
 
Data: _____________ 

 

Imię i Nazwisko: 
(Mr., Mrs., Ms.) ________________________________   __________________________________________________ 
              Pierwsze                      Nazwisko 

(Przydomek):____________________________________ 

 
Data Urodzenia (MM/DD/RR): ______________________   Soc. Sec.# _________________________ 
 
Adres: ____________________________________________________________________________ 
 
_____________________________________  ______  _______________________ 
Miasto       Stan  Kod 
 

Tel. Domowy(____)___________________   Tel Komórkowy:______________________________ 
 
Stan cywilny _______      Jeśli student [  ] Pełny etat [  ] Pół Etat     [  ]   Szkoła _________________________ 
 
             [  ] Bez Preferencji   [  ] Telefonicznie 

E-MAIL: _____________________________________     Potwierdzenie Wizyty::   [  ]SMS    [  ] e-mail   
 

KONTAKT W NAGŁYCH WYPADKACH:   
 
_________________________________________________________________________________________________ 
Imię i Nazwisko        Numer telefonu  

Kto skierował cię do naszego gabinetu?______________________________________________________________ 
                      IMIĘ                                                NAZWISKO 
Jaki jest powód twojej dzisiejszej wizyty? ____________________________________________________________ 
 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

INFORMACJE FINANSOWE 
OSOBA ODPOWIEDZIALNA ZA TWOJE KONTO (GWARANT): 

 

[   ] SAMOPŁATA      [   ] WSPÓŁMAŁŻONEK/ONKA       [    ] MATKA        [   ] OJCIEC      [   ] INNE 

 

IMIĘ: _______________________________ __________________________  Relacja z pacjentem:_____________ 
 IMIĘ (JEŚLI INNE NIŹ POWYŻEJ)  NAZWISKO 

 
UBEZPIECZONY 

IMIĘ: _________________________________   ___________________________________________________________ 
(JEŚLI INNE NIŹ POWYŻEJ)  
 

Adres: _____________________________________________________________________________________________ 
       MIASTO     STAN  KOD 
 

Tel. Domowy: (___)______________________  Tel. Komórkowy: (___)___________________________________ 
 

Data Urodzenia (MM/DD/RR): ___________________________ SSN: ___________________________________________ 
 
Nazwa ubezpieczenia dentystycznego:_____________________________________________________________________ 
              Miasto      Stan         Kod 

 
Pracodawca: _________________________________________ Zawód: _________________________________________ 
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HISTORIA MEDYCZNA 
WSZYSTKIE PYTANIA DOTYCZĄCE HISTORI ZDROWIA SĄ WYMAGANE I MUSZĄ BYĆ WYPEŁNIONE. 

 

CZY CIERPISZ LUB CIERPIAłEŚ NA:
 

 Anemia    
 Wymiana stawów? 

Data:____________________     
 Zapalenie stawów 

 AIDS lub infekcja HIV 

 Astma 

 Choroba krwi___________ 

 Rak___________________ 

 Depresja/ Napady 
Niepokoju 

 Cukrzyca 

 Omdlenia/drgawki 

 Epilepsja/Konwulsje 

 Nadmierne krwawienie 

 Jaskra 
 

 Migotanie przedsionków 
serca 

 Urazy głowy 

 Żółtaczka A, B, C 

 Choroby wątroby 

 Zaburzenia nerek 

 Sztuczne stawy 

 Wysokie ciśnienie krwi 

 Zawał serca 

 Choroby serca 

 Szmery serca 

 Rozrusznik serca 

 Chemioterapia? 
Data:__________________ 

 Radioterapia? 
Data:__________________ 
 
 

 

 Gorączka reumatyczna 

 Reumatyzm 

 Problemy z zatokami 

 Problemy żołądkowe 

 Wylew 

 Gruźlica 

 Tumor 

 Wrzody 

 Problemy z tarczycą 

 Fen-Phen/Redux 

 Osteoporoza 

 Obecnie w ciąży 

 Uczulenie na penicylinę 

 Uczulenie na gume 
lateksową 

 Uczulenie na sulfa 
lekarstwa 

 Uczulenie na NOVOCAINE 

 Uczulenie na Codeine 

Inne??: (proszę wymienić) 
________________________ 
 
 

 ****ŻADEN Z POWYŻEJ!**** 

  

 Mam szyne na bruksizm 

 Obecnie używam aparat 

przeciw bezdechu 

 Obecnie palę 

 Czy paliłeś w przeszłośa

1.) Czy kiedykolwiek miałeś jakieś powikłania po leczeniu stomatologicznym?  Tak   Nie 
Jeżeli tak, proszę wyjaśnić: __________ 
 

2.) Czy przebywałeś w szpitalu lub poddałeś się operacji chirurgicznej w ciągu ostatnich 5 lat?  Tak   Nie 
Jeżeli tak, proszę wyjaśnić: __________ 
 

3.) Czy jesteś teraz pod opieką lekarza?  Tak   Nie  

Jeżeli tak, proszę wyjaśnić: __________ 
 

4.) Imię lekarza:_______________________________________________  Tel # :  __________ 
5.) Czy kiedykolwiek lekarz zalecił Ci przyjmowanie antybiotyków przed leczeniem stomatologicznym?  Tak   Nie 
6.) Czy brałeś lub kiedykolwiek brałeś Fosomax, Boniva, Reclast, Zometa albo inne leki na osteoporozę?  Tak   Nie  
                                               Jeśli tak, to kiedy?_____________ Jak długo?____________________ 
7.) Czy masz problemy ze stawem szczękowym (TMJ)? Klikanie, trzaskanie, ból, ograniczenie otwierania?    Tak   Nie 
8.) Czy masz jakieś problemy zdrowotne, które wymagają dalszego wyjaśnienia?  Tak   Nie 
     Jeżeli tak, proszę wyjaśnić:  __________ 

9.)  Proszę wymienić WSZYSTKIE obecnie przyjmowane leki: 

     __________ 

Financial Policy and Consent for Services  
Please Read Carefully 

If you have dental insurance, our office will work with you to maximize your allowable insurance benefits.  It is understood that the dental treatment will be diagnosed based on your 
dental health and not your insurance coverage. It is further understood that since your insurance is a contract between you and your insurance company/employer, our practice 
cannot assume responsibility for coverage or other determinations made by your insurance company and that you will be responsible for timely payment for all treatment received 

from the practice regardless of your insurance status.  
 
*Payment, including insurance deductibles and co-pays for all treatment is due at the time services are rendered unless other payment arrangements have been made in 

advance. Co-pays are estimates based on the information provided by your insurance company. 
 
If you fail to show for a scheduled appointment or cancel an appointment within less than 24 hours advance notice, a broken appointment fee of $100 may be assessed 

to your account. 

 
Returned checks and declined credit cards due to insufficient funds or otherwise will result in an additional fee added to the amount due on your account. 
 
Payments for services may be made by cash, check, Care Credit, and all major credit cards including: Visa, Mastercard, Discover, Amex. These were arranged to reduce the 
financial barriers for our patients in receiving optimal dental care treatment.  
 
A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding  60 days, unless previously written financial arrangements 

are satisfied. 
 
I understand that the fee estimate listed for this dental care can only be extended for a period 90 days from the date of the patient examination. 
 

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his 
assignee, at the time said services are rendered.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for 
payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay 
all costs and reasonable attorney  fees if suit be instituted hereunder. 

Poświadczam, że odpowiedzi na wszystkie pytania zostały udzielone według mojej najlepszej wiedzy i rozumiem, że podanie 

nieprawdziwych informacji może być niebezpieczne dla mojego zdrowia. 

 

*WYDRUKUJ SWOJE IMIĘ *_________________________________________________________Data: _____________ 
 

* PODPIS PACJENTA* ________________________________________________________________________________   
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Insurance Information Disclaimer 
 

 It is very important to us for any dental patient to have some understanding of how dental 
insurance works. Your employer contracts with an insurance company, then the insurance 
company creates a custom tailored policy based on what your company is willing to pay as 
a premium. This policy is unique to your company although it may share some similarities 
to other policies. The insurance company has the ability, based on the legal document 
“policy”, to pay or not pay any claim at any time or to exclude certain procedures etc to 
limit their exposure. Their legal relationship is with you, the patient, and not the dental 
office, which is a third party provider.  
 
The information is very limited as to what they tell us. The insurance company stresses to 
us that the information received “does not guarantee reimbursement.” We do not receive 
information on specifics of your individual policy.  
 
Please understand as a patient at Pure Dentistry, we do everything possible to ensure that 
you get your maximum benefit from the insurance. We also believe that insurance 
companies should not dictate treatment for a patient. It is important that you understand 
that when you receive a treatment plan from our office that it is an ESTIMATE ONLY and 
not a guarantee. We cannot possibly know all the ins and outs of your insurance policy.  
 
This document is our attempt to avoid any financial misunderstandings. We would like you 
to understand you are responsible for anything your insurance company does not cover 
and/or pay for any reason. Our goal as an office is to give you the best treatment possible 
and meet or exceed your expectations.  
 
By signing this document, I have read and understand the above information.  
 
 
 

PODPIS: _______________________________________ Data: _______________ 
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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 

 

 

We are required by law to maintain the privacy of your protected health information and to provide you with the notice of our legal duties 

and privacy practices with respect to protected health.  This notice is effective as of April 2003 and we are required to abide by the terms 

of the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to 

make the new notice provisions effective for all protected health information that we maintain.  We will post and you may request a 

written copy of a revised Notice of Privacy from this office.  

 

 

You have recourse if you feel that our privacy protections have been violated.  You have the right to file a formal, written complaint with 

us at the address below, or with the Department of Health & Human Services, Office of Civil Rights, about violations of their provisions 

of this notice or the policies and procedures of our office.  We will not retaliate against you for filing a complaint.   

 

 

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.   

 

 

By signing this form, I agree to allow the use and disclosure of my medical record information for the purposes described above.   

 

 

*WYDRUKUJ SWOJE IMIĘ *______________________________________________ Data:_____________________________ 

 

*PODPIS*: _________________________________________________________ 
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                        For more information about HIPPA: 

                    The U.S. Department of Health & Human Services 

          Office of Civil Rights 

                             200 Independence Avenue, SW 

           Washington, DC 20201 Toll Free: 202-619-025 


