
PATIENT INFORMATION

NAME

DATE

IMARRIED f]SINGLE IMINoR IMALE []FEMALE

SOCIAL SECURITY #

ADDRESS

IF FULLTIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: []PATIENT IGUARDIAN I]SPOUSE []FATHER I,]MoTHER

INSURANCE INFORMATION
MINOR CHILD . MAY NEED TO CON/PLETE BOTH BLOCKS FOF PARENT INFORI\4ATION
ADULTS - COMPLETE PRII\iIARY INSURED
DUAL COVEFAGE? ALSO COMPLETE SECONDARY INSURED

STREET APT #

TELEPHONEBIRTHDATE
MONTH

NAME OF EMPLOYER

PERSONTO CONTACT
IN CASE OF EMERGENCY

Name

Address

City/State/ZlP

Telephone #

AUTHORIZATION

I  hereby authorize payment direct ly to the Dental Off ice of the group
insurance benefi ts otherwise payable to me. I  understand that I  am
responsible for al l  costs ol dental treatment. I  hereby authorize the Dental
Oft ice to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. I grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

X
Patient or ResDonsible Partv

State Driver's License #

WORK

ADDRESS

Has any member of your family ever been treated in our office?

l l Y e s  f J N o

Whom may we thank for rel 'erring you to our office?

METHOD OF PAYMENT

Responsible party currently has an account with tl 'ris office
IYes INo
I Payment in full at each appointment (cash or personal check)
IPayment in ful lat  each appointment ( !VISA nMC nOTHER)
Card # Exp. Date

I  I  wish to discuss the Dental Off ice's Financial Pcrl icv

SERVICE CHARGE
lf I  do not pay the entire new balance within _ days of the monthly
bi l l ing date, a service charge wil l  be added to the account for the current
monthly billing period. The service charge will be a periodic rate of _%
per month (or a minimum charge of $__ lor 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 to
pay any legal interest on the balance due, together with any col lect ion
costs and reasonable attorney fees incurred to effect collection of this
account or future outstandino accounts.

PRTMARY rnsuneo/'L INSURANCE COMPLETE
SECONDARY INSUREDPARTY

M

STREET ztP

BIFTHDATE (MO/DAYryEAF) F ELATIONSHI P TO PATI ENT

EMPLOYER DENTAL INS CO

SUBSCRIBEH # GROUP #
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PATIENT NAME

Primary reason for this dental appointment: l l  Examination !  Emergency ! Consultation

Do you have a specific dental problem? Describe
Do you have dental examinations on a routine basis? Last visit
Do you think you have active decay or gum disease?
Do you brush and f loss on a routine basis? Discuss
Do your gums ever bleed? Discuss

DATE

Do you l ike your smile? Why?

Please Circle

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

Does food catch between your teeth? Any loose teeth?
Do you want to keep your remaining teeth?
Do you ever have cl icking, popping or discomfort in the jaw joint? Do you brux or grind?
Have your past experiences in a dental office always been positive?
Do you smoke or chew? Any sores or growths in your mouth? Discuss
Name of previous dentist (optional):
Date of last ful l  mouth x-rays (16 small  f i lms or panoramic):

Are you under a physician's care now? Why? Who?
Have you ever been hospital ized or had a major operation? Discuss
Have you ever had a serious injury to your head or neck? Discuss
Are you taking any medications, aspir in, vi tamins, herbals, pi l ls or drugs? What?

P h o n e Yes
Yes
Yes
Yes
Yes
Yes

N o
N o
N o
N o
N o
N o

Are you on a special diet? Discuss
Are you al lergic to any medications or substances? Please check box below

fJ Rspirin E Penicittin I cod"ine E Acrytic I M"t"t E Lut"* Ruooer [] vitt< I ot.r'
Women (Please check): fJ Pregnant/trying to get pregnant I  Nursing E fut ing oral contraceptives Discuss

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
.lf yes to any of the starred condltions, please call prior to your appointment... premedication or changes in medication may be required

Yes Nb Yes M Yes l,lo Y e s  N o

Yes No

Y e s  N o

Y e s  N o

Chemotherapy a 5 Night Sweats n
Osteoporosis a a Yellow Jaundice n
Bisphosphonates n a Kidney^Problems
Osteonecrosis o{ Jaw n n Henal ulalysls
Ared ia lV  Rec las t lV  t r  !  Thyro idDisease n  t r

Protease Inhibitor tr  !

Have you ever had any other serious i l lness not checked above? Discuss

Do you wish to talk to the dentist privately about any problem?

Cold Sores
Fever Bl is ters
Herpes
Stroke
Convuls ions
Epr lepsy or  Seizures
Faint ing or  Dizziness
Glaucoma
Tumors or Growths
Nervousness
Psychiatr ic  Care
Alzheimer 's Disease
Al lergies (Medic ines)
Al lergies (Pol len /  Dust)
Hives or  Rash
Need Premedication?
Ever taken fen-phen?.
Cochlear implants?

Yes I'lo

! t r
t r n
D !
! n
ft !
t r t r
! D
n n
! !
! t r
! !
n !
! n
n n
n !
t r n
! n
D !

X Date
PATIENT SIGNATURE (PAFENT OR GUARDIAN)

Reviewed By Doctor Date _ BP Pulse

History Review and Signif icant Findings

I have read my MEDICAL HISTORY dated

DATE EXCEPTIONS

and confirm that it adequately states past and present conditions.

PATIENT'SSIGNATURE BP PULSE BEVIEWED BY

Dr.None n
None !
None n
None tr
None tr
None !

Dr.
Dr.
Dr.
Dr ,
Dr
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Smile Assessment

We find that mryy patients are not aware of the wide array of services we provide. To help you
be aware of all {hat is possible in making you more comfortable and confident with your smile,
we are pleased !o offer this Smile Assessment to identifr any areas of concern you might have.

Do you have chips or sharp edges on your teeth?

between your teeth that bother you?

l t iDo you have darfk-colored fillings that show when you smile?

Do you feel that your teeth are too long?

Do you feel fhat your teeth are too short?

Are your teelh cfowded?

Do you avoifl s$iline when you have photos taken?

^  t l

Has a famil! mfmber or friend ever suggested you have work done
on vour teetil or smile?

Do you wist! yorlrr teeth were shaped or proportioned differently?

Do you haye n{issing teeth you would like to have replaced?

Do you thi$k your smile reveals too much of your gums?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

9.

1 0 .

1 1 .

t 2 .

l a
t l

No

No

No

No

No

No

Yes

Yes

Yes

Yes

14.

1 5 .

Do you har.{e ei<isting dental work that you feel is unsightly or
that you ar{ no longer satisfied rvith?

Do you wilh ypur teeth were whiter or a more consistent shade
or color?

Are you te$th tilted, unevenly angled or crooked?

PATIENT$ WITH DENTURES OR PARTIALS. Are you unhappy
with the fitl fulrction and appearance of your denture(s) or partial(s)?

I

Yes

Yes

Yes No



REAGAN GNIJLZLE, D.D.S.
4501 SWEETWATER BLVD.
SUGAR LAI\D, TEXAS 77479

281-980-4104

POINTMENT CANCELLATION POLICY

YOUR INTMENT IS RESERVED JUST FOR YOU. IF THERE
IS A I\-E CHANGE YOIIR APPOINTMENT, PLEASE BE
C S AND CALL AIIEAD SO TIIAT ANOTIIER PARIENT

THE OPPORTTJi\ITY TO BE SEEN.

oaR o cE REQaESTS A 48 HOaR COaRTESY CALL
FOR A CELLED APPOINTMENT. THE CHARGE FOR A}[
APPO NT NOT CAIYCELLED IN THIS MAI\NIIER IS $25
FOR 45 MINUTES AIID $25 FOR EACH 15 MINUTES

THIS IS IN PLACE TO ENSI]RE THAT YOU CAN
OUR DENTAL CARE IN A TIMELY AND

PRO NAL MAI\INER. WE UNDERSTAND THAT
EMERG AND T]NFORSEEN CIRCT]MSTANCES DO ARISE

CAN

AND

AI\D

TIIANK

MAKE ALLOWA}ICES FOR SUCH.

U FOR YOUR CO.OPERATION.

BY SI BELOW, I ACKNOWLEDGE THAT I HAVE REAI)
AND THE (APPOINTMENT CANCELLATION

POLI F DR. GRJJLZLE.

SIGNATITRE DATE



Adjunc t ive  0ra ,  [ancer  Screen ing  A- .ep tance Form

I

Complete each t ime the exam is offered and place in the patient 's f i le

0ur  p rac t ice  cont inua l l y  s t r i ves  to  p rov ide  impor tan t  enhancements  in  o ra l
hea l th  care  fo r  our  pa t ien ts .  We are  concerned about  0 ra l  cancer  an0 screen
for  i t  in  every  pa t ien t

Research  has  shown tha t  la te  de tec t ion  o f  o ra l  cancer  i s  the  pr imary  reason
tha t  mor ta l i t y  ra tes  are  so  d ismal *  As  w i th  most  o ther  cancers ,  age is  the
pr imary  r i s l<  fac to r  fo r  o ra l  cancer , *  Tobacco use is  a lso  a  major  p red ispos ing
r isk  fac to r ,  however  1  in  4  who are  d iaqnosed w i th  o ra l  cancer  have no
l<nown r is l< factors.*

We f rnd  tha t  us ing  V iz iL i te  TB lue  -  a long w i th  a  v isua l  o ra l  cancer
examinat ion  -  improves  our  ab i l i t y  to  ident i f y  susp ic ious  areas  tha t  may
have been missed dur ing  the  convent iona l  examinat ion .  Ear ly  de tec t ion  o f
p rerancerous  t i ssue can min imize  or  e l im ina te  the  po ten t ia l l y  d is f rgur inq
et iec ts  o f  o ra l  cancer  and poss ib ly  save your  l i fe  *  V iz iL i te  TBIue is  a  pa in less
exam tha t  g ives  us  a  be t te r  chance to  f ind  any  ora l  abnormal i t ies  you may
have a t  an  ear ly  s tage.  The V iz iL i te  TB lue  exam wi l l  be  o f fe red  to  you
annua l lv .

ViziLiteE
bemuse eorly detettian rr,oy sa,te lives

0ral cancer risks include:*
. Tobaccg use
. Chronic alcohol  consumption
. 0ral  HPV15118 infect ion

25olo af oral cancers occur in
people who donlt smoke
and have no other risk factors

Denta l  insurance may 0r  may no t  cover  the  V iz iL i te  TB lue  exam.  However ,
th is  o f f i ce  i s  happy  to  ver i f y  your  coverage fo ryou and w i l l  a lso  prov ide

Yes.  lau thor ize  the  c l in ic ian  to  per fo rm the  V iz iL i te  TB lue  exam a long w i th
the  s tandard  ora l  cancer  examinat io f l .  I  a r rpn t  f in rn r i : l  rpcnons ib i l i t y  fo r
t h i s  e x a m ,

Pr in t  name:

\ r o n t t r r r t r  l - l r r o

No.  I  wou ld  p re fe r  no t  to  have the  V iz iL i te  TB lue  exam a t  th is  t ime.

P r i n t  n a m e :

S ignature

'  D ; t a  o n  f i l e

In te res ted  in  learn ing  more
about  o ra l  cancer?

S r : n  t h o  f l Q  r n d o  t n

d o w n l o a d  a n  e d u c a t i o n a l
ebook  on  o ra l  cance r .

Itilil| ilil ililrililt illlt ililt ilil ||il

ZILA
Slla r : , ' i  ie ar, , , i  i ; r ! : ,  , l€ ! a : : : s : : : a

l - l  r + n .
U d L C .



REAGAN GRIT-Z.LE, D.D,S.

Patient Name:

4501 Sweetwater Boulevard
Sugar Land, Texas77479

Telephone (2Sl ) 98041 04
Fax: (281 ) 980-9696

HIPPA - Notice of privacy practice

HIPPA is a federpl law developed to provide a standard for the protection of your health information.

The purpose of the Notice of Privacy Practice is to explain how Reagan Grizzle, E.D.S. may use or

disclose your health care information. The Notice also explains the rights that you are guaranteed under

HIPPA regulations.

Regan Grizzle, D,D.S, has always taken great care to protect the integrity and confidentiality of

your health care information, we are now required by the HTPPA Privacy Rute to distribute this notice to

you and obtain acknowledgement that you have received the Notice.

Signing below indicates that you have received the Notice of Privacy Practice. lf you have any questions,

.. please contact our HIPPA Compliance Officer listed below:

Reagan Grizzle, D.D.5.

(281) 980-4104

450l Sweetwater Blvd

Sugar Land, Texas7747

I hereby acknowledge that I have received a copy of Reagan Grizzle, D.D.S. Notice of privary practices.

Signature of Patient/Guardian Date

Permission to Share Medical Information

My medical inforrmation may be obtained and exchanged verbally to:

Relationship to Patient



Regardless of what we may carcurate your insurance company lo pay, itestimate' our estimate is uaseo on timiteo information obtained from yourcompany. You must understand, we cannot forecast what they *irr erv.'

: for the total treatmept fee, your dentalcosl pf your treatment, jbut it i, intenJeo loA bqfier term for dent{l insurance may be

In order for us to obtain you insurance information for submit your Qlaim and/or discussyour situation directly wiih your insurance please complete the "lnburance lnformationRelease Fornl" (attaihed; 
"i 

o r.uirin 
i

I have read alld understand the above.

lnsurance
Our Pol icy

Regarding Dental Insurance l

Patient Signature

is only an
Insurance

Print Patient Name
Date


