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Registration and Health History

Patient Information

Reason for this visit:Today's Date:

Patient's Name:

(Last)     (First)       (｀ lI)

Address:

Home # Work#

DL# Sex:

Employer:

Person to contactin an emergency

IfPatient is a ininor,give parcnt or guardian's nalne

DOB: SS#:

State: Zip:City:

Ccll#

Marital Status‐ :

Email:

Phone #

How did you hear about our office?

D ental I n s urance I nfo rmation

Relation to patient:lnsured's Name:

Insured's SS#: DOB:

Insured's Address (if different than above):

City: State: DOB:

lnsured's Employer:

Claims Address:

lnsurance CompanY:

Group #: Effective Date of Coverage:
Phone #:
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It is important that we know your medical and dental

Health. The information is strictly confidential and will
completely filling out this questionnaire.

How long since you have seen a dentist?

Previous Dentist's Name:

Dental History

history. These facts have

not be released to anyone

656S hl. Cherles Street
Fhysicians Pavilion Wesi, Suite 601

Baltimore, MD E1AO4
? 443-519-5pS3
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a direct bearing on your Dental
without approval. Thank you for

Date you last had x-rays taken:

Last complete exam date:

Major dental concern?

Do your gums bleed while brushing or flossing?

Are your teeth sensitive to hot or cold
liquids/foods?
Are your teeth sensitive to sweet or sour

liquids/foods?
Do you feel pain to anY of Your teeth?

Do you have any sores of lumps in or near your

mouth?
Have you had head, neck or jaw injuries?

Have you ever experienced any of the following
problems in your jaw?

Clicking
Pain (oint, ear, side of face)

Difficulty in oPening or closing
Difficulty in chewing

Do you have frequent headaches?

Do you clench or grind Your teeth?

Do you bite your lips or cheeks frequently?

Have you ever had any difficult extractions

the past?

Have you ever had any prolonged bleeding

following extractions?
Have you had any orthodontic treatment?

Do you wear dentures or Partials?
If yes, date of Placement

Have you ever received oral hygiene

instructions regarding the care of your teeth

and gums?

Do you like Your smile?
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Medical History

Physician:
Office Phone:

List all medications you're currently taking

Circle any of the following medications to which you are allergic or have ever reacted

Aspirin Any Metals Barbiturates Iodine Latex Local Anesthetic Nitrous Oxide

Y N Are you under medical treatment now?

Y N Do You use tobacco?
y N Have you been hospi talizedfor any surgical operation or serious illness within the last 5 years?

If yes, please exPlain

Women OnlY:

adversely:

Penicillin Sulfa Other
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Ｙ

Ｙ

Are you pregnant or think You may

Are you nursing?
Are you taking oral contraceptives?

be pregnant?
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Check any ofthe following that you havc had or prcscntly have:

_High Blood Pressllre    Hcart Disease

_ Heart Attack

_ Rheumatic Fever

_ Swollen Ankles

_ Fainting / Seizures

_ Asthma

_ Low Blood Pressure

_ Epilepsy / Convulsions

_ Leukemia

_ Diabetes

_ Kidney Disease

- 
AIDS of HIV Infection

_ Thyroid Problem

_ Cardiac Pacemaker

_ Heart Murmur

_ Angina

_ Frequently Tired

_ Anemia

_ Emphysema

_ Cancer

_ Arthritis

- 
Joint Replacement or ImPlant

_Hepatitis / Jaundice

_ Sexually Transmitted Disease

_ Stomach Troubles / Ulcers

6569 N Charles Street
Physicians Pav:1lon West,Suite 601

3altimore,MD 21204
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Chest Pains

_Easily Winded            ‐ 
‐ ‐

Strokc

_Hay Fever/Allcrgics
Tuberculosis             ‐

Radiation Therapy

Glaucoma  ‐          ‐

_Rcce■ W,ig“ Loss    l
Liver Disease        ― ―

Hcart Troublё          ‐

_ Respiratory Problems

Mitral Valve ProlaPse

Other

Is there any other medical or dental information or experiences that you feel we should know about?

Patient Signature or Parent/Guardian of child: I)ate:
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NOTICE OF PRIVACY PRACTICES
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THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THISINFORMAT10N.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION ISIMPORTANT TO US.

OUR LEGAL DUTY
Notice of privacy practices, presents the information that federal law requires us to give our patients regarding our privacy

practices. we must provide this Notice to each patient beginning no later than the date of our first service delivery to the patient

after February l,20l2,and will remain in effect until we replace it.

we must make good-faith attempt to obtain written acknowledgment of receipt of the Notice to the patient. we must also have

the Notice available at the office for patients to request to take *ith th... we must post the Notice in our office in a clear and

prominent location where it is reasonable to expeci any patients seeking service from us to be able to read the Notice'

whenever the Notice is revised, we must makethe Notiie available upon request on or after the effective date of the revision in

a manner consistent with the above instructions. Therefore, we must distribute the Notice to each new patient at the time of

service and to any person requesting a Notice. we must also post the revised Notice in our office as discussed above'

you may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies

of this Notice, please 
"ontact 

us using the information listed at the end of this Notice'

USES AND DISCLOSURES OF HEALTH INFORMAT10N

Treatment: we may use or disclose your health information to a dentist or other healthcare provider providing treatment to

you for: (a) the provision, coordination, o, rnunug.ment of health care and related service by healthcare providers; (b)

consultation between health care providers relatiig to a patient; or (c) the referral of a patient for healthcare from one

healthcare Provider to another'

payment: we may use and disclose your health information to obtain payment for services we provide to you' This may

include: (a) billing and collection activities and related data processing; till actions by a health plan or insurer to obtain

premiums or to determine or fulfill its responsibilities for coverage utt"J prouir.ion of tenefits under its health plan or insurance

agreement, determinations of eligibility or coverage, adjudicatioi or subrogation of health benefit claims; (c) medical

necessity and appropriateness of-care ieview, utifzation review u.iiuiti.r; Ind (d) disclosure to consumer reporting agencies

of information ielating to collection of premiums or reimbursement.

Healthcare operations: we may use and disclose your health information in connection with our healthcare operations'

Healthcare operations include things such as, quality assessment, improvement activities' reviewing the competence or

qualifications orneathcare professionals, evaluating practition"i uni provider performance, conducting training programs'

accreditation, certification, and licensing or credentialing activities.

your Authorization: ln addition to our use of your health information for treatment, payment or healthcare operation' you

may give us written authorization to use your health information or to disclose it to anyone for any purpose' If you give us an

authorization, you may revoke it in writing at any time. your retocation will not affect any use of disclosures permitted by

your author izationwtrite it was in effect. u.rless you give us written authorization, we cannot use or disclose your health

information for any reason except those described in this Notice.

Marketing Health products or services: we will not use your health information for marketing communications without

your prior written authorization. we ruy p.onid. you-with information regarding products or services that we offer related to

your healthcu." n."dr. We will n.u". ..il Vott tt"uftn information without your prior authorization'

To you, your Family and Friends: we must disclose your health information to you, as described in the Patient Rights

section of this Notice. only with you. p.r*irsion may *e aisctose your health information to a family member' friend or
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provide pellllission to release this information,we may assist,if deemed necessary by a healthcare professional.

Persons lnvolved ln Care:We may usc or disclose health information to notify,or assist in the notiflcation of(inCluding

identi″ ing Or 10cating)a family member,your personal representat市 e or another person responsible for your care,of your

locations,your g6neral condition,or death.Ifyou are present,then prior to usc or disClosure ofyour health inゎ
1111年10n,We

will pro宙de you with an opportunity to obieCttO such uses or disclosures.In the event of your incapacity or emergency

circumstances,we will disclosc health information based on a determination using our professionaljud〔 要lent disclosing only

health inforrnation that is dircctly relevant to the person's involvcmcntin your healthcare.We will also u,e our prOfcSSional
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Required by Law:We may use Or disclose your health information when we are required to do so by law.Inclvdingjudicial

and adnlinistrative proceedings.
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Our health or safety or the health or safety ofOthers.    ‐
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3tructure.

Disclosure Accounting:You have a right to receive a list ofinstances in whiChヽ
ve or our business aSSOCiates diSCloscd your
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an emergency).
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ly deny your request under certain circumstance.

QUEST10NS AND COMPLAINTS:Ifyou would Hke more information about Our PriVacy Practices or have questiOns or
concerns,please contact us.
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your health infollllation or in response to a request you rnade to amend or restrict the use or disclosure ofyour health

infollllation or to have us communicate with you by altemative rneans or at altemative locations,you inay complain to us

using the contact infollllation listed at the end ofthis Notice. You also rnay subrnit a written complaintto the l」
.S.    .

Department ofHcalth and Human Services,We will provide you with the address to■ le your complaint with■ 9U:0・ ‐
Department ofHealth and Human Services upon request。

We support your rightto the privacy ofyour health infomationo We will not retaliate in any way ifyou choose‐
to●le a complaint with Ps

or with the U.S.Department ofHealth and Human Services.

Contact Person:PRACTICE MANAGER
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You rnay refuse to sign this fbrln

I have read and received a copy of this office's: Notice of Privacy Practices

(Please print name)

Signature date

For Office Use OnlY

ceipt of our Notice of Privacy Practices, but

acknowledgement could not be obtained because:

tl Individual refused to sign

tr communications barriers prohibited obtaining the acknowledgment

tr An Emergency situation prevented us from obtaining acknowledgement

tr Other (sPeciff)
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Our goal is to provide you and your family with the finest dentistry available. In this spirit, we have developed

affordable services thai, when ierformed on a timely basis, can prevent future costly procedures. Please review our

financial policy. your clarity in the administration and payment of your dental expenses will help us maintain a

successful dental health relationship.

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice

depends upon reimbursement from the patients for the costs incurred in their care and financial responsibility on

the part of each patient must be determined before treatment.

Payments
payment is expected at the time of service. For you convenience, we request a credit card number be placed on

file for incidental balances. During your appointment, we will accept any of the following payment methods:

-Cash/MoneY 
Order 

-Check
Credit Card:二Ⅵsa__NIC_Amcx

Sec Code
Card# Exp

please make necessary financial arrangements prior to treatment. All balances must be fully settled within

ninety (90) days of service. If an account is oistanding for more than thirty (30) days, a monthly billing and

handling charge of $5.00 will be added to that balance. In the event that your balance remains unsettled after

ninety (g0) days, the credit card on file will be utilized to resolve your baiance. All amounts remaining unsettled

after ninety days are subject to finance charges of 187o APR and may be forwarded to a collection agency' You

agree to pay all fees assJciated with the coiG.tion of your balance (i.e. admin fees, finance charges" service fees'

collection agency fees, attomey fees, etc.). you agree to pay a$zs.oo fee that will be charged on all returned

checks.

Emergency Dental Care 1 :11 ^--t ^-2^-
All emergency dental services, or any dental services performed, without prior written financial arrangements'

must be p'uia io. in cash or credit at the time services are performed'

Dental Insurance
patients who carry dental insurance understand that all dental services furnished are charged directly to the

patient and that he or she is personally responsible for payment for all dental services' we offer a valuable

service to our patients, by helping t" p.;;;th. patientsinsurance forms, free of charge. The office will credit

any such collections from insurance to the patieni,, u".o*,. However, this dental office cannot render services

onthe assumption that our charges will be paid for by an insurance company'

Minors
Age 17 and under must be accompanied by a parent or guardian for all appointments and are required to remain

in the office until treatment is completed. The uautt u..o-pu.rying the -ino, is responsible for the balance due'

Payment is expected at the time of service'

Office Financial Policy

656S N. Charles Stneel
Fhysicians Pavilion West, $uire 6C'l

Baltinrore, MD 21204
P 443-313-5233
F,443-513-5623
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Patient/Parent/Guardian Signature

X

Guarantor of paymenVResponsible Party Signature

6569 N Charles Street
Physicians Pav:1lon West,Suite 6C11

Baltimore,卜ИE1 21 204

P-443-519‐ 5293
F-443-519-5623

E‐ info@marylandprostho com
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Please assist us, as a partner in your dental health, by following our policies. If at any time you have questions

or concerns regarding our policies or your account, please do not hesitate to contact our Practice Manager for

assistance.

Dr. Ghassan G. Sinada & Staff

Please read the statement below. Sign in the space provided.

I have read and understand this financial policy und agr.e to the above terms. I permit Dr. Sinada and Staff to

release my health information to third party payers and/or other practitioners, if necessary. I authorize and

request my insurance company pay directly io myself. I accept responsibility for payment of all services

rendered on my behalf and behalf of my dependents.

X Date Relationship to‐ Patient

Relationship to PatientDate



Ｆ
一颯 MARYLAND

PR口SttH口 D口N丁IC
ASSOCIATES
Pnosthodontics and Maxillofacial Pnosthetics

6563 N. Chanles Sreet
Physicians Pavilion West, Suite 601

Baltimone, MD 21204
P - 443-519-5493
F - 443-519-5623

E - info@marylandpnostho.com

www.m a ryla nd prosth o.com

BROKEN APPOINTMENT CHARGE

We reserve space in our office for you and your family to receive care. Should you need to break your
appointment, please let us know at least 24 hours in advance.

If an appointment is broken without advance notice, a $50.00 broken appointment fee will be assigned to your
acconnt. This is not covered through your insurance. This fee will become due as apart of your accounts

balance, and it will need to be satisfied prior to scheduling future appointments.

Kindly give us notification so your appointment time can be given to another patient.

Thank you for your cooperation.

Please lnitial Date


