
Llfc Acdvc l'lcmbor
American Academy of periodontology
Specialist in PeriodonUcs

P"\'l'l IN'l' IN ITOIIN'IA1'lON (Cont'idential)

Narrrc

Dr. ,y'alter J. Kucaba, DDS,NIS,P..\
Periodontics, Dental Implants & Sleep ,Apnea

Referra l:

Aclilrcss

SS; Sex: Male ! Female I

Cell Phone #

Relationship

State Zip Code

State_ Zip Code

Birtlrdate: I r

Work Phone #

Phone #

City

N'lriIinc.\rltlress
1r l'di t tcrcnt ll()rn irb0\'cJ City

Horrre Phorre #

E,nrergencv
Con tuct to patient

E rlit lot,e r'

\'lllDICAL IllS'tORY

List any nreclicatior'ls you are cLlrrently taking

Do t'ott tekc LrloocJ tltirtrters daily'i YES Ll NO ll Which One'? I Aspirin 8lmg t-l Plavix -- Warfarirr
I Aspirin 325nrg l"l Coumadirr i, Other

List any rnedications rvliich have caused an ALLERGIC reaction: D Aspirin ! Codeine f iodine rrPepicillin -- Larex
I Local Anesthetic ! Sulfa Drugs l._- Otlrer

Do 1'sr., hit'e to PRIr-MEDICATE prior to a dental procedure? n YES U NO What antibiotic?

Plc-asc- chcck all that yor.r have or that you have had in the past:
ANEMIA I EPILESPSY t] MONONUCLEOSIS
AIDS / HIV ! HEMOPHILLIA I ORTHODONTIC TREATIvIENT

". AIi.TI]IIITIS, IIHEUMAT]SM i-] I{EPATITIS A I RADIATION TREATMENT
AI{TI[JIC,,\I- JOINTS, iI HEPATITIS B WHEN?

\\'llEttE'l
ASTFIJVIA

CANCER,
\\/l-{E IIE'l

;,T HEPATITIS C I-] RHEUIVIATIC FEVER
! HEART RHYTHM DISORDER I STROKE
I HEART MURMUR r] TOBACCO HABIT

- CHEN4OTFIERAPY,
\\/i tEN'l

T HEART VALVE REPLACEMENT ! TUBERCULOSIS
L-] HEART PACEMAKER , . D THYROID PROBLEMS
[] HICFI BLOOD PRESSURE i_i VENERAL DISE,ASE

C'ONCESTI\/E I.IEART FA]LURE i,] LOW BLOOD PRESSURE I] OTHER:
. DIABEI'ES N MIGRAINES PLEASE SPECIFY

Do voLr takc or have taken any Bisphosphonates? Please check all that apply: How Often'?
'. Bonelbs Pill . . Didronel Pill [i Actonel Pill f Fosamax Pill I Boniva Pill Lasr trearmenr'/
' Borretbs IV - Reclast IV L'l Aredia IV l--l Zonreta IV D Boniva IV ! Skelicl pill

I CEI{TIFY TI-IAT TI.IE ABOVE INFORMATION IS COMPLETE AND ACCURATE

Patierrt Siirnature Date

Pleuse trtt'tr ltugc )



I NS U ITANCE INFORNIATION

PRIJ\'IAIIY DENTAL

Narle of irrsrrred: Relationship to patient:

Biltlrclirtc: I I SS# Group #

Irrsurance Company:

Ernployee ID#

Insurarrce Co. Address:

E rri 1t I o;,e r':

Ernytlovcr':

City; State:_ Zip Code

SECONDAIT\/ DENTAL

Nitnte ot-insLrlccl: Relationship to patient:

Birtlrdate:_l_l_ SS# Group #

Insurance Cornpany:

Employee ID#

I rtsurance Co. Aclclress: City: State:_ Zip Code:

D E N'I',\ L I N IIOIINTAl'ION

Ccne nrl Dcntrst Nanre: Date of last dental cleaning:

Do vorr u'ear l)artials or Derrtures'/ ! YES il NO [f so, How Long'?

Pleasc Che cli All 'f hat Apply:

Derrtal ltain or problems now. Explain

., Corlplaints follorving dental treatnrent. Explain

Fear of Dentist.

Crirrcl or Irrequeutly Clench Your Teeth

. I'lave pain openirrg/closing your nroutlr

-. Have rrrrpleasant taste in mouth

,- Have gLnls that bleed lvhen brushing of flossing

Teeth are serrsitive to hot, cold or sweets

Flld ltroltlr.rrrs ivith dcrrtul arresthesia (Novocain)

Noticccl shifiirrg of your teeth

\Vorn Blaces'? When'/

- Had full rnouth series of x-rays? When?

- t-{ad periodont;rl surgery? When?

Bce rr tolrl voLr have periodontal disease

Tu rtt to,\'s.r'1 Plg.'



FINANCIAL POLICY

As e corldition ofyoul treatnrent by thrs office, financial arrangements must be made in advance.
l)alicrlts ri lto carry dental insurance understand that all dental services furnished are charged directly to
the pirrienr lud rhat lre or she is personally responsible for payment ofall dental services,

This oiilce rvill help prepape the patient's insurance forms, However, this periodontal office cannor
r!'rr(ir'r se[vice on the assumption that our charges will be paid by an insurance company. Meclicare
lnsurance rvill only be liled lbr sleep Apnea treatment, MEDICAID INSURANCE WILL Nor
FILED BY OUR OFFICE. Repeated insurance filings will be subject to a small administrative
chrrrs,.' ol S 10.00. A service charge of l%% per month (18% annual) on the unpaid balance will be
cl'rirr',J,"'d on all accounts exceeding 60 days, unless previously written financial arrangements are
siriistlcd we accept cash, checks, visa, Mastercard, American Express and care credit.

B 11 O K Ii : t* i\ P PO I NTM ENTS: t.

Plcitsc'call our olflce at least 24 hours in advance to cancel or reschedule appointments. Patients that
do ttot call artd fail to show r.rp for scheduled appointments will be charged a $25.00 "No Shorv
Ch a r''le ".

It I I. I...\S Ii OII INIIOIINIATION

13)'srgttitts tliis papel', yoLt agree tliat we can release your information concerning the treatment
llccessel'\'\\/ith your General Dentist or any other Doctor involved with your care. Please fill or-rr rhe
bitcli ol'rlris page lor atrthorization to release your information to a family member,

I)rr ti rn t Si grr irtu re:

llesltorrsible
Prrrtv Signnture:

D ate:

Relationship
to Patient:



Authorization for Release of Information

Date
Signarure of Patient or Personal Representative
Description of Personal Representative's fuithority (attach necessary documentation)

Name of Patient Date of Birth

Welter |. Kucaba, D.D.S., M.S., P.rL
is authorized to release protected health

information about the above named patient to the entities named below. The purpose is to inform the
patient or others in keeping with the patient's instructions.

Entity to Receive Information.
Check each person/entity that you approve to
receive information,

Description of information to be released.
Check each that can be given to person/entiry on
the left in the same sestion.

E Voi.e Mail E Rwults of lab testVx-rays

f, othet

D Spout. D Financial

-J] u.aical as follows:

Q P.ent (provide name) E rinancial

I UrOical as follows.

[l Otn.r @rovide name) f, Financial

E ItaeOical as follows

Patient [nformation
I understand that I have the right to revoke this authorization at any time and that I have the right to
inspect or copy the protwted health information to be disclosed as described in this document. I
understand that a revocation is not effestive in cases where the information has already been disclosed
but wrll be effective going forward.

I understand that information used or disclosed as a result of this authorization may be subjest ro
redisclosure by the recipient and Inay no longer be protested by federal or state law.

I urtderstand that I have the right lo refuse to sign this authorizstion q'd tlwr ny fteatment witt nor be
condinoned on signing. This authorization shall be in effect until revoked bv the oatient

Revised October 2007



Complainls

Complaints about your privacy rights, or how this practice has handled your health information
should be directed to our privacy officer by calling this otfice.

lf you are not satisfied with the manner in which this office handles your complaint, you may submit
a formal complaint to:

DHHS, Office of Civil Rights

200 lndependence Avenue, S.W.
Room 509F HHH Building

Washington, DC 20201

This notice is elfective as of I I

I have read the Privacy Notice and understand my rignts contained in the notice.

By way of my signature, I provide this practice with my authorization and consent to use and
disclose my protected health care information for the purposes of treatment, payment and health
care operations as described in the privacy Notice.

Patient's Name (print)

Patient's Signature Date

Authorized Facility Signature Date

a

The Notice of Privacy Practices Brochure is located in the office.
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