Patient Information

Name

FAMILY DENTAL

Welcome To Our Practice

Today’s Date

Last First Middle Initial Nickname
OMarried OSingle OOther OMale OFemale Birth date Age.
Address
City State Zip Code
Phone(home) Phone(cell) Phone(work)

E-mail address

May we contact you at work? ¢ yes <¢no

Social Security # Occupation

Employer Name

Employer Address

Emergency Contact/Spouse’s Name Birthdate.
Phone(home) Phone(cell) Phone(work)

Spouse’s Employer

Employer Address

Whom may we thank for referring you to us?

Primary Dental Insurance

Subscriber Name

Social Security # DOB

Employer Name and Address

Insurance Co. Name and Address

Insurance Co. Phone

Group #

Policy/Subscriber ID#

Relationship to Patient

Secondary Dental Insurance

Subscriber Name

Social Security # DOB

Employer Name and Address

Insurance Co. Name and Address

Insurance Co. Phone

Group #

Policy/Subscriber ID#

Relationship to Patient




Assignment and Release

I, the undersigned, certify that I (or my dependent) have insurance coverage with the
above insurance carriers and assign directly to Elma Family Dental ' all insurance benefits,
if any, otherwise payable directly to me for services rendered. I understand that I am
financially responsible for all charges whether or not paid by insurance. I hereby authorize
my dentist to release all information necessary to secure the payment of benefits. I
authorize the use of this signature on all insurance submissions. The information on this
page and the medical history are correct to the best of my knowledge.

Responsible Party Relation to patient

Signature Date

Dental History

Why have you come to the dentist today?

Are you currently in Pain? Oyes 0Ono Current Dental Health? 0Good OFair COPoor
Do you require antibiotics prior to dental treatment? Oyes Cno CQunsure

Have you ever had a difficult or serious problem with previous dental work? Cyes 0no
Do you have a fear of the dentist? Onone Omild CTmoderate Osevere

Why did you leave your last dentist?

What did you like most about your last dentist?

Do you love your smile? Oyes Ono What would you like to change?

Do your gums ever bleed? COyes Cnho Have you ever had periodontal disease? Dyes Ino

How many times a week do you floss?___ How many times a day do you brush?__

Medical History

Have you ever had any of the following diseases or medical problems?

Please check all that apply.

Conditions: [ Blood transfusions O Heart Attack:

O Abnormal bleeding O Cancer/chemotherapy Date

O Alcohol or Drug Abuse O Diabetes O Heart Murmur/Defect
O Aids/HIV O Difficulty Breathing O Heart Surgery

O Allergies O Emphysema O Hemophilia/bleeding
O Anemia O Epilepsy O Hepatitis: Type_
O Angina O Fever Blisters/Herpes O Blood Pressure:

O Asthma high low



Medical History Continued

00 Joint Replacement: [0 Stroke [ Sulfa
Date O Thyroid problems 0 Tetracycline
[0 Kidney Problems [0 Tuberculosis 00 Other
[ Liver Disease J Ulcers
[0 Pacemaker [ Other Miscellaneous:
O Psychiatric Disease Do you smoke? Jyes Ono
[0 Radiation therapy Allergies to: Do you chew? [Jyes [’no
[0 Rheumatic Fever 00 Aspirin
J Seizures [0 Codeine If Female:
0 Sexually Trans Disease 0 Anesthetics Are you taking Birth
[ Shingles 00 Latex Control Pills? Cyes no
O Sickle Cell Disease 0 Metals/Jewelry/Nickel Are you Pregnant?
0 Sinus Problems O Penicillin Oyes [no

Current Medications and dosage:

Physician Information:

Name of Current Physician Phone

Name of Specialist Physician Phone

OFFICE USE ONLY: Updates

1. Date_ ~ Comments Signature

2. Date_ ~ Comments Signature
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EAMILY DENTAL
Patient Policies

Notice of Privacy Practices: We keep acopy of the health care services we lorov/o’e you.

You may ask to see ana’ copy t/mat rccora’. You may a/so ask us to correct t/7at recora’. We W///
NOT a’isc/ose your recora’ to othcrs un/css you a’ircct us to a’o soor un/ess t/k: /aw autflorizes
or comloc/s us to do so. You may see your record or get more information about how your

health information may be used and disclosed [)y contactl}‘lg our Ioaticnt coordinator.

By my sgnature below1 acknow/ea’ge recellbt of the Notice of Privacy Practices.

Signature of Patient or /ega// authorized individual Date

Printed Name Rc/at/bnsh/}o to /oat/ént ([fnot 5e/f)

Cancc//ation, Late, or Missed a’p’pointmcnt Po/icq: We strive tolorovia’e our

IDatients with the utmost Profess/ona//sm and excellence of service. Our commitment to your oral
health is something our office takes quite seriously. Because we care about you we realize it

g 9 &) Y
would be a disservice to you if we did not cmlohasizc the imloor'tancc of your own commitment to

t/‘lc care you neea’ to receive ana’ to f/LIC po/fcics we ask you to aa’/‘zcre to.

We want to see youon time to have aa’cquate time to do the necessary Procea’ures. Arr/’whg on
time will Pcrmit all the treatment P/annca’ for the a’ay. All a/D/Dofntmcnts should be made before
/caving the office, when loossib/e, as our schedules il qu/ck/y.

We cxpcct you to keelo all your alopomtmcnts. With the cxcclotfon of serious emergcncies itis

cxlocctca’ thatyou kee/o all ofyourappo;htments If you need to re-schedule an

appomtmcnt we rcqu:rc a minimum 24 hours notice (one business c/au if

cancc//mz ona wcckcnc/ anc/72 hours lfcancc//mza sedation or a 90 minute or

grcatcr a’p’pomtmcnt). In SUC/'I a casc, P/ease Ca//OUF O?q[ICG ana’arrangc [ora makc-ulo

aPPofl‘l tment with our Patient Coordinator.

In an instance of a cancellation without 24 hours notice or no-show to a scheduled alopomtmcnt,
we reserve the r/g/?t to cha/ge Yyou a $50.00 fee per hour. In instances of re/oeatca’ non-
comp/iancc with your scheduled visits, we also reserve the r[g/n‘ to discontinue care, allow care

ona space-avai/ab/c basis, or /DF OViG’C appozhtmcnts ona IDF 6~Ioay [78513.

We aPPI‘@cfa te Yyou grea t{g as our /oatient ana’ strive to accomp//}sh wona’cr‘/[u/ rcsu/ ts ana’ success

fOFyOU.

Continued on back




Financial Policies: We realize that every person ’s financial situation is ditferent. For this

reason, we have worked hard to Provia’c a var/cty of Paymcnt opt/ons to /7640 you receive the dental
care you need and deserve that allows you to cgoy a /)ca/t/y, beautitul smile with resloect to your
bua’get.

1) Den tal Insurance: We welcome an open discussion of services and fees Ior/br to treatment
in order to avoia’any kind of misuna’crstandlhg Once insurance e/gbi/ity /s determined, as a courtesy

toyou we will file for paqmcnt ofqour benefits for up to 30 daqs after treatment is

comp/ctcc/ chond 30 daqs it WI// become your rcsponsrbllltq to handle claims W/thyour
insurance representatlvc At t/7/5 time your account will be a’uc unless furt/‘/cr arrangements have been

maa’c W/t/7 our fi nanaa/ Coora’mator. Patient’s Initials

2) Co~Paymcnt/Dcductib/cs: We ask thatyour estimated co~Paymcnt and deductible
be Paia’ at the time of your service. We accept cash, checks, debit and credit cards. Dental

Insurance has limitations that we, as your c/cnta/Provic/cr, do not contro/; dental
insurance is a contract between you and the insurance company. It js imPortant to
kccp Yyour account with our office uP~to~a’atc, rcgarc//css of the Paymcnt schedule of
your insurance company.

U/timatc/y, your bill is your rcsponsibi/iiy. Patient’s Initials

3) Optiona/ Payment Terms:

/. sz'or Service — Two Payment Olotion: We offer a two-payment o/ot/on for crowns, brldges,
root cana/s, and denture treatments. We ask that you pay one half of your treatment cost at the
first appo/ntment and the second half at the second appo/ntment.

2. Out of Office Financing: By arrangement with Care Credjt, we offer our Pat/ents, upon
aloprova/ | an interest-free, low month/y payment ID/an olotion i'/)rougfl these third /oart/es with no
down payment, no annual fee, and no pre-payment Pena/ty. Please ask for a hassle-free

app//cat/on with an on-line decision in minutes.

4) Paymcnt Policies: Thereisa $25.00 fee on all returned checks. Accounts 30 days

Past due will accrue a 1.5% per month [ate Paymcnt chargc on any amount over-due.

By my s{gnature below 1 acknow/ea’ge recelpt of the alDlDointment and financial po//c/cs.

S/gnaturc of Patient or /ega//y authorized individual Date

Printed Name Rc/at/bns/w)o to /oat/cnt (F not self)
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