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Weicoille 
Thank you for selecting us. 
To help us meet 011 your healthcare needs, please fill out th is form completely in ink. If you have any questions or 
need assistance, please ask us and we will be happy to help. 

Patient Information (Confidential) 	 Patient
Number ______________________ 

Norne __________________________________ _ 	 Dote __________________ 

• 
SS#/SIN ___________________ Birthdate ______ Home phone 

State/ ZirJI
Addre5s 	 Ci ty _______ _ Prov. ____ pc. _ ______ 

Email _____________________________________________ Cell phone 

Check Appropriate Box: 0 Minor D Single o Married o Separated D Divorced .....J Widowed 
Stote/

If Student, Nome of schaol/College _________ 	 City ________ Prov _______ o Full Time 0 Port Time 

• 
Potient or Parent/Guardian's Ernplayer__________________________ Work Phone__=:--;-_______ 

State/ Zipl
Business Address ___________________________ 	 City ________ Provo____ P.c. __________ 

• 
Spause or Porent/Guordian's Nome _______________ Employer_ _ _____ _ Work Phane___________________ 


Whom May We Thank for Referring You? _________________________________________________ 


Person to Contact in Case of Emergency_______________________ _ 	 Phane _____________ 

• Responsible Party 
Relotionship 

• 

Name af Person Re5ponslble far this Account______________________ to Patient _ _ _________ 


Address_______________________________________________ Home Phone _____________________ 


Emoil ___________________________________Cell phone 


Drivers License # _______________ Birthdote _______ Finoncial Institution ____________ 

____________________ Wo~Phone __________ _ SS#/SIN __________ 

• 
Employer 

Is this Person Currently 0 Po.tient in our Office? D Yes D No 

For your convenience, we offer the follOWing methods of payment. please check the option you prefer. Payment in full at each appointment. 

[ J Cash C Personal Check Credit Cord '-' VISA 0 MasterCard 0 I wish to discuss the office's payment policy 

nsurance Info motion 
Relationship 

Name of Insu red to Patient ______________________ 

• Birthdate SS#/SIN 	 Dote Employed ___ _______ 

Nome of Employer 	 Union or local # ______ Work Phone __-:::c-r_______ 
Stotel Zi I 

Employer Address 	 City _______ _ Prov.____ PC ________ 
Group # _________Insurance Company 	 Policy/lD# __--:~..--------

Stote/ Zi I 
Ins. Co. Address City _________ Prov.___ P.C._______ 
How Much is Your Dedudible? ____ ___ How Much Have You Used? ______ _ Max. Annual Benefit ________ __ 

Do You Have Any Additional Insurance? D Yes C No If Yes, Complete the Follawing 

Name of Insured ___.______________________________________ 

Birthdate ______ SS#/SIN _______ 

Nome of Employer__________________ Union or Local # ____ 

Emp loyer Address _ __________________ City ________ 

Insurance Compony______________________ Group # ___________ 

Ins. Co. Address _____________________ City _ _______ 

How Much is Your Dedudible2 _____ _ How Much Have You Used? _____ _ 

Relationship 
ta Potient __________________ 

Dote Employed _________________ 

Wo~ Phone____.,..--.--_______ 
Stote/ Zi!)/
Provo ____ P.c. _____________ 

Pol1'1/LD# ___--=--.-______ _ 
Stotel Zip!
Prov._____ p.e _______________ 

Max. Annual Benefit _________ 

Over please 



Patient Medical History 
Physician Office Phone Dote of Lost Exom 

Yes No Yes No 
9 . Are you allergic 10 or have you hod any reactions to the following; 1. Are you under medicoltreotmenl now? 0 

Loco l Anesthetics (e.g . Novocoin) :I U
2 Have you ever been hospilolized for any surgical 

Penicillin or any other Antibiotics 0 0operat ion or serious illness within the lost 5 years? 0 0 
Sulfa Drugs 0 0 

IF yes, please explain Barbiturates 0 0 
Sedatives 0 0 

3. Are you takmg ony medication(s) including Iodine 0 0 
non-prescription medicine? 0 0 Aspirin 0 0 

Any Metols (e.g . nickel, mercury, etc.) 0 0If yes, whot medicotionls) Ore you taking? 
Latex Rubber 0 0 
Other 0 0 

4. Have you ever token Fen·Phen/Redux? 0 0 10. Do you have a persistent cough or throat clearing not 

5. Do you use tobocco? 0 0 associated with a known illness (lasting more than 3 weeks)? ~ U 

11. Women Only . 6. Do you u:.e controlled substances? 0 0 
Are you pregnant or think you may be pregnant? 0 !:J 

7. Are you wearing contact lenses? 0 0 Are you nursing? 0 0 
r-, 

Are you toking oral contraceptives? 0 L... 

8. Do you have or have you hod any of the following? 

Ya:. No Yes No Yes No 
High Blood Pressure 0 Hearl Disease 0 :J (hest Pains C 0 
Heart Attock 0 CJ Cordiac Pacemaker 0 0 Easily Winded n 0 
Rheumatic Fever 0 II Hearl Murmur 0 0 Stroke 0 0 
Swollen Ankles 0 0 Angina 0 0 Hoy fever/Allerg ies 0 0 
Fainting/Seizures 0 U Frequently TIred 0 0 Tuberculosis 0 
Asthma 0 0 Anemia 0 0 Radiation Therapy 0 0 
Low Blood Pressure 0 0 Emphysema 0 0 Glaucoma 0 0 
Epilepsy /Convul sions 0 0 Cancer 0 0 Recent Weight Lo.s 0 0 
Leukemia 0 0 Arthriti~ 0 0 Liver Disease 0 0 
Diabetes 0 0 Joint Replocement or Implant 0 [) Hearl Trouble 0 C 
KIdney Diseases 0 0 Hepatlll~/Joundice 0 0 Respiratory Problems 0 C 
AIDS or HIV Infedian LJ 0 Sexually Transmitted Disease 0 0 Mitral Valve Prolapse 0 C 
Thyroid Problem :::J 0 Stomach Troubles/Ulcers 0 0 Other 0 C 

Patient Dental History 
Nome of Previous Dentist end Location Date of Last Exam 

Yes No Yes No 

Do your gums bteed while brushing or flossing? C 8. Do you hove frequent headaches? C 
2. Are your teeth sensitive to hal or cold liqUids/foods? 0 0 9. Do you clench or grind your teeth? 0 U 
3. Are your teeth sensitive to sweet Of sour liquids/foods? 0 0 10. Do you bite your lips or cheeks frequently? LJ U 
4. Do you feel pa in to any of your teeth? 0 0 11 Have you ever had any difficult extractions in the past? n 0 
5. Do you have any sores or lumps in or near your mouth~ 0 [] 12 . Have you ever hod any prolonged bleedlng 

6 . Have you had any head, neck or law injuries? 0 0 follOWing extractions? 0 0 
7. Have you ever experienced any of the follOWing 13. Have you had any orthodontic treatment? 0 

problems in your [ow? 14. Do you wear dentures or partials? 0 0 
Clicking 0 0 If yes, dote of placement 

Pain (joint, ear, .ide of facel 0 0 15. Have you ever received oral hygiene instructions 

Difficulty In opening or closing n 0 regarding the care of your teeth and gums? 0 0 
Difficulty in chewing 0 0 16. Do you like your smile~ 0 0 

Authorization and Release 
I certify that I have read cmd understond the above information to the best of my my insurance company to pay directly to t~e dentist or dental group insurance 
knowledge. The above questions have been accurately answered I understand that benefits otherwise payable fo me. I understand thot my dentollnsurance carrier may 
prOViding incorrect irlfarmahon carl be dangerous to my health. I outharize Ihe pay less than the actual bill for services. I ogree to be responsible for payment of all 
dentisf to release any information including the diagnosis and the records of ony services rendered on my beholr or my dependents. 
treatment Dr examination rendered to me or my child during the period of such 
Dental care to third party payors and/or health practitioners . I authorize and request X 

S;gnolure of pollenI (or porent/guordlon I~ minor) 

__ Signature ___________ Dafe ________ 



Brian W . Binch, D.M.D. 

CONSENT FOR USE AND DISCLOSURE 

OF HEALTH INFORMATION 


SECTION A: PATIENT GIVING CONSENT 

Name: 

Address: __---------------------------------------------------------------------------------- 
E-mail : _ _ _______________________Telephone: ______________=-____-------------------

Patient Number: _ _ ~______________________ ---- Social Security Number: _______________________ 


SECTION B : TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health 
information to carry out treatment, payment activities, and healthcare operations. 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent. Our Notice provides a description of our treatment, payment activities, and health care operations, of the uses 
and disclosures we may make of your protected health information, and of other important matters about your protected 
health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely 
before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our 
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes . Those changes may 
apply to any of your protected health information that we maintain . 

You may obtain a copy of our Notice of Privacy Practices , including any revisions of our Notice, at any time by contacting : 

Contact Person: Julie Eck 

Telephone : 314-962-0880 Fax: 314-961-6777 

Address : 8720 Big Bend Blvd , Suite A. , Webster Groves, MO 63119 

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action 
we took in reliance on this Consent before we received your revocation , and that we may decline to treat you or to 
continue treating you if you revoke this Consent. 

SIGNATURE 

I, ' have had full opportunity to read and consider the contents 
of this Consent form and your Notice of Privacy Practices. I understand that, by Signing this Consent form , I am giving my 
consent to your use and disclosure of my protected health information to carry out treatment. payment activities and heath 
care operations . 

Signature: _______________________________________ Date: _____________________________ 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative's Name: _ ______________________________________________________________ 

Relationship to Patient: _______________________________________________________________________ 


