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Dr. Scott Ferguson

PATIENT INFORMATION

Name: Birthdate:

Address: City, State & Zip code:

Phone Number: E-mail:

Emergency Contact: Phone Number:

Relationship to Patient:

General Dentist:

PRIMARY DENTAL INSURANCE INFORMATION

Name of Subscriber: Relationship to Patient:
Insurance Company Name: Birthdate of Insured:
Subscriber ID/SSN#: Group #:

Name of Employer:

SECONDARY DENTAL INSURANCE INFORMATION (if applies, please fill out.)



Name of Subscriber: Relationship to Patient:

Insurance Company Name: Birthdate of Insured:

Subscriber ID/SSN#: Group #:




MEDICAL HISTORY

Patients Name: Date:
Your Medical Physician’s Name:

List of current medications you are taking:

Any current allergies?

Medication Allergies?

Do you need to premedicate due to a heart condition or artificial joints for dental
treatment? (Circle) YES or NO

Have you received or are you currently taking medication known as bisphosphonates
(For example, Zometa, Aredial or Fosamax?) (Circle) YES or NO

Any History of: Medications for History

Arthritis Yes_  No_

Artificial Joints Yes_ No___ Howlong ago
Asthma Yes___ _No___

Cancer Yes__ _No___

Diabetes Yes_ No___ Typel Type ll
Emotional Stress Yes__ No__

Epilepsy/ Seizures Yes_  No_

Glaucoma Yes  No_

Heart Problems Yes  No__

Heart Valve Problems Yes_ No____

Hepatitis Yes No_ ABC
High Blood Pressure Yes_ No

HIV /AIDS Yes___ _No___

Kidney/Liver disease Yes No_

Osteoporosis Yes No_

Pregnant Yes_ No_ Due Date:
Prolonged Bleeding Yes_ No__

Rheumatic Fever Yes_ No__

Sinus Problems Yes No_

Sleep Apnea Yes No_

Tobacco Use Yes No__ Smoke or Chew?

Complications/Allergy to Local Anesthetics, Nitrous Oxide, and/or IV Sedation?

(circle) YES or NO

Any Additional Medical Notes: Other

Preferred Pharmacy:

Date:

Signature:



OFFICE PRIVACY POLICIES

THIS NOTICE: Describes the privacy policies of this dental office. This office strives to maintain
confidentiality as far as your dental treatment information. In this summary, we describe how
this confidential dental and health information is used and disclosed and how you can gain
access to this confidential information. (A more detailed copy all our office policies are lamented
in this folder.)

TEXING: By providing your mobile phone number and opting into our SMS messaging service,
you consent to the collection, use, and storage of your information as outlined in this policy. We
collect your number when you sign up through our website, app, or directly with our staff
through our intake form (s) and use it solely for transactional, informational, and promotional
messages related to our services. Your information is protected with industry-standard security
measures and is not shared with third parties for marketing purposes, though it may be shared
with our SMS service provider strictly for message delivery.

In these cases, we will never share your information unless given written permission: Marketing
purposes, fundraising, and the sale of information. We may also create and distribute de-
identified health information by removing all references to individually identifiable information.
By checking this box, | consent to receiving text messages from Skyline Implants &
Periodontics. Message and Data Rates may apply. Reply STOP to opt-out of future messaging
or reply HELP for additional messaging help. Messaging frequency may vary. See privacy
policy for more information on your data security. Please be informed that by clicking submit,
you are not consenting to any unsolicited SMS from Skyline Implants and Periodontics.
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https://skylineperio.com/tpn/c/C1787/
docs/20231221-Notice-of-Privacy-Policies-c1787.pdf*

BACKGROUND INFORMATION: We are required by applicable law to maintain confidentiality
of dental health information generated for patients during treatment. We are required to notify
all patients about our privacy practices and patient right concerning your health information.
These office privacy policies take effect as of April 14th, 2003 and will remain in effect until
amended by this office. We reserve the right to change the privacy practices of this office and
the terms of this notice as any time, provided that such changes are permitted by appliable law,
and we will make you aware of any changes we make. Our patients are welcome to request
copies of our privacy at any time.

APPOINTMENT REMINDERS: We may use or disclose basic dental information insofar as
the fact that you have a dental appointment scheduled in the form of appointment reminders
suchas voicemail messages, postcards, letters, or e-mail messages.

ACCESS: You have the right to read over or obtain copies of your dental health information,
with limited exceptions. Utah law (R-156-69-502(7) specifies that original records must
remain in possession of the treating dentist for seven years, but you may request copies.

DISCLOSURE TO FAMILY AND FRIENDS: You have the right to read over or obtain copies
of your dental health information, with limited exceptions. Utah law (R-156-69-502(7)
specifies that original records must remain in possession of the treating dentist for seven
years, but you may request copies. You have the right for us to disclose your own personal
dental health information, when the additional HIPPA form attached is filled out, which is
attached on the next page. Your health information is protected under HIPPA law.

QUESTIONS AND COMPLAINTS: If you want additional information about our privacy
policies or have questions or concerns, you should contact our privacy officer. If you believe
orare concerned that we may have violated your privacy rights, or you disagree with a
decision wemade about access to your dental health information, you may complain to us
by writing to our privacy officer. You also may correspond with the U.S. Department of
Health and Human Services. We will provide you with the address of the U.S. Department
of Health and Human Services upon request.

INSURANCE VERIFICATION: As your dental insurance advocates, we always strive to get
you are the most up to date information on your dental insurance plan. However, every time
we obtain information from your dental insurance, they always inform us, “it is not a
guarantee of benefits and may be subject to change when a claim is submitted,” meaning
they cannot guarantee benefits and neither can we. We do everything possible to find out
before your treatment appointment so if you have any questions/concerns, please notify



treatment consultant.

CANCELLATION/ NO SHOW POLICY: We understand that sometimes situations and
circumstances arise that are out of our control and that can at times cause us to have to
reschedule appointments, especially when these can at times be unforeseen. We
understand things just happen sometimes that are out of our control. However, starting as
of August 29th, 2023 we do need to inform all our patients that our new policy is in effect. If
patient either does not show up for your scheduled appointment or calling to reschedule
with less than 48 hours’ notice, we will have to charge your account a $100 nonrefundable
fee. (This excludes any post op or x-ray exam appointments.)

ACKNOWLEDGEMENT OF OFFICE PRIVACY POLICIES:

[, , have read the office policies
above.
(Signature)

Print Name: Date:
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IMPLANTS AND PERIODONTICS

‘\/

Your Signature Below is Necessary for us to:

Process all insurance claims,

To ensure payment for services rendered,

To release medical information to insurance companies, AND

To release and/or obtain information to/from other medical/dental
providers, when necessary, for your treatment.

B wWwNRE

I, authorize the release of all medical information necessary to process my claims and I authorize
the release of this same information, when necessary, to other providers rendering medical/dental
care.

Patient Print Name: Date:

Patient Signature:

Health Information Release Consent
In order to assist you in receiving your health information from our office, please complete this form.
I, authorize the persons listed below to have access to all my health information. This office is permitted
to share any information with them that is disclosed during office visits.

Persons authorized to receive my information (full name, relationship, and phone number):
Name Relationship Phone Number

Office Use Only:

Witness: Date:
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