
Patient Consent Form 

Lynne M. Schopper, D.D.S.
 
Jarrett S. Grosdidier, D.D.S.
 

4860 College Boulevard, Suite 210
 
Overland Park, KS 66211
 

913-451-2929
 

I understand that, that under the Health Insurance Portability & Accounting Act of 1996 (HIPAA), 
I have certain rights to privacy regarding my protected health information. I understand that this 
information will be used, but not mandatory for me to sign in order to: 

1.	 Conduct, plan and direct my treatment and follow-up among the multiple health care 
providers who may be involved in that treatment directly or indirectly. 

2.	 Obtain payment from third party payers. 

3.	 Conduct normal heathcare operations such as quality assessments and physicians 
certifications. 

I have been informed by this office of the Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I have been given a copy of 
this office's Privacy Practices prior to signing this consent. I understand that this organization 
has the right to change it's Privacy Practices from time to time and that I may contact this 
organization at anytime at the above address to obtain a current copy. 

I understand that I may request in writing that this organization restrict how my private 
information is used or disclosed to carry out treatment, payment or healthcare operations. I also 
understand that this organization is not reqUired to agree to my requested restrictions, but if this 
organization does agree, then this organization is bound to abide by such restrictions. 

I, the undersigned hereby understand that I may revoke this consent in writing at anytime, 
except to the extent that this organization have taken a~ion relying on this consent. 

Patient Name:	 _ 

Signature:	 _ 

Relationship to Patient: _ 

Date:	 _ 



Lynne M. Schopper, D.D.S.
 
Jarrett S. Grosdidier, D.D.S.
 

4860 College Boulevard, Suite 210
 
Overland Park, KS 66211
 

(913) 451-2929
 

We thank you for selecting us for your dental care team. We strive to make your 
relationship with our office a pleasant one. We believe that service to you is at 
its best when there is complete understanding and mutual cooperation. 

We have established the following guidelines to help achieve these goals: 

Co-Insurance is due at the time of service. 

We have several payment options. We accept Visa, Mastercard and 
Discover. Financing through Wells Fargo or Capital One is also available. 
Please ask for details. 

Although we do our utmost to assist you in obtaining benefits allowable 
under your dental plan; you should be aware that your insurance is an 
agreement between you and your insurance company. We cannot be 
responsible for limitations set by your insurance carrier; therefore, it is 
your responsibility to pay the balance not paid by your insurance carrier. 

It has always been our contention that your time is valuable. We have 
one theory about scheduling--you deserve our undivided attention. For 
this reason, we do not double book like other practices, and accept drop­
ins only in the event of an emergency. For that reason, there is a 
$12.00 missed appointment fee for every 15 minutes scheduled 
and missed without adequate cancellation notice of at least 48 
hours. 

A misunderstanding can be an obstacle to form a satisfactory relationship. If at 
any time you have a question please feel free to discuss it with us. We would 
greatly appreciate this. 

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE: 

Patient, Parent or Legal Guardian Date 



PATIENT INFORMATION DATE 

NAME UMARRIED [JSINGLE [JMINOR DMALE ']FEMALE 
LAST FIRST M 

SOCIAL SECURITY # 

ADDRESS 
STREET APT. # CITY STATE ZIP 

BIRTHDATE TELEPHONE _ 
MONTH DAY YEAR HOME WORK CELL E-MAIL 

NAME OF EMPLOYER _ ADDRESS 

IF FULL TIME STUDENT, SCHOOL NAME _ GRADE _ 

PERSON RESPONSIBLE FOR ACCOUI\JT - PLEASE CHECK ONE: [JPATIENT [JGUARDIAN []SPOUSE [JFATHER [JMOTHER 

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION 
INSURANCE INFORMATION ADULTS - COMPLETE PRIMARY INSURED 

DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED 

PRIMARY INSURED / IF NO INSURANCE COMPLETE 
FOR RESPONSIBLE PARTY SECONDARY INSURED 

LAST FIRST M LAST 

STREET CITY STATE ZIP STREET CITY 

HOME WORK CEUL E-MAIL HOME WORK 

BIRTHDATE (MO/DAYIYEAR) RELATIONSHIP TO PATIENT BIRTHDATE (MO/DAYIYEARj 

EMPLOYER DENTAL INS. CO EMPLOYER 

SS# SUBSCRIBER # GROUP # SS# 

FIRST M 

STATE ZIP 

CELL E-MAIL 

RELATIONSHIP TO PATIENT 

DENTAL INS. CO 

SUBSCRIBER # GROUP# 

Has any member of your family ever been treated in our office? PERSON TO CONTACT
 
IN CASE OF EMERGENCY
 DYes LJNo 

Whom may we thank for referring you to our office? 
Name 

Address 
METHOD OF PAYMENT 

City/State/ZIP 
Responsible party currently has an account with this office 

Telephone # _ DYes DNo
 

D Payment in full at each appointment (cash or personal check)
 IAUTHORIZATION 
CPayment in full at each appointment (::::JVISA DMC DOTHER)

I hereby authorize payment directly to the Dental Office of the group 
Card # Exp. Date _insurance benefits otherwise payable to me. I understand that I am
 

responsible for all costs of dental treatment. I hereby authorize the Dental
 D I wish to discuss the Dental Office's Financial Policy 
Office to administer such medications and perform such diagnostic, 
photographic and therapeutic procedures as may be necessary for proper SERVICE CHARGE 
dental care. The information on this page and the dental/medical histories If I do not pay the entire new balance within __ days of the monthly 
are correct to the best of my knowledge. I grant the right to the dentist to billing date, a service charge will be added to the account for the current 
release my dental/medical histories and other information about my dental monthly billing period. The service charge will be a periodic rate of % 
treatment to third party payors and/or other health professionals. per month (or a minimum charge of $ for a balance under 

$ ) which is an annual percentage rate of % applied to 
the last month's balance. In the case of default of payment, I promise tox-;:;-;c----,------;::;-:----,--~--;:;-,-----------------­

Patient or ResponSible Party pay any legal interest on the balance due, together with any collection 
costs and reasonable attorney fees incurred to effect collection of this 

Date State Driver's License # account or future outstanding accounts. 

::;'114L STEPPING STONES TO SUCCESST~ '·800-548-2164 
www.steppingstonestosuccess.com © , 987, 1991, 1992, 1995, 1997, 1998, 1999, 2003, 2004 PATIENT INFORMATION 



TIME 3:32 PM DATE 6/29/2010

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

S & G Family Dentistry, P.A.

Do you have, or have you had, any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be
dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No
Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux? Yes No
Are you on a special diet? Yes No

Do you use tobacco? Yes No
Do you use controlled substances?

Yes No If yes, please explain:
Yes No If yes, please explain:

Yes No

Yes No If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Other

Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics

If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pace Maker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

Hemophilia
Hepatitis A
Hepatitis B or C
Herpes
High Blood Pressure
Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse
Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care
Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Anemia
Angina

Are you allergic to any of the following?

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke
Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
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