
Judy H. Huey D.D.S
10290 N. 92nd Street, Suite 204 . Scortsda.le, A285258 , 480-767-0132 . office@'rjudyhueydds.com

Date

Preferred Name (ir ditrerenqPatient Name

Address

zipCity

Telephone: home

E-mail address

work cell

Employer

Occupation S.S # Date of birth

Spouse's/Parent's name

Address (if ditrerent)

Occupation Employer

Do you have dental insurance? Yes No lnsurance company
Group#

Named of insured person

Date of birth of insured person

tD#

SS# of insured person

Who recommended you to us?

HEALTH HISTORY

l, CIRcLE APPROPRIATE ANSWER (leave BLANK if you do not understand the question)r
Yes No ls your general health good?
Yes No Has there been a change in health within the last year?
Yes No Have you been hospitalized or had a serious illness in the last three years?

whv?
Yes No Are you being treated by a physician now?

For what?
Date of last medical exam

II. HAVE YOU EXPERIENCED?
Yes No Chest pain (angina)?
Yes No Swollen ankles?
Yes No Shortness of breath?
Yes No Blurred vision?
Yes No Sinus problems?
Yes No Difficulty swallowing?
Yes No Dizziness?
Yes No Ringing in ears?
Yes No Fainting spells?

Yes No Seizures?
Yes No Frequent urination?
Yes No Excessive thirst?
Yes No Dry mouth?
Yes No Jaundice?
Yes No Joint pain, stiffness?
Yes No Recent weight loss, fever, night sweats?
Yes No Bleeding problems, bruise easily?
Yes No Headaches?

III. DO YOU HAVE OR HAVE YOU HAD?
Yes No Heart disease?
Yes No Rheumatic fever?

Yes No Arthritis, rheumatism?
Yes No Herpes?
Yes No AIDS, ARC or HIV?
Yes No Eye disease?
Yes No Skin disease?
Yes No High blood pressure?
Yes No Anemia?

Yes No Heart attack, heart defects?
Yes No Stroke,hardening of the

arteries?
Yes No Heart murmurs?
Yes No Tumors, cancer?



Yes
Yos
Yes
Yes
Yes

Yes

Yes

Yeo
Yes

No

No

NO

No

No
NO

No
No
No

NO

No
No
No
No

DlabetEe?
VD (Byphill$ or gonotrhea?)
Stomach problems, ulcers?
Kidney, bladder dlsoase?
Thyrotd, adrenal dlsoaee?

Family history of diabotos or hEart
probloms?
AllrRot rs: to foods latex,modloations?

TB, asthma,ornphysoma?
Hepatiti$ other liver disease?

IV, DO YOU HAVE OR HAVE YOU HAD?
Yee No
Yes No
Yes No
Yes No

Yes No

Psychiatric oare?
Hospltallzatlon?
Radiation treatments?
Blood transfuslon?
Chemotherapy?

Yss
Yes
Yes
Yes
Yes

Surgerles?
Prosthotic heart valve?
Paosmaker?
Ar.tificlalJolnt?
Contact lenseg?

V, ARE YOU TAKING?
Yes No
Yes No
Yes No

Yos No

Yes No

,:

VI. WOMEN ON
Yee No
Yee No

YEs
Yes
Yos
Yes
Yoe
Yes
Yee

Yes
Yee
YeE

Recreational drugs?
Alcohol?
Drugs, medicines (including aspirln or vitamins)?

Yes No Tobacco in anY form?

Have you @ q.igll Plq:l1lPlli P^ : 
"$1r il,,A6 ,, .r;d ,A, , +ava aA\t af tha below listed druos? (PlOaSe indioate Wltn an xlf "yoE," did you take any of the bolow listed drugs? ( ioate with an X on line)

li;.lpiJlirliiiril',i,i..:i"n,iii';;i;;i- lroiaimn itonrruramine;,,=' Bqylgexrodluramrne)'-r 'rvrr*vr'rY!-,ri,ilnouudrugs,'hiG-youhadamodicalexamto,nsurethatyourh0art
lf you havo takon anY ot t

valves wers not affected?

Pleaso list

Are you or could yor.l oo pregnant or nursing?

Takrng birth conlrol PilL$?

Yos No , DO yoU havo or have you had any other diseases or medical ptoblems NoT listed on this form?

lf so, please exPlain

vilr. DENTAL HlsroRY :'::'l::'x;";fi:";ffi;"'
Previous D€ntist Date of la$t dental oxamlnatlon

Date of last full'mouth x'rays (18 films)

Havo you had probloms with pljor dental treatment?

Are vou in paln now?
Do Your gums feet tender or swollen?

bo iou l6so flllings or break flllings?

Do you gag easlly?
H;io t;J 6ver nio ofthodontic treatment?

Do you like Your smile?
rf nbi, wr'trt'would vou like to ohange about it? - -- r ' ' r#
Do vou Snore'/
Do io, wake uP "gasPing for breaih?

illJu"vor1V.t [.8. iirs".ised or do you suspect you have sloep apnea?

T0thebestofmyknowlodgo,lhavealgwerg|.3ylryquestloncomplotolyandaccurately.lwlllinformDr,Hueyormy'" ''iivirinrii ii'anv otiange in my health and/or medlcatlon'

NO

No
NO

NO

No
NO

No

NO
'No

NO

Daiei
Patlent's slgnaturo



Date

AUTHORIZATION AND RELEASE TO DIAGNOSE & TREAT
I oertify that ihe answers to tho dental and health questions are accurate and conect to the b€st of my knowledge, S-inoe a

changb of medicalcondition orin medicatlons can affeotdentalhealth and troatment,lunderstand the importanoe of and

agree to notify 

- 

or staff of any changes at any Bubsequent appointment,

I hereby authorize ordosignated staff to take x-rays, study models, photographs, and otherdiagnostio aids
deemei necessary or advisable to maintain my dental health or the d6ntal health of any rninor or othor individual for which I

have responsibility, and to employ such assistance as required in order to provide proper care,

Upon such diagnosis, I authorize to perform those procedures agreed upon and deemed necessary or 
..

aiJvisable to milntain my dental treatttr oithe dental health of any minor or other individual for which I have responsiblllty,
and to employ suoh assistanoe as required in order to provide proper care,

I agree to the administration of any Iooal aneethetic, sedative, anaigssic, therapeutic, and/or other pharmaceutical agent(s)

inoTuding those related to restorative, palliative, therapeutic, or surgical treatments that are deemed necossary or advisable,

I underetand that the adrninistration of local anesthetic may causo an untoward reaction or side effects, whlch may include,

but are not limited to: bruislng, hematoma, cardiac stimulation, tomporary or, rarely, permanent numbness, and muscle

sorensss, I do voluntarily assume any and all possible rlsks assooiated with general preventative, operative, surgioal,
cosmetlc, or TMJ treatment procedures in hopes of obtaining the potontial desired results, which may or may not be

achieved,fofmybenefitorthebenefitofmyminorchildorward, lacknowledgethatthenatureandpurposeofthe
foregoing proceduros, if nocessary, will be explained to me and lwill be given the opportunity to ask questions,

I authorize _ to release any information, including the diagnosis and the records of any treatment or examination

rendered to me during the period of such dental care to third parly payers and/or hoalth practltioners,

I understand that I am Bolely responsible for all treatment decisions for myself or any minor child or ward, regardless of
lnsuranos ooverage, I understand that diagnosls and treatment recommendations wlll not be based upon what insurance

dictates, but that ill treatmont recommendations will be, in the doctor's professional opinion, the best, most conservative,
and most effeotlve long{erm options available,

Patient (or rosponsibls party) Signature - . , * Date

1,

e

o.



2,

1,

Person Rgsponsible For This Account:

Patient (or responsible pafty) Signature:

OUR FINANCIAL POLICY

Fees for geruices are due and payable at the time troatment io rondered. We accept cash, personal checks, Viga,

MastorOard, or debit cardg,

Thore wllt be a $i 00 adminletraflve fee for mlssed appolntments and last mlnute (leee than 48 hou-re)

cancellailons/rescneoutes or 
"-n"ngee 

ln treatment'flanned, Appointmont times are rase-rued.specifically for you

and must be treated ur a'iJrrr6 oitigation, Any last nilnute cnange in appointment scheduling affects many pegRle,

l,rirrea appointmentsl canceiLiions d'isrupt the tlmely delivery of necessary treatment for you and interfere with the

icniorr,nsi6r tieatmeni ioiouioins, patidnts. tn addition, each member of our dental team takes great care in

ph;;ing f[r yourvisit devoting a gi;eitOeaf of time and atientionin preparing the operatory, instruments and materials
"iieoitic-atry ror you and tii'ii}ir|itriaiieit, tntensive study of your radiographs, models, occlusion and that day's

;p;;iffiiiiplanniatreatmin[arJi.qi,ir.dpriortoeachnewiesslonwithyou, Pleaseassistusinprovidingoptimal

aira timef i ti.eatment to all patients by confirming and keeping your appointment.

Failure to keep your account current will prevent our being able to continuo to provide additional dental services to you

eiCept in an bmergency otntui riturtion, We vatue our doctor-patient relationship with each patient and dosiro to

pioviOe tne best oire pb6iOf6. io*.ver, in order to contlnue to provide this care we must receive payment for

services rendered.

ln the event of default on your account, you agree to pay legal interest on the lndebtedness, together with such

collection costs and reas6nable attorney fees as may be required to effect collection of this note,

There is a $45 fee for any returned oheok,

For our patlents with dental insurance; We are happy to assist you in filing the neoessary forms to help you receive the

fuli Oenents of your corerage 
-ih 

e insurance rotaiioisnip consiitutes an aigrooment between the carrier and the

patient, As such, ** .rnHit . ,o gr;rJntu. of estimatid coverage or payment However, please know that we will

io everything possible to see that you receive the full benefits of your policy'

3,

5,

_l authorize and hereby request my insuranoe company to pay direotly to - insurancs benefits otheMlse

payabte to me for s.rioiJ ienoeied, I authoriie irie l.,si'oiini* sig;aturfi-n-mfrsurance submissions, I understand
'tnit 

A rc my responsibtltty to know my lnsurance benefits'

tauthorize _ toreleaseall informationnecessarytosecurspaymentof insurancebenefits. lunderstand

that I am frnancially *+ofrsiOfe ior payment of all services rendered on my behalf or on behalf of my dependants

wnet;,Jr or not paiil Oy insurance. Fees are due when services are rendered,

_l understand that any insurance estimate given to me by this office is not a guarantoe of actual insurance payment;

insurancecompanresneverguaranteecoverage lals'ounderstandlhatlamultimatelyresponslbleforall charges

incurred ror oentistrip"tror*i.rJupon myself oi my dependents in this dental ollice regardless of estlmated insuranoo

;;fi;;[fi;;!''Fl'tttstion of insuranie coveragie does not negat. this responsibilitv

Anv insurance clalnl not paid in fu1 after 30 days (from date of service) wilt become my responsib,ili.ty to pay imnediately

-?r'r;il#ii, ii'p,iiaing insurance ctaim, An-y inru"nt" payments.hade after my payment will be applied as follows:

iiG;; iJpay off any outBtanding debt on my/family accouht; z) credited to my aocount for future treatment 0r

reimbursed dlrectlY to me

I have read, understand, and accept the terms of the above outlined policies,for insurance handling and financial
- 

.ommiiments that t miy incur'as a result of treatment or aocepting appointment'

Reiationship to Pati€nt:

Date:



Acknowledgement of Receipt of Notice of Privacy Practlcesi Instructions for Dlscusslng

Fersonal Health lnformation

JudY HueY DDS, PC

I have received and reviewed a copy of this office's Notice of Privacy Practices,

lnstructions for Discusslng my Personal Health lnformation with others

lgive permisslon to the office of Judy Huey DDS, PC to discuss my personal health informatlon

with the following individuals:

Name RelationshiP to Patient

lunderstand that lshould ask our dental practice's Privacy official if lhave anyquesti)ns about

these policies and Procedures,

Print Namel

Signatu re:

Date:




