taken any of the the group of drugs collectively referred to as "fen-phenT These include combinations of lonimin. Adipex, 

Fastin (brand names of phentermine). Pondimin (fenfluramine) and Redux (dexfenfluramine)? Yes No 

Place a mark on "Yes" or "No' to indicate if you have had any of the following: 


AIDS/HIV Yes No Fainting or dizziness DYes D No Respiratory Disease CYes D No 
Anemia DYes No Glaucoma DYes D No Rheumatic Fever CYes D No 
Arthritis. Rheumatism Yes No Headaches DYes D No Scanet Fever Yes D No 
Artificial Heart Valves Yes No Heart Murmur DYes D No Shortness of Breath DYes D No 
Artificial Joints Yes No Heart Problems DYes D No Sinus Trouble DYes D No 
Asthma DYes D No Hepatitis Type DYes D No Skin Rash Yes D No 
Back Problems DYes No Herpes DYes D No Special Diet DYes D No 
Bleeding abnormally with DYes No High Blood Pressure DYes No Stroke DYes D No 

extractions or surgery Jaundice CYes C No Swollen Feet or Ankles DYes D No 
Blood Disease DYes No Jaw Pain CYes No Swollen Neck Glands DYes D No 
Cancer DYes No Kidney Disease CYes D No Thyroid Problems DYes D No 
Chemical Dependency DYes D No Liver Disease CYes C No Tonsillitis DYes D No 
Chemotherapy DYes D No Latex Allergy DYes C No Tuberculosis DYes D No 
Circulatory Problems 
Congenital Heart Lesions 

DYes 
DYes 

No 
D No 

Low Blood Pressure 
Mitral Valve Prolapse 

CYes 
[J Yes 

C No 
C No 

Tumor or growth on head DYes D No 
or neck 

Cortisone Treatments DYes D No Nervous Problems DYes [} No Ulcer DYes D No 
Cough, persistent or bloody DYes No Pacemaker DYes DNo Venereal Disease DYes D No 
Diabetes DYes No Psychiatric Care DYes DNo Weight Loss, unexplained DYes D No 
Emphysema DYes No Radiation Treatment DYes o No 
Epilepsy Yes [J No 

OTHER SIDE -----­



I certify that I, and/or my dependent(s), have insurance coverage with _--:-:-_----::-:-__----=__~---,--and assign directly to Dr. Warren R. Gase 
Name of Insurance Companxies) 

all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by 
insurance. I authorize the use of my signature on all insurance submissions. 

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 treatment plan is completed or one year from the date signed below. 

Signature of Patient, Parent, Guardian or Personal Representative Date 

Do you have any drug allergies or have you ever had an adverse reaction to any medication or anesthesia? DYes D No 


Ifso,what?___________________________________________________________________________________ 


Have you ever responded adversely to medical or dental treatment? DYes D No 


Are you taking any medication at this time? DYes D No If so, what? ____________________________________ _ 


List available to copy? DYes D No 


Pharmacy name & phone #: ___________________________________________________ 


Are you under the care of a physician? DYes D No For what conditions? 


(Women) Do you suspect that you are pregnant? 0 Yes [] No Due date 

Are you nursing? DYes D No Taking birth control pills? DYes D No 

Is there anything else we should know about your medical history? ________________________________________ 

CERTIFICATION 
To the best of my knowledge, the information provided on this form is complete and correct. I understand that it is my responsibility to inform my doctor if I 

ever have a change in health. Signature _________________________ 

MINOR/CHILD CONSENT 
I am the parent, guardian, or personal representative of __---=.,----_::-:-...,...,.:--_.,...,..,,----....,.,,.,-:-:-:__ and there are no court orders now in effect that prohibit 

Please Print Name of Minor/Child 
me from signing this consent. I do hereby request and authorize the dental staff to perform necessary dental services for the child named above, including 
but not limited to x-rays, and administration of anesthetics, which are deemed advisable by the doctor, whether or not I am present when the treatment is 
rendered. 

FINANCIAL AGREEMENT 
I acknowledge that payment is due at the time of treatment, unless other arrangements are made. I agree that parents, guardians or personal representatives 
are responsible for all fees and services rendered for treatment of a minor/child. I accept full financial responsibility for all charges for services or items pro­
vided to me or the patient. I understand that filing a claim with my insurance company does not relieve me from my responsibility for the payment of all charges. 
I agree to pay any collection & or legal fees if applicable. 

Signature of Patient, Parent, Guardian or Personal Representative Date 

Please PRINT name of Patient, Parent, Guardian or Personal Representative Relationship to Patient 

Has there been any change in the patient's health since the last dental appointment? DYes D No For what conditions? ___________ 

Is the patient taking any new medications? DYes D No If so, what? _____________________________ 

Date Patient Signature Date Dentist Signature 



Warren R. Gase, DDS, Inc. 
{NAME OF PRACTICE} 

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 


* You May Refuse to Sign This Acknowedgement* 

I, ______'. have received a copy of this 

office's Notice of Privacy Practices. 

Please Print Name 

Date 

For Office Use 

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

o Individual refused to sign 

o Communications barriers prohibited obtaining the acknowledgement 

o An emergency situation prevented us from obtaining acknowledgement 

o Other (Please Specify) 

© 2002 American Dental Association 

All Rights Reserved 

Reproduction and use of thiS form by dent.sts and their staff IS permitted, Any other use. duplication or distribution of this form by any other party reqUires the pnor 
wotten approval of the American Denta! Ass4ciation, 


This Fonn is educational only. does not constitute legal advice, and COYerS only federal. not state, law (August 14, 2002). 




Warren R. Gase, DDS, Inc. 
(NAME OF PRACTICE} 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BEUSED AND 

- DiScLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFUUY. 

THE PRIVACY OFYOUR HEALTH INFORMATION IS IMPORTANT TO US. 


OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy ofyour health information. We are also 
required to give you this Notice Cibout our privacy practices. our legal duties. and your rights cOn(':erflif'lg your. health'. 
information_ We must follow the privacy practices that are described in this. Notice while, it,isin-effect This Notit:e 
takes.effect ·4 1.14/03.. and wtlll"emain i':l effect·untilwe ref'lace it. .;:.i 

~:~~:~1iet:~?:~~yc:;;r~~~rl;~~V~~r%~~~Ct~~~~l;t:~~~ri~~~~~~:ij~~r»~ll)!~,~€~ei~~~~~.

new terms ofotirNoticeeffectiVe'for aWhealth. iilformalibrilhatwe mainfaih;'iikluding"heillth lnform4tlon we creat­
ed orf"eceived before we rtiadethechanges: BeforeiNe make ~ Si~nificant cha:nge in o~rprivacii:>~aaices.wewill 
change this Notice and make the new Notice available upon request. 

You may request a copy of our Notice at any time. For more information about our privacy practices. or for addition­
al copies of this Notice. please contact u's using the information listed at the end of this tq()tice.· '. 

USES AND DISCLOSURES OF HEALTH INFORMATION 
W~ use and disclose health information about you for treatment:payment. and healthcare.operations_ For example: 

T;'atment: We may use or discic)se your health information to a physician or other hecllthcare-provider pro­
viding treatment to you. 

Payment: We may use and disclose your health information to obtain payment for service~ we provide toyou; 

HealthcareOpefCItions: We.may use and disclose your health information in connection withourhealthcare oper­
ations. Healthcare operatloos inClude quafityassessinent andimprovement activities. n~~reWing the cornpet~nceor 
Qualifications·of healthcareprofessiorials. evaluating practitioner ar1dprovider performance. conduding training 
programs. accreditation. certification. licensing or credentialing activities_ 

Your Authorization: In addition !oour use of your health information for treatment payment or healthcare opera­
tions. you may give us written authorization to use your health information or to disclose it to anyone for allY pur­
pose. Ifyou give us an authorization. you may revoke it in writing at any time. Your revocatiQn,wjllfioiaffectany use 
or disclosureS permitted by your authorization while it was in effect. Unless you give, us a writte'nautho'rhatJon. we' 
cannot use or disclose your hearth information for any reason except those described in this Notice. . 

To Your Family and Friend.: We must disclose y()ur health information to you. as described in th.e Patiellt 
Rights.sediqn of thIs NotiGf:!.Wem,ay disclose your health infofl11ation toa farn~lyrnemqer. frienFloroiber ~r~n 
to the extent necessai-y't{)tlfilpWitflyourhealthtare or with payment foryour heallhc:;an~:tJiJt()(liyifYou agreeihat
we maydo'~o, . . '. '.' "" ' .... ,., . '- .', 

Persons Involved In Cat.:We may useordisclose health informationt()'.notify. oj<a:ssistin the'notlfiCation of 
(incluaif:lg identifying cpr i~atjng)afarnilymember. y~rperSorial repr~'l1tative or allot~rperson responsiplefor 
your~.'Qfyotirlocalifm.~yoor~rU!mHioooiti()n.ordeath,tfYfX'are,pre~flt·t~ri priofto ~s,e ()rdisclO.su~ofYour 
health informcition.· we willprOvi<1eyG\.Iwith'an o,ppoitl.lnltyto ()bi¢ct to such uses or disdosuies~ In the event of your 

, incap:ilciWoremji!tgE!ncy(}ircurri~taflces. we willdfsclose l)ealtbin~ormation based orl.l"tletemiiriatlon using out 
pr6fe$sionaJ;jt:J~g'ment di~loSidg .oo'Ybealtttinformationth(itisdirectiy'relevant to theperS6n'sinvolvementin your 
health-care, We will also use OUl'professiorial juctQrT}enland.ourextJerience with comm~ pr;4c:5tice JOffiCikerea0n­
able inferences of yourbestinteresllna:llowinga person to pick up filled preseriptlons; medic~1 supplies. x-rays. or 
other similarformsDf health information. 

Marketing Health-Related Services: We will not'useyoufhealthinfonnation for marketing communications 
without your written authorization. 

Required by law: We may use or disclose your health information when we are requirW to do so by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that 
you are a possible victim of abuse. neglect. or domestic violence or the possible victim of other crimes. We may dis­
close your health information to the extent necessary to avert a serious threat to your health or safety or the health 
or safety of others. 



National SGc:urity: We may disclose to military authoritie:s the health information of Armed forces personnel under 
certain CIrcumstances. We may disclose to authonzed federal officials health Information required for lav.iul intelli. 
gence. counterintelligence. and other nationat security activities. We may disclose to correctional institution or law 
enforcement official having lawful custody of protected health information of inmate or patient under certain circum. 
stances. 

Appointment Rem!ndefs~ We may use or dlsclose'your health information to provide you with appointment 
reminders (such as voicemail messages. postCatdS. Of lellers). . . 

PATIENT RIGHTS 
Access: You have the right !olook at or get copies of your health information. with limited exceptions. You may 
request that we provide copies in a format other than photocopies. We will use the format you request unlesswe 
cannot practicably do so. (You must make a request in writing to obtain access to you(health information. You may 
obtain alarm to request access.by using the contact information listed aUhe. end of this NOtice. We will charge you 
a reasonable cost'based fee for expenses stiCh as copies and staff time. YOU-may also request ac;::cess by sendi ng us 
a leller to the address at the end of this Notice. If you request copies. we willchargecyQu$O. .:lfcir each page. 
$__ per hour for staff ti'!le to I(,}(:ate ~dcqPY.yQJJr h~ttljllf0n:nflti~arq . -- .§~ies.~j;t¥. 
to you. If you requestan alter;n~~fQrrna~•.~~i'·· ' .. ~/!i)g~~-~~;·t~.::.: .i~~rm~~ilin 
that fOrmat. If you pfefer,.Y"~ W!"~fef:j~~~:SIJfr:lm~, ... a~·~~~t'Q(!jf¥<mi-. .m('lmli:!.,AIl!\ ~)(~afee. Contact 
us using the information listed anhe end ofthisNoti~e for a full explanation ofourfeestrudui'e,) 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates 
disclosed. your health information for purposes. other than treatment. payment. healthcare operations and certain 
other activities. for the last 6 years. but notbti!fore Apn114. 2003. If. You requesUhisilccounting more thanonce in a 
12·month period. we may charge you a reasonable. cost-baSed fee for responding to these additional requests. 

Restriction: You have the right to request that we place <idqjtiOoal restrictionso!1 ou,r IJse pr disclosure of your 
health information, We are not required to agree to these additional restrictions. ·butif we dO. wewill abide byouf 
agreement (except ioan emergency)~ . . 

Alternative Communication: You have the right to requestthat wecommullicate with you about your health infor~ 
mation by alternative means or to alternative locations. (You must make yOUJ request in writingrfourrequest must 
specify the alternative means or location•. aod pfovide S<itisfactory expla~ation how paym~tswiU be han.dled under 
the alternative means or lOcation you request . 

Amendment:You have theright to request .that.veamendyou( health informati9ft(yourrequestmust be in writing, 
and it must explain WilY the information should be amendecl) We maydeny yqur req!Jes1 under certain circumstances. 

Electronic Notice: If you receive this Notice on our Web site or by electronic maH(e-mail) • you are entitled to 
receive this Notice in wrillen form. 

QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or concerns, please contact us. 

If you are concerned that we may have violated your privacy rights. or you disagree with8decisioflwe made. about 
access to your health informatiori or inrespoiise to a reqtJest yeumadeto~ol'restrictthe ulie or disclosure of 
your healthinfo(ma~ion orto haveu$commtlo,iCate with you by aUemati)l.e n1~llfIS oratalf~mative I~tions. you 
may complain to us using the coritac( tmormatirin listed aUhe end of Uri~Notice. You also may submit a written 
complaint to the U.s. Department of Health and Human Services. We will.provide you with the address to file your 
complaint with. the. U;S, Del'lart{l1entof.lrieidth:anaHultlaf\~suptJarequest. 

We support your right tf:l the privacy of your.~jlthlmQrr!uitioa..YieVo!inl1of~tali~te in anyway if you choose to file 
a complaint with usor:~th the U.S, OePaltmenfofHealth andtluman~ . 

Cinm'AnfO.·· . Coota~ .Officer: 'VI .....;..~7·-..,.;.c.I,"';.c.'-:-~~_-,--'---:-_---"'~~--'-::-----:--,--:-~-:-~-:-.....,,__~_-:-__-'-_ 

Telephone: 513-931.;;3001 

Mdress:9294 Winton Rd., Cincinnati, QH 4§231 

1') 2002 Ameftcan Dental AssocIation 

All Rights Resen.ed 

Reproduction and use of Uns form by dentists dOd tt"", staff is 'petmilted. Any otheHl"... duplicalioo or dtStnllu1ioo of this !onn by any other party requires 1tle ptio< 


written approvdl of the Ameacan ()re.otai Assoctation 


This Fonn is educational onf;\ does not coostitute k>(jaf advice. and """""" onIy~.al__.Iaw (Auou.t 14.20021. 


http:onIy~.al
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