
Name________________________________________________________ DOB ________________________________
Social Security # _______________________________ Email Address_________________________________________
Please Circle One:   Married   Single   Divorced    Widowed
Cell Phone______________________________________   Home Phone_______________________________________
Address___________________________________________________________________________________________
City___________________________________________________ State_________________ Zip___________________
Occupation/Employer_______________________________________________________________________________
Dental Insurance_______________________________________ Subscriber____________________________________
Subscriber DOB________________ Subscriber SS# ___________________ Insurance ID# ________________________
Spouse Name_________________________________ Spouse Cell # _________________________________________



CONSENT
•I will answer all health questions to the best of my knowledge.                  Initial            _____
After explanation by the doctor, I hereby authorize the performance of dental services upon the above named patients and whatever procedures that the judgement of the doctor may decide in order to carry out these procedures. I also authorize and request the administration of any anesthetics and x-rays as may be deemed necessary and advisable by the doctor.

Signature_________________________________________________________ Date____________________     Relation to Patient________________



TERMS AND CONDITIONS
This office depends upon reimbursement from the patient for the costs incurred in their case. The financial responsibility of each patient must be determined before treatment.
As a condition of treatment by this office, I understand financial arrangements must be made in advance. All emergency dental services, or any dental service performed without prior financial arrangements, must be paid for at the time the services are performed.
[bookmark: _GoBack]I understand that dental services furnished to me are charged directly to me and that I am personally responsible for payment. If I carry insurance, I understand that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental office cannot render services on the assumption that charges will be paid by an insurance company. 
Assignment of Insurance: I hereby authorize releases of any information needed and also authorize my insurance company to pay directly to this Office benefits accruing to me under my policy. I understand that the fee estimate listed for this dental care can only be extended for a period of 90 days from the date of the patient’s examination. I also understand that in order to collect my debt, my credit history may be checked through the use of my Social Security Number or any other information I have given you. I agree that in the event that either this office or I institute any legal proceedings with respect to amounts owed by me for services rendered, the prevailing party in such proceedings shall be entitled to recover all costs incurred including reasonable attorney’s fees. I grant my permission to you, or your assignee, to telephone me at home or at my work to discuss matters related to this form. I have read the above conditions and agree to their content.

Signed______________________________________________________________Date_________________________

There is a charge for any missed appointments or appointments not cancelled 48 hours before the appointment time.


Name_______________________________________________________
Medical Conditions__________________________________________________________________________________
Please List All Medications____________________________________________________________________________

Y N   Do you need to pre-medicate with an antibiotic before dental treatment?
Y N  Allergies to medication- Please List_______________________________________________________________
Y N Do you take Blood Thinners, Anticoagulants, Aspirin, or Baby Aspirin Daily? _____________________________
Y N Do you have a history of prolonged bleeding disorder? ______________________________________________
Y N Do you take Osteoporosis Medication?
Y N Have you had a joint replaced ? __________________________________________
Y N Have you had any adverse reaction to Epinephrine? _________________________
Y N Do you have a heart condition? ___________________________________
Y N Have you had any heart surgeries? ________________________________
        Explain ______________________________________________________
Y N Do you have or had Cancer? _________________  Chemo? _______________ Radiation? ______________
        If yes, has your oncologist cleared you for dental work? ___________________________
  
EMERGENCY CONTACT _______________________________ Relationship____________  Phone #________________
Physician’s Name__________________________________________ Phone # ________________________________

Please explain reason for today’s visit__________________________________________________________
Previous Dentist_____________________________________________ Last Visit ______________________
How often do you brush your teeth? ______________________ How often do you floss? __________________
Y N Do your gums bleed when you brush?
Y N Do you avoid brushing an area of your mouth? _________________________
Y N Do you have dry mouth ?
Y N Do you grind or clench your teeth?             Jaw Pain? ___________
Y N Are you happy with your smile?
Y N Have you had orthodontics?
How did you hear about our office? _____________________________________________________________



Appointments and Cancellations

When we make your appointment, we are reserving a room for your particular needs. We ask that if you must change an appointment, please give us at least 24 hours notice.  This courtesy makes it possible to give your reserved room to another patient who would like it.
There is a charge for not showing up for scheduled appointments.  Repeated cancellations or missed appointments will result in loss of future appointment privileges. 
We feel that our patient's time is valuable.  When your appointment is made, a room is reserved, your records are prepared, and special instruments are readied for your visit.  Except for emergency treatment for another patient, you can expect us to be prompt.  We, of course, would appreciate the same courtesy from you.                                      Sign:___________________________
_____________________________________________________________________________

Financial Agreement

Our goal is to provide the highest quality of dental care possible and to have clear communication of our financial policy.

ALL ACCOUNTS ARE DUE AND PAYABLE AT TIME OF SERVICE. If a procedure requires multiple appointments, payment is required in full at the first appointment.

Patient with insurance: The PATIENT is responsible for the ESTIMATED non-covered portion, procedures and/or deductibles at the time of the service. You are ultimately responsible for payment should there be a discrepancy with your carrier.

Parents accompanying their children are financially responsible for payment.
18% annual interest is charged for any unpaid balance. There is a $30.00 processing charge for non-sufficient funds.

I, _______________________________________, agree to these financial terms.

Signature ______________________________________________ Date___________

______________________________________________________________________________________________________


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You may refuse to Sign This Acknowledgement


I, ___________________________________________, have received a copy of this office’s Notice of Privacy




Please Print Name


Signature                                                                                                                       Date


For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, as required by law, but acknowledgement could not be obtained because:

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify:

