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        laskovich Dental

120 S. Crescent Drive     	        Pueblo West, CO 81007	                719-647-9433

Thank you for selecting us as your dental health team! To help us meet all of your needs, it is important that we have as much background information as possible. Please fill out this form completely. If you need any assistance-please don’t hesitate to ask. 

Patient Information:

Name: _____________________________________________________________Preferred:______________________________Date: ___________________________
Address_________________________________________________________________________________State: ________________Zip:___________________________
Home Phone: ____________________________________Cell Phone: ___________________________________Work Phone:______________________________
Email: ________________________________________________________________________________________________________________________________________
DOB: _______________________________________SSN:_________________________________________ Driver’s License#: ________________________________
Marital Status:	       single		married		divorced		widowed

Responsible Party Name: ________________________________________________________         patient    	spouse	          parent/guardian
Primary Dental Insurance:
Name of insured:_______________________________________________________________ Relationship:________________________________________________
Insured’s DOB: ____________________________________SSN:________________________________ OR  Member ID#____________________________________
Dental Insurance Company_________________________________________________________ Phone#:________________________________________________
Employer:____________________________________________________________________________Group# _________________________________________________
Secondary Dental Insurance Coverage: 	       Yes		No
Please note: We will be happy to submit your secondary claim, however, you are responsible for all payments not reimbursed by primary insurance. 
Name of insured:_______________________________________________________________ Relationship:_______________________________________________
Insured’s DOB: _____________________________________SSN:______________________________ OR  Member ID#____________________________________
Dental Insurance Company___________________________________________________________ Phone#: _____________________________________________
Employer: ______________________________________________________________________________Group# ______________________________________________

How did you hear about our office? ______________________________________________________________________________________________________

*Children under the age of 18 must be accompanied by an adult and must have written consent for treatment. 
Disclaimer: I acknowledge that I am responsible for all insurance co-payments on the day of service. Insurance estimates given to me by Blaskovich Dental are based on amounts reported by my insurance and are subject to change. I also agree to pay all finance charges, collection costs, or any other fees incurred to enforce the collection of any outstanding balance. My signature below indicates I understand and agree to all of the above. 

Signature: ________________________________________________________________________________________Date: ____________________________________

www.pueblowestdentist.com

Dental & Medical Health History
Today’s Date_________________________________ Patient Name___________________________________________________________________
EVALUATION: Do you have a specific dental problem? ____________________________________________________________________
Do you notice any of the following? 
· Food gets caught in between teeth
· Tooth sensitivity to hot/cold or anything else
· Bad breath
· Gums bleed
· Clicking/popping of the jaw
· Other
Have you ever had periodontal (gum tissue) treatment, such as deep cleanings, root planing, or periodontal surgery? If yes, when? ________________________________________
Have you ever been pre-medicated for dental treatment? 	Yes 	No     Reason______________________________________

MEDICAL:
Who is your PCP? _________________________________________________________________ Phone______________________________________
Please list all medications (or provide list)___________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you had any major operations?	 		Yes	No	If yes: _____________________________________________
Have you received treatment for osteoporosis?	Yes	No
Have you received treatment for cancer? 		Yes	No	Radiation/ Chemotherapy (circle one)
Have you ever taken Bisphosphonates? (i.e. Fosomax, Boniva, Actonel, Aredia)	Yes	No 
	If yes, how long? _____________________________________________
Do you smoke tobacco? 	Yes	No	Chew tobacco? 	Yes 	No
 (
Are you allergic to any of the following?
       Penicillin          Codeine          Acrylic          Metal
    Latex
          Other (please be specific)
 
___________________
)



Women (are you):	  pregnant	  nursing	taking oral contraceptives
Do you have any of the following:
 (
He
art Attack
     
 
 
Anemia
     
  
Glaucoma
  
                
   
 
 
Renal Dialysis
Heart Murmur
     
 
 
Scarlet Fever
     
  
Arthritis
/Gout 
     
  
Cancer
Mitral Valve 
Prolapse
     
  
Asthma
     
  
Artificial Joint(s)
     
  
Chemotherapy
Congenital Heart Disease
  
    
 
 
 
Easily Winded
     
  
Limb swelling
     
  
Radiation
Pace Maker
     
 
 
Emphysema
              
    
 
  
Cortisone Meds
     
  
Leukemia
Chest Pains
     
 
 
Lung Disease
     
  
Ulcers
     
  
Liver Disease
Irregular Heartbeat
     
 
 
Tuberculosis
     
 
 
Diarrhea
     
  
Hepatitis A, B, C
Artificial Heart Valve
     
 
  
Hay Fever
    
                
 
 
 
Gastric Reflux
                 
  
  
  
Drug Addiction
High Blood Pressure
     
 
 
Sinus Trouble
     
 
 
Weight Loss
     
  
AIDS/ HIV
Excessive Bleeding
     
 
 
Headaches
     
  
Eating Disorder
     
  Venereal 
Disease
Br
uise
 Easily
     
 
 
Stroke
     
 
 
Diabetes
     
  
Shingles
Rh
eumatic
 Fever
   
                
  
  
Seizures/ Epilepsy
   
   
  
  
Hypoglycemia
     
  
Psychiatric Care
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Any other illness not listed above? 	No	Yes: _________________________________________________________________________________
Emergency Contact: ____________________________________________________________________________Phone: _____________________________________
To the best of my knowledge, I have accurately answered the questions on this form. I understand providing incorrect information can be dangerous to my health. It is my responsibility to inform Dr. Mark Blaskovich of any changes to my health history in a timely manner. 

Signature: _______________________________________________________________________________________Date:______________________________________


[image: ]   laskovich Dental

General Dental Consent Form
For your convenience, we have made this generalized dental consent form available for your review and signature. Please do not hesitate to ask our dental staff any questions you may have. 

1. DRUGS AND MEDICATIONS
I understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction).

2. 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, the most common being root canal therapy following routine restorative procedures. 

3. REMOVAL OF TEETH
If the teeth are savable/restorable, the alternatives to removal of teeth are root canal therapy, crowns, and periodontal surgery, etc. I understand removing teeth does not always remove all the infection, if present, and it may be necessary to have further treatment. I understand the risks involved in having teeth removed, some of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (Paresthesia) that can last for an indefinite period of time (days or months) or fractured jaw. I understand I may need further treatment by a specialist or even hospitalization if complications arise during or following treatment, the cost of which is my responsibility.

4. CROWNS, BRIDGES AND CAPS
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must be careful to ensure that they are kept on until the permanent crowns are delivered. I realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be before cementation.
5. DENTURES, COMPLETE OR PARTIAL
I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain. The problems of wearing these appliances include looseness, soreness, and possible breakage. I realize the final opportunity to make changes in my new dentures (including shape, fit, size, placement, and color) will be the “teeth in wax” try-in visit. I understand that most dentures require relining approximately three to twelve months after initial placement. The cost for this procedure is not included in the initial denture fee. 

6. ENDODONTIC TREATMENT (ROOT CANAL)
I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that occasionally metal objects are cemented in the tooth or extend through the root, which does not necessarily affect the success of  the treatment. I understand that occasionally additional surgical procedures may be necessary following root canal treatment (apicoectomy).

7. PERIODONTAL LOSS (TISSUE & BONE)
I understand that serious gum problems can lead to bone infection or bone loss and that it can lead to the loss of my teeth. Alternative treatments include gum surgery, replacements and/or extractions. I understand that undertaking any dental procedures may have a future adverse effect on my periodontal condition. 

I acknowledge that no guarantee or assurance has been made to me by anyone regarding the dental treatment that I have requested and authorized for myself or my minor child. I have had full opportunity to discuss and ask questions regarding the dental treatment, and all questions have been answered to my satisfaction. I understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot guarantee results. 


Printed Patient Name							Date


Signature of Patient or Guardian						Date

PATIENT CONSENT FORM (HIPAA)

I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected health information to carry out:

· Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)

· Obtaining payment from third party payers (e.g. my insurance company)

· The day to day healthcare operations of your practice 

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more complete description of the uses and disclosures of my protected health information, and my rights under HIPAA. 

I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment, payment, and health care operations, but that you are not required to agree to these requested restrictions.

However, if you do agree, you are then bound to comply with this restriction. I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date I revoke this consent is not affected.

Patient Name: _________________________________________________________________________________Date:____________________________


Patient Signature: _____________________________________________________________________________Date:____________________________


Missed / Failed Appointment Policy

Dr Mark Blaskovich takes great pride in offering quality, comprehensive dental care for every patient. We schedule each appointment so that you receive the treatment you need in a reasonable amount of time while still accommodating individual needs.  In order to consistently provide this type of care, it is important that you are on time for your appointments so we can keep our schedule running smoothly. 

Based upon this philosophy we have adopted a no show or last minute cancellation policy. Without at least a 48 hour notice, you are subject to a $30 missed appointment fee. You will be required to pay this prior to rescheduling the appointment. If more than three appointments are missed, you will be dismissed from the practice. We will continue to provide emergency services for 30 days to allow you to find another dentist. I acknowledge that I have read and understand the “Missed or Failed Appointment Policy”. 

~Signature above on this form~



www.pueblowestdentist.com
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