
NAME _______ +-------------
ADDRESS __________________ _ 

CITY _________ STATE ____ ZIP ___ _ 

PATIENT OR PARENT'S EMPLO ER ___________ _ 

BUSINESS ADDRESS ___ -+-------------
CITV _________ STATE ____ ZIP ___ _ 

IF PT IS A STUDENT, NAME OF 

CITV _______ --11 ______ STATE ____ _ 

WHOM MAY WE THANK FOR R FERRING YOU? _______ _ 

NAME OF PERSON RESPONSIBL FOR THIS ACCOUNT IF DIFFERENT FROM 
ABOVE: 

ADDRESS ______ -+-------------

CITV _______ --+-_STATE _____ ZIP ___ _ 

EMPLOYER _____ ---,1-------------
ADDRESS ______ -t-------------
CITY _________ STATE _____ ZIP ___ _ 

E INFORMATION 
NAME OF INSURED ___ --11-------------
INSURANCE COMPANY _______________ _ 

ADDRESS ______ -+--------------
CITY _________ STATE _____ ZIP __ _ 

BIRTHOATE _______ _ 

SSN. _________ _ 

CIRCLE APPROPRIATE SELECTION: 
MINOR SINGLE MARRIED 

DIVORCED WIDOWED SEPERATED 

WORK PHONE ______ _ 

CELL PHONE ____ ~---
HOME. _________ _ 

EMAIL ________ _ 

May we Contact you via email or text? 
YES NO 

TEXT EMAIL BOTH 

RELATIONSHIP TO PATIENT __ _ 

HOME PHONE ______ _ 

WORK PHONE ______ _ 

CELL PHONE _______ _ 

BIRTHDATE _______ _ 
=''"4 

SS NUMBER _______ _ 

RELATIONSHIP TO PATIENT __ _ 

BIRTHDATE _______ _ 

SS NUMBER _______ _ 

GROUP NUMBER. ______ _ 

INSURANCE PHONE 



Time 8:42 AM 

Patient Name: · 

Gregory Sefcik, D.D.S 
Eaglesoft Medical History 

Birth Date: Date Created: 

Datt 4/12/2016 

Although dental personnel primartly treat area In and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication 

Are you under a physician's care now? O Yes C, No Ifves 

Have you ever been hospitalized or had 11 ajor O Yes (', No Ifves 
operation? 

Have you ever had a serious head or nee Injury? ,:) Yes 1) No If yes 

Are you taking any medications, pills, or d ugs? C1 Yes () No Jfyes 

Do you mke, or have you taken, Phen-Fen or Redux? l) Yes C.i No Ifves 

Have you ever taken Fosamax, Bontva, A () Yes () No If yes 
any other medications containing blspho 

Are you on a special diet? 1:1 Yes C· No 

Do you use tobacco? O Yes C, No 

Women: Are you ... 
Cl Pregnant/Trying to get pregnant? • Nursing? ' • Taking oral contraceptives? 

Are you alergtc to any of the following? 
• Aspirin Penicillin • codeine • Acrylic 
El Metal Latex LI Sulfa Drugs El Local Anesthetics 

Other? • Ifves 

Do you use controlled substances? C• Yes (' No If yes 

Do you have, or have you had, any of the foH wing? 

AIDS/HIV Positive CJ Yes (:) No :.) Yes ') No Hemophlfla O Yes () No Radiation Treatments () Yes O No 
Alzheimer's Disease {) Yes () No abetes C• Yes O No Hepatitis A () Yes O No Recent Weight Loss O Yes () No 
Anaphyh!Xls (, Yes (:, No g Addiction () Yes () No Hepatitis B or C () Yes () No Renal Dialysis O Yes () No 
Anemia () Yes () No sllyWlnded () Yes O No Herpes O Yes O No Rheumatic Fever () Yes (i No 

Angina () Yes () No physema (:, Yes O No High Blood Pressure U Yes C, No Rheumatism () Yes C, No 
Arthritis/Gout (;, Yes () No tlepsy or Seizures 0 Yes (:, No High Cholesterol () Yes C• No Scarlet Fever O Yes () No 
Artificial Heart Valve U Yes (l No esslVe Bleeding () Yes () No Hives or Rash O Yes C, No Shingles O Yes () No 
Artlflct11I Joint ,.:, Yes ') No esslve Thirst () Yes () No Hypogfycemla () Yes () No Sickle Cell Disease O Yes O No 
Asthma t) Yes O No lnting Spells/Dizziness c., Yes () No Irreguhir Heartbeat C) Yes () No Sinus Trouble () Yes () No 

Blood Disease () Yes (i No quentCough (, Yes () No Kidney Problems () Yes () No Spina Blflda () Yes O No 

Blood Transfusion O Yes () No equent Diarrhea () Yes O No Leukemia () Yes O No Stomech/lntestinlli Disease () Yes O No 

Breathing Problems (i Yes O No equent Head11ches 0 Yes () No UVer Disease O Yes () No Stroke ~:) Yes ,:) No 
Bruise Easily •) Yes (; No nltlll Herpes C, Yes () No Low Blood Pressure () Yes C, No Swelling of Limbs 1.) Yes () No 
cancer (i Yes () No (:, Yes () No Lung Disease 0 Yes 1::,, No Thyroid Disease O Yes () No 
Chemotherapy ,) Yes O No y Fever () Yes () No Mltral Valve Prolapse C)Jt~s () No Tonslllitls O Yes O No 
Chest Pains () Yes (' No art Attack/Failure (:, Yes () No Osteoporosis () Yes () No Tuberculosis O Yes C• No 
Cold Sores/Fever Blisters O Yes O No ('.) Yes Ci No Pein In Jaw Joints (! Yes () No Tumors or Growths () Yes ') No 
Congenital Hurt Disorder () Yes C• No art Pacemaker () Yes () No Parathyroid Disease ( 1 Yes C• No Ulcers O Yes O No 
Convulsions 0 Yes (,1 No art Trouble/Disease C• Yes () No Psycht11trlc care •~) Yes O No Venere11I Disease O Yes O No 

Yellow Jaundice .:) Yes ,:) NO 

Have you ever had any serious illness not I ed ;_) Yes () No lfves 

conments: 

To the best of my knowledge, the questions 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 lnfor the dental office of arry changes In medical status. 

Signature of Patient, Parent or Guardian: 

X Date: ------



OFFICE POLICY AND CONSENT FORM 

Please remember that we are re to serve you In a comfortable and professional atmosphere. Our goal Is to provide 
you with the very best quality o dental care. 

• FE F UR VISIT. For treatment Involving 
fees above $500.00, sp clal financial arrangements may be discussed with our financial coordinator or offlc~ 
administrator. 

• For patients with Denta Insurance: 
Your Insurance is a con ract between you, your employer, and the Insurance company. We are not a party to 
that contract. 
We will file your claim or you as a courtesy at no charge; however, we ask that your deductibles and your 
estimated portions be aid as services are rendered. Although we gladly file dental Insurance claims as a 
courtesy to you, any an all account balances are ultimately your responsibility. 
Not all services are a vered benefit In all contracts. Some Insurance companies arbitrarily select certain 
services they will not co er. 
All Insurance benefits a assigned to the Doctor, unless services are paid In full the day of treatment. 

• Please note, for your co venlence, we do accept VISA, MasterCard, Discover, American Express and Care Credit 
as well as checks and ca h. 

OFFICE POLICIES 

• Our office will provide c nflrmatlon calls and postcards to you. We ask that If we are unable to reach you, that 
you please contact us soon as possible to confirm you appointment. Failure to do so may result in your 
appointment needing to be rescheduled. _ .,,, 

• We realize that many fa illes are In a state ;of change. The policy In our office Is that the parent who requests 
treatment for a child is r sponslble to us for all fees Incurred. 

• We will be fair In workln out special financ~s with you, but please also be fair to us with your commitments. A 
1.5% finance charge wlll e assessed monthly on all overdue balances. 

• Treatment appolntmen made that exceed Ssoo.oo will require 10% down to hold the appointed time. 

CONSENT 

I have read and understand all t e above Information. The undersigned hereby authorizes the Doctor to perform those 
diagnostic and treatment proce ures, Including local anesthesia and sedation, deemed necessary. If I ever have any 
change In my health or change I my medication, I will Inform the Doctor at the next appointment. For insured patients, 
my signature below authorizes ssignment of Insurance benefits to the Doctor and authorizes the release of dental 
records to my Insurance compan . 

Date _____ _ ----,;.. _________ (Patient, Parent or Guardian) 



This notice describes how medj V Dental lnfonnatlon about you may be used and dlsc/os~d and how you can get access to 
this lnfonnatlon. Please read It reful/y. 

We understand that the privacy of our personal information is Important to you. As your Dental office, we believe your right to privacy 
Is a fundamental part of your trea ent; as such, we want you to understand our privacy practices and procedures. Should you have 
any questions regarding these poli les please do not hesitate to call the office at 303-657-9000. 

Information We Collect About You 

We collect personal Information ab ut you and your family as part of our new patient process, during the course of your care, and from. 
other health care entities you utlli such as, other Dentists and specialists, Imaging facilities, laboratories and your insurance company. 
This personal information Includes ems such as your name, address, phone number, birth date, social security number, employer, 
health history, Insurance policy an coverage information and any information you provide. During the course of your treatment we will 
collect Dental information regardin diagnosis, treatment plans, progress and any test results or films. 

How Your Information Is Used 

The personal and health informatl gathered may be used and disclosed with your general consent for purposes of treatment, 
payment, or routine healthcare ope tions. This means we may send your Information to other Dentists or facilities involved in your 
treatment as well as to your insura ce company or a collection agency to obtain payment. Any other uses of your information require a 
signed authorization by you, the p · ent or guardian and can be revoked in at any time with a written request Lighthouse Dental does 
not sell patient Information to mark · ng or pharmaceutical companies. In certain cases of public health Interest we may be required to 
disclose certain information to local state or national health organizations or govemment agencies. 

We may contact you to provide a intment reminders or information about treatment Safeguarding Your 

Personal and Health Information 

We are required by law to (1) mak sure that medical Information that identifies you is kept private (2) provide you with our privacy policy 
(3) foRow the terms laid out In the p vacy policy. As a means of protecting your privacy, we restrict access to your personal and health 
information to only those employ who require the information to complete their jobs and provide quality service to you. 

Lighthouse Dental maintains physi I, electronic and procedural safeguards to comply with state and federal regulations that guard your 
personal and health information. If ou feel your privacy has been violated you have the right to file a complaint with the Department of 
Health and Human Services. The mplaint in no way influences your course of treatment with Lighthouse Dental. 

As of July 1, 2011 the state of Colo do requires that anyone who Is prescribed a controlled substance (narcotic) will have their Information 
entered into a nationwide database The Drug Prescription Monitoring database is very secure, as only physicians and law enforcement 
can access the database. If you do ot wish to have your information entered into this data~~se. please Inform the doctor and he will 
prescribe you a non-narcotic. If you ave any questions, you can contact the Colorado State Department of Regulatory Agencies by calling 
303-894-7855. 

Changes to Our Privacy Policy 

All new patients will review a copy our privacy policy. Lighthouse Dental occasionally reviews its privacy policy and reserves the right 
to amend It. Notification of changes will be available at the front desk prior to the effective date of any changes. 

Your Right to Restrict Use of Info ation 

You have the right to request restrl ens to our uses or disclosures of your personal or health information, although we are not required 
to agree to those restrictions. Once our request has been processed It will remain in effect until you request a change. 

Patient Acknowledgement 

Signature _______ +--------- Date ____________ _ 
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