REGISTRATION AND TREATMENT

Date Home Phone ( )
Cell Phone ( )
PATIENT INFORMATION
Name N e s T SS/HIC/Patient ID #
Address E-mail
City State Zip
Sex(JM [JF Age Birthdate [ Married [JWidowed [ Single [J Minor
[ Separated  [] Divorced [] Partnered for years
Patient Employer/School Occupation
Employer/School Address Employer/School Phone ( )
Whom may we thank for referring you?
In case of emergency who should be notified? Phone ( )
PRIMARY INSURANCE
ke b Last Name First Name Middle Initial
Relation to Patient Birthdate ID#/Soc. Sec. #
Address (If different from patient's) Phone ( )
City State Zip
Person Responsible Employed By Occupation
Business Address Business Phone ( )
Insurance Company.
Contract # Group # Subscriber #
Names of other dependents covered under this plan
ADDITIONAL INSURANCE
Is patient covered by additional insurance? []Yes [JNo
Subscriber Name Relation to Patient Birthdate
Address (If different from patient’s) Phone ( )
City State Zip
Subscriber Employed by Business Phone ( )
Insurance Company Soc. Sec. #
Group # Subscriber #

Contract #

Names of other dependents covered under this plan

Please Complete Above Information and Next Page
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ADILA S, BAIG, D.D.S.
84 Scott Adam Road, Suite 308
Cockeysville, MD 21030
410-806-8668 : ‘

CONSENT FOR TREATMENT

| hereby authorize Doctor Baig and/or designated staff to take x-rays, study models, photographs, and
any other diagnostic aids deemed appropriate by the dootor to make a thorough diagnosis of
(name of patient) 's dental needs.  Initials

Upon such diagnosis. | authorize the doctor to perform all recommended treatment mutually agreed
upon by me and to employ such assistance as required to Srovide proper care. Initials

3 | agree to the use of anesthetics, sedatives and other medications a necessary. | fully understand
thag using anesthetic agents embodies cartaln risks. | understand that | can ask for a complete
recital of any possible complications. Initials

4

Lastly. | agree to be responsible for payment of all services rendered on my behalf or my dependents.
| understand that payment Is due at the time of service uniess other arrangements have been made. In

the event payments are not received by agreed upon dates, | understanc that a late charge may be
added to my account Initials

Sode

FINANCIAL POLICIES

gNg ratent Balance

Should you have a balance due on your account, we will send you @ monthly statement. The statement may
.. show any previous balancee, new charges to the account, payments and/or credits applied to the account

and any additional fees if applicable. All balances on accounts are due as indicated on your statement
uniess Payment Arrangements have been made with our office

Shouid your account become in default by 60 days It will be placed on hold unti! satisfactory

payment and/or payment arrangements have been made with our office. Should your account become in
default by 90 days, it may be turned over to our third party collection agency, in which case you may be
assessed a $25 fee for this service. Accounts that have been turmed over to our third party collection agency

are subject to dismissal from our practice with 30-days notice. Initials

There 18 a return check fee of $35 for all checks retumed by the bank and this charge will be added to your
account Initials

Missed Appointments

Wae require 24 hour notice for canceliation of scheduled appointrents. If 24 hour notice is not given, a fee of
$30 may be imposed and will be added to your account, Initials

Patient Date____ - Winess

Patient or Responsible Party Relgtionship to Patient -~

We accept payment in the form of Cash, Check. Money Order Cashier's Check. Visa, MasterCard.Discover.



Adila S. Baig, D.D.S.
54 Scott Adam Road, Suite 308
Cockeysville, Maryland 21030

ACKNOWLEDGMENT OF REVIEW OF NOTICE OF PRIVACY PRACTICES
" You May Refuse to Sign This Acknowledgment”

' have reviewed a copy of this
office’s Notice of Privacy Practices.

(Please Print Name)

SANTICES

Signature

Date

- For Office Use Only

We attempted to obtain written adcknowledgment of review of our Notice of Privacy Practices, but acknowledgment
could not be obtained because:

> Individual refused to sign \DTIRES
Lo Communications barriers prohibited obtaining the acknowledgment
<> An Emergency situation prevented us from obtaining acknowledgment

RS Other (Please specify)

American Dental Association - All Rights Reserved

This Form is educational only, does not constitute legal advice and covers only federal, not state, law (8/14/2002).
Reproduction and use of this form by dentists and their staff Is permitted. Any other use, duplication or distribution of
this form by any other party requires the prior written approval of the American Dental Association.



Time 1:44 PM Date 10/13/2021

Patient Name: Date Created:

———— e —————————)

Mhﬁmmﬁmhmhmﬂmﬂmm,mnmhhop.tofmm&ebody. mdmmmtywmymrum""mmb‘
td:hg m‘dh.vemmumhhrd-mumhdmbvyywﬂrm Thank you for g the fc

- —————————

-;; Anyoumdu.phy!ldm‘lmenaw? OYa 0“0 lfyu l | f
Have you ever been hospitalized or had a major operation? O vYes ONo If yes r l |
|
Have you ever had a serious head or neck injury? O Yes () No If yes {
I
Areyou taking any medications, pills, or drugs? O Yes ONo Ifyes | 2 ; J
Do you take, or have you taken, Phen-Fen or Redux? OvYes ONo If yes | s 1’
| Haveyou ever !lken Foumm Bonlvn, Actonel or th | |
| medications orany other (yves QO No If yes i
Are you on a spedal diet? O Yes ONo
‘ Do youuse tobacco? O vYes ONo
E Do you use controlled substances? 0 Yes 0 No Ifyes r T
e ey i : e e e TR
| Pregnutl‘nylng togetpregnmt? Nursing? Taking oral contraceptives? l
O O \
|
| Are you *-ﬁ: to any of the following?
| |[JAspirin [TPenicillin [ Codeine [ Acrylic ‘
| [OMetal [JLatex [[] Sulfa Drugs [[JLocal Anesthetics i
Other? (] Ifyes | i
&T;;;:e,uhaveywhd,myofhfnlowtg?’ﬁ 5y iy
AIDS/HIV Positive (O Yes (ONo |Cortisone Medidne O Yes (ONo |Hemophilia O Yes ONo |Radiation Treatments QYes QNo
Alzheimer's Disease () Yes (ONo |Diabetes QO vYes ONo |HepatitisA O Yes ONo [RecentWeightLoss OYes ONo
Anaphylaxis O Yes ONo |DrugAddiction O Yes O No |HepatitisBorC QO Yes ONo [RenalDialyss O Yes ONo
Anemia O Yes O No |EasilyWinded QO Yes QONo |Herpes QO Yes ONo |Rheumatic Fever Oves ONo '
Angina OYes ONo |Emphysema O Yes ONo |HighBlood Pressure O Yes ONo [Rheumatism OYes ONo i
Arthritis/Gout O Yes O No |Epilepsy orSeizures O Yes O No |HighCholesterol O Yes ONo [Scarlet Fever O Yes OMNo '
Artifidal HeartValve (O Yes (ONo [ExcessiveBleeding O Yes (ONo [HivesorRash QO Yes ONo [Shingles OvYes ONo
Artificial Joirt O Yes ONo |ExcessiveThirst QO Yes ONo [Hypoglycemia O Yes ONo |[SickleCellDisease OYes ONo |
Asthma Yes No |FaintingSpells/Diziness () Yes () No |IrregularHeartbeat QO Yes QNo [SinusTrouble Yes No
QvYes O OvYes O
Blood Disease QO Yes (ONo |Frequent Cough QYes OONo [Kidney Problems QO Yes ONo [SpinaBifida OvYes ONo
Blood Transfusion O Yes ONo Frequent Diarrhea O vYes ONo [Leukemia QO Yes O No |Stomach/IntestinalDisease () Yes () No
Breathing Problems O Yes O No Frequent Headaches O vYes ONo [LiverDisease O Yes ONo [Stroke O Yes ONo
Bruise Easily O Yes (ONo |[GenitalHerpes O Yes ONo |LowBlood Pressure QO Yes ONo |Swelling ofLimbs OYes ONo
Cancer O vYes ONo [Glaucoma O vYes QONo |LungDisease OYes OQNo |Thyroid Disease O Yes ONo
Chemotherapy OvYes ONo |Hay Fever O Yes O No |MitralValve Prolapse O vYes ONo |Tonsilltis OYes ONo
Chest Pains (O Yes OONo |HeartAttack/Failure O Yes ONo |Osteoporosis QO Yes ONo [Tuberculosis OYes OMNo
Cold Sores/FeverBlistas () Yes (O No |Heart Murmur O Yes ONo [PaininJaw Joints O Yes ONo |TumorsorGrowths OvYes ONo
Congenital Heart Disorder () Yes () No [Heart Pacemaker O Yes (O No |Parathyroid Disease QOYes ONo (Ulcers OYes ONo
Convulsions O Yes ONo [HeartTrouble/Disease O Yes O No |PsychiatricCare O Yes ONo |VenerealDisease OvYes ONo
Yellow Jaundice O ves ONo
Haveyiou;;u had any serious lliness not listed above? O Yes 0 No Ifyes | ;
e ema — ——— — e ey
|
i
To I;h;t:fmyhm on lfh fomtuvelxsncnntdylmad lumnmdmatwov&nharrecthfnmuummbeduwu to my (or patient’s) hemlth. It-my
responsibiity mnﬁmhwdoﬁnofmydwhmeddmu
Sgrature of Patient, Parent or Guardan: S % 8 7 i




