
f)rs Love
& Mi l ler ,  l lC
Please Corrrplete the Follolving Confi d en tial Inlonl at rorr

Patient Registrat ion

l -ast  Namc First l l  l InsLranrt 'Cornpany

I'refrls to be Callctl Rr Group N1r

Address Enrplcr,r,er 52n.rg

Ci ty Sta tc
'Zi1t Irrsulr:d'.s Namc

l )ho lc 1 .ax Bir '1h Datc

NloLrile Emai l llclalionship to Patienl

IBrrtlr Dale Age fl tr4alr iJ Fernalc Insuledls I ,D.  No

tl l\lorrietl i1 Srnglc f l  l) ivorceel l-"1 Wirlowccl Insr : rcd 's Socia l  Secul i t - r '  No

Soc ia l  Sccu r i l v  No SECONDARY CARRIER

Insurancc Conrpany

(;roup N().

I -ast  Name Firsl

Address

City Statc

Phone

Birth Dat€ l-'l lv4alcr O Fcmair

School (lrad c

Social  Secur i ty  No

Is iurother member of your farnily or relative a patient at our oflice?

Relat ionship

You were referred to us bv

I'our fbrmcr nddrcss

City S ta te

Person to contact for emergency

Ad dress

City S ta te Z\P

Closest relative not livilg with l'ou

I'horrc

Address

N1 . I l lml.ioycl 5at'I.

Insure d's Name

,/,1p Bir th l )a1c

Relat ionship to Pat ienl

Ag. Insurcd's I . f ) ,  No

Insurcd's Soci i r l  Sccur i tv  No

Name
Name

Relat ionship to Pat ienl

Soc ia l  Sccu r i t l ,No ,

AdcL ess

City State zip
zi l

Phone

Phonc YOU

Name

Occupat ion

Etnl-loyi 1'.t 5uttt.

Address C i r r r

FaxI'hone

YOUR SPOUSE

Narne

Occupat ion

Emplol'er'.s Name

Addrcss City

Far

I)ate PRIMARY CARRIER

l )a tc

Il \btr Child\ Lurl N(ute and/ot Addrets nt: Nol llLt :,nnt t.tt Ytt, I ill ir lht 7'L'1, Iti.'\ ,\lsn

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT

FRM-PROl -A

CitV Sta te z iP

[-hrine

Complete other side



tr ?'i,hilllo., Consent for Treatment

a p p r . o p r i a t e b y d o c t o r t < r t r r ; r l < e a t l r c r r . o i r g h t 1 i a g n c l s i s c , 1 . , . s r ] e t r 1 a ] n c , e r ] s
I  l t t tu t i '  t ) l  [ ' d l  t r t t l  )

assistance as requircd to provide pl.opc1 c31g.

3 .  I  agree  to  the  use  o l 'anes the t rcs ,  sc 'da l j ves  and o ther  rned ica t ion  as  necessary ,  I  lu1 l ,v  unders ta r rd  tha l  us ing  ar res the t ic  agents
embodiers certain r isks. I  untl t :r 'stand that I  can incluire about possible complications.

4. I  agree to be respolsible l i rr '

due at the t ime of set 'vice rtnless crlher irrrangemenls have been made. I irequirecl,  I  also understancl a check of nrv credi l
histoly may be made, artd that I  uri l l  he responsible l trr  crosts and attorlel 's fees i1' this is selt  to col lect iol.

Patient's Signature__ __ f)ate Witness

Parent/Respronsibie
Part1, ' .s 51*t"t  t ,r t t . Relationship to Patienl

FRM-PRO2-A



L

Drs.  Love
& M i l l e r .  PC.

Your child's physician name

Address

Your Child's Medical History

Phone

StateCity zip

Is your child under the care of a specialist? IYes  i lNo

If yes, please describe:

4.

J .

Is your child taking any medications? (prescription or over-the-counter) r yes [] No

If yes, please describe:

Have you ever been told your child needs antibiotics or premeds before treatment? l-f Yes D No

Does your child have any allergic (or adverse) reaction to any medication or other substance? fl yes t No

Ifyes, please list:

Are your child's immunizations current? lil| Yes i] No

List any hospitalizations, surgeries, serious illnesses When?

7. Indicate which of the conditions your child has now or ever has had.

Abnormal bleeding tl'l Yes D No Hemophil ia ll Yes D No
AIDS/HIV positive ff Yes t No Hepatit is D Y e s  C N o
Allergies or hives fl Yes fl No Kidney/liver problems tYes  i lNo
Anemia lll Yes D No Latex sensitivity C Y e s  t N o
Asthma DYes  i lNo i lYes  DNo
Cancer ff Yes C No Mononucleosis t Y e s  0 N o
Chicken pox IYes  f lNo Mumps f Yes i lNo
Congenital heart disease D Y e s  t N o Neurolosical disorders D Y e s  t N o
Con'"ulsions tYes  i lNo Psychological condition i lYes  CNo
Diabetes tl Yes Ll No Rheumatic/scarlet fever i lYes  ONo
Epilepsy t Y e s  t N o Stomach problems f Yes flNo
Handicaps/disabilities t Y e s  D N o Tuberculosis B Y e s  t N o
Hay fever DYes f  No Other? i lYes f lNo
Hearing problems t Y e s  t N o Ifyes, please list:
Heart murmur t Y e s  D N o

I understand. the above in.l'ormation is neccssttrt, to provide nty cl'ild with dental care in a safe ttnd e.fJtcient manner. I haye
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask the
respectiue health care provider or agency, which may release such information to you. I will notify the doctor of any change in my
child's health or medication.

Patient/Guardian Signature

Dentist's Review

Dentist's Signature

FRM.CMHO2-A

Date



f )rs Love
& Mi l ler ,  P.C Your Child's Dental Historv and Habits

Welconc! So that we may provide yottr child with the best possible care please complete both sides
of this medical/dental history form. AII information is completely confidential.

l. What is the reason for your child's visit today?

2. What was done at your child's last dental visit?

Date of last dental visit Last  denta l  c lean ing Last x-rays

PhoneYour child s previous dentist's name

Address State Zip

How often does your child brush? Flo.ss? Do you assist? t Yes D No

Is yrcur chiid's water fluoridated? tll Yes t No f)oes your child take fluoride supplements? D Yes f No

3. Does your child have any dental problems now? fl Yes lJ No

If yes, please describe:

City

Has your child had difficulty with previnus dental visits? n Yes t No

If yes, please describe:

Has your child complained about dental problems? fl Yes D No

If yes, please describe:

7

Has your child ever worn orthodontic appliances? t Yes t No

lf yes, please describe:

Are your child's teeth sensitive to:

Hotorco ld?  tYes  tNo I  sweets?  tYes  t lNo I  B i t ingorchewing? tyes  tNo

Does your child engage in any of the following?

Sucking thumb or fingers? ll Yes t No Chewing or biting fingernails? f, Yes [J No
Bi t ing or  sucking l ips or  cheeks? t Y e s  D N o Chewing hard objects (e.g., pencils)? t Y e s  D N o
Grinding teeth? il Yes lll No Clenching jaw? t Y e s  t N o
Mouth breathing? Il Yes C No Nursing bottle or paciher habits? tYes  f lNo

9.

10.

I  l .

Do your child's gums bleed or hurt? tll Yes fl No

Does your child have any pain or tenderness in the jaw joint, ear side of face?t Yes C No

Do you have any special concerns about your child's dental health? 3 Yes t No

FRM-CDHO1.A

If yes, please describe:

Complete other side



L)rs. Love
8r Mil ler, I lC. Statement of Off ice Pol icv

I nou rco t r t i t r uedco rn t r r i t l nen t top rov ide thch ig l res tqua l i t t , t r l . t ] t . n t i l l l l ea l t l r ca re

set'vices comfortable and allbrdirble, rve have made ct:r 'tain chanEles in our policy that wil l create the maximum llexibil i ty fbr e,ach
of our pratient's individual needs.

I. ASSERVICESARERENDEREf)
For thtlse patients desiring to pa1'cash or chr'ck al the tine of visit, we rvil l  coutinue to ofler 1'011
a 5?6 discount for Fayment on all services of $20U.00 or lTiorc.

2, CREDIT CARDS

We accept MaslerCard and Visa as pilyment when services are rendered wilh a 39,6 ciiscount
for amorurts over $200.00.

3. INSURANCE BF,NEFITS
Please review oul ofiice policy regarding yor-rr insulance Lrenefits belor,r'.

4. CARE CREDIT
Will provide J/ou, upon approval, with a dental l ine ol credit that is sirnilar to using yonr
MasterCard crr Visa.

We honor our serlior citizens rvith a 5% discnunt.

We now find it necess4ry to institule changes in our olf ice prrl icies. We appreciale )/our cooperation ancl understanding while we
endeavor to provide yqu with the best possible dental care.

LATE POLICY: If you are more than l0 iriinules lale lirr youl appointnlent, we will make every efibrt to fit yor,r
into the schedule, Otherr.t ise, we wil l have to leschedule )/our appointment. and a missed appointment 1'ee
rnay be incurred.

MISSED APPOINTMENT: $75. A4issecl appointn-ients are appointments cancelled with less tl,an 48 hours
notice. I4uLtiple rnissecl appointments n'ray lesult in vcrut clisrnissal as a pal.ient.

DENTAL RECORDS: To obtain copies of your dental records, you must sign a Dental Releaser fbrm, Please
allorv one to two weeks for processing lecords,

Insurance Information
We are happy that you have the beneht of dental insnLance to help maintain exceilent oral health. As a COURTESY to our patients,
we wil l be pleased to .submit that proper informirtiorr lo ) 'our insurance company 1o aicl ),ou with acquirir lg your dental benefits. To
accornplish this, we must have insurance lbrms and completed inlbrmation provided at the time of the appointment. If rnlbrmation
or forrns are not provided, your accoul"tt will be treated as an opetr account and pay11sn1 will be due in full at the tinie of the
aPPoinlrnent. Plea.se remernber to bring your insurance card with you so that you rna,v receive proper reimbursement. \A/e will need
a signature on file to be able to send out the insrtrance claims.

Patient'.s Signatu

Insured

Date

lvlelanie R. Love, DDS

MarkA. Miller. DDS

FRM.SOPOl.A

Date



L)rs Love
& Mil ler, 1) C.
450 \Uest Broad St. Suite 41,0
Falls Clturclr, Virginio )2046
703 .241 .2911

Statement of Privacy Pract ices

We' al Drs Love and Nli l ler, PC, are declicated to prolecl the privacy rigJrts o1'our patienls and the cpnficlelt ial inlbrmation
entr"usted to us. The conlrnitnrc.nt of each enrploy'ee 1o ensLrre tlrat your health intbrmation is never comprorni.sed is a principle
concept of our practice. We mal', flom time to time, atnend our privacy policies and practices but will always inforn you of
any changes that rnight a11ect yorrr" rights.

[ 'rotecting Your Personal Hcalthcarc Inlbrmation
\A/e use and disclose the initrrnralion r,ve collect t iom you only as allowed Lr)' the Health Insurance p<lrtahil ity and
Accountability Act artcl the state of Virginia. This includes issues relating to your treatment, pa,vrrrent, ancl ogr deltal care
operations' Yout'personarl health itr l irrrnation wil l never be otherwise given to au)'one--evel farrri ly rnerrrbers-without ygur
rvritten consent. Ytrti '  ol.ctrttrs., 11111, give tvri lten authorization for us to disclose youl infcu'nration tc) anyone yog choose, lbr
any pilrpose.

Our olhces and electronic systenrs are secure frorn unauthorized access and our empl6lrees are trained to urake certain thal
the cofidentiirlity of 1'or'rr record.s is alrval's protected. Oru'privtrcy policy and practices apply to all forrner., current, and future
patients, so yolr call be cottf idertt that ynttr protected health information wil l never he improperly disclpsed or released.

Collected Protecled Health lnforrnation
We will onll '  request personal infotrnation needed to provide our standard of qualit l , dental car.e, irnplernent pa),lne1t
activit ies, condnct ttortnal dental practice operations, and complywith the law. lhis rnay inclucle your nar1e, address,
telephone number(s), Social Security Number, ernployment data, metlical historl ' , health records, etc. While most of the
infirrmation will he collected tioru -vou, \,ve may obtain infbnlation from third partie.s if it is deemed necessary. Regardless
of the source, yorlr per"soll it l  infcrrnration u'i l l  alrva),s [re protected to the fir l l  ex1enl oi 'the law

Disclosure ol Your Protected Heirlth lnlbrmation
As slated above, we rnay disclose inlbrmation as required by law. We are obligated to provi<le infbrrnatior.r to law enforcement
and governmental ofhciirls under certain circumstances. We will not use your inlbrmtrtion lbr rnirrketing purposes.

We rnay use and/or disclose your health information to colrulrunicate reminders about your appointments i lclgdilg voicemail
messages, answering nrachines, and postcards.

Patienl Rights
Youhavea r i gh t l o reques tcop ieso l " r , ou r  hea l t hca re in lb rma t i on ;  t o reqL les t cop ies inava r i e t yo f  l b r rna ts ;  and to reques ta
list of instances in which we, clr our business associates, have disclosecl your protectecl inlbrn,trtion fcrr uses other than stated
above. All such requests must be ilr vvriting, \A/e may charge for your copies in an arnount allowed b,v larv. If you believe your
rigl.rts l.rave been violated. we urge )'ou to notjfy us irnmediately. You can also notily the U.S. Departntent of Health and Hurnan
Services.

We thank you lbr being a patienl al Drs. Love and lvli l ler, PC. Please let us know if y'ou have questions concerning vour pnvacy
rights and the protectior-r o1'your perrsonal health information.

Drs. Love and Miller, PC

FRM-SPPOl.A



I ) rs.  Love
&  M i l l e r .  P  C .
4-5t) It/r ' .st Br.rrrrrl S/. ,\uitt 440
Falls Clntrch. Virgirtiu D01o
703.24 r  .291 I

Acknowledgement of Receipt of
Notice of Privacv Pract ices

I ackrrortledge thal ] l"ravr'received a copv of the Notice ol'privac1, practices l irr rhe o{llces of Drs. J-ove and Miller, pC. The
notice of Privacy Practices describes the tlpes of uses and disclosr"u'es of rnl,frotectetl health i l lbrmatiol that might occur in
n1)/ treatlrellt, payrnent fcrr set'vices or itt the perforrnance of oficels health cat'e operatipns. The Notice 6f Privacy practices
a l soc lesc r i l r t , s r l l 1 l r . i g }11 ra r rd t ] r e resp t l ns ib i l i t i esan t ]d r r1es
Notice of lrrivacl' Practices is also posted in the facil i ty.

Drs, Love and Miljr:r. PC reserves the righl 1o change the privacypractices that are descr.ibed in the Notice of privacy
Prirctices. If privacy practices change, I wil l be offered a copy, of t l ie revised Notice of pr.ivacy practices at the time of my first
visit aftel the revisions become ell 'ectivt '. I ntay also obtain a revised Notice of Pr ivacy Plactices by requesting that one be
rnailecl to me.

Narne ol'Patient or Personal Represeutative Signature o1' Patient or Personal Representative

Date f)escripti or"r of Personal Repres entative'.s Authnrity

In adcl i t icrn to the rr l lowable disclosures described in the Ncrt ice of Privi tcy Pr.actrces, I  her"eby specif ical ly auth.r ize
disclosure of m1- prq1e61ed health care inforntat ion to t jre persons incl icated below.

Any uember o1jm1' jllmsaliate family

Spouse only

Other (please specify)

F8M-SPPO1 -A


