Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we’ll be glad to help you.We look forward to working with you in maintaining your dental health.

Patient Information

Name Soc. Sec. #
Last Name First Name Initial
Address
City State Zip Home Phone
Cell Phone Email
Sex OM QF Age Birthdate Q Single Q Married Q Widowed Q Separated Q Divorced
Patient Employed by Occupation
Business Address Business Phone
Business Email
Whom may we thank for referring you?
Notify in case of emergency Home Phone
Cell Phone Business Phone
Email
Primary Insurance
Person Responsible for Account
Last Name First Name Initial
Relation to Patient Birthdate Soc. Sec. #
Address (if different from patient) Home Phone
City State Zip
Cell Phone Email
Person Responsible Employed by Occupation
Business Address Business Phone
Business Email
Insurance Company Phone
Insurance Mailing Address
Contract # Group # Subscriber #
Name of other dependents under this plan
Pharmacy Name Phone
Additional Insurance
Is patient covered by additional insurance? Q Yes 1 No
Subscriber Name Relation to Patient Birthdate
Address (if different from patient) Soc. Sec. #

City State Zip Home Phone
Cell Phone Email
Subscriber Employed by Business Phone
Business Email

Insurance Company “Phone
Insurance Mailing Address

Contract # Group # Subscriber #

Name of other dependents under this plan

Please complete both sides.




Dental History

What would you like us to do today? Are you in dental discomfort today?
Former Dentist Address

Dentist’s Email Phone

Date of last dental care Date of last x-rays

Check ( v/) yes or no if you have had problems with any of the following:

Q'Y Q N Bad breath Q'Y QN Food collection between teeth Q'Y Q N Periodontal treatment Q'Y QN Sensitivity to sweets

Q'Y Q N Bleeding gums Q'Y QN Grinding or clenching teeth Q'Y QN Sensitivity to cold Q'Y O N Sensitivity when biting
QY QN Clicking or popping jaw Q'Y QN Loose teeth or broken fillings Q'Y O N Sensitivity to hot Q'Y QN Sores or growths in mouth
How often do you brush? Floss?

How do you feel about the appearance of your teeth?

Do you wish your teeth were straighter? QY QN
Do you wish your teeth were whiter? ay anN
Are you unhappy with any fillings, crowns or bridges? QY QN

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? QY QN
Other information about your dental health or previous treatment

Medical History

Physician’s name Phone

Date of last visit Have you had any serious illnesses or operations? QY QN
If yes, describe

Are you currently under physician care? QY QN  If yes, describe

Have you ever had a blood transfusion? QY QN  If yes, give approximate dates
Have you ever taken Fen-Phen/Redux? QY QN
Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. QY QN

Do you smoke or use other tobacco/smokeless products? QY TN Please circle all that apply: Cigarettes Cigars Vape Marijuana Chew Other
Women: Are you pregnant? QY QN  Nursingg QY QN  Taking birth control pills? QY QN
Check (v") yes or no whether you have had any of the following;

QY AN AIDS/HIV Positive QY AN Cough, persistent QY QN Jaw pain QY AN Shingles

QY QN Anaphylaxis QY QN Cough up blood QY QN Kidney disease or QY QN Shortness of breath
QY AN Anemia QY QN Diabetes malfunction QY AN Skin rash

QY AN Arthritis, Rheumatism QY AN Epilepsy QY ON  Liver disease QY QN Spina Bifida

QY QN Artificial heart valves QY AN Fainting QY QN Material allergies QY AN Stroke

(latex, wool, metal,

QY AN Artificial joints QY QN Food allergies chemicals) QY AN Surgical implant
QY AN Asthma QY AN Glaucoma QY QN Mitral valve prolapse QY AN Swelling of feet
QY QN Atopic (allergy prone) QY AN Headaches QY QN Nervous problems or ankles
QY QN Back problems QY ON Heart murmur OY-ON DPacemakes Qyan ThYl;Old disease or
QY QN Blood disease QY ON Heart problems Heart surgery ll‘ld ungsion :

- Describe ! QY QN Tobacco habit
Uy QN Cancer = QY QN Psychiatric care QY ON Tonsilliti
QY AN Chemical dependency QY 0N Hemophilia/ ; QY QN Rapid weight gain or loss Ol
QY QN Chemotherapy Abnormal bleeding QY O8N Raliafom e QY AN Tuberculosis

QY QN Herpes AU GITEN QY QN Ulcer/Colitis

QY AN Circulatory problems
QY AN Cortisone treatments

QY QN Respiratory disease

QY QN Hepatitis
QY AN Rheumatic/Scarlet fever

QY QN High blood pressure
Is patient currently taking any medications? If yes, list all: Does patient have drug allergies? If yes, list all:

Y AN Venereal disease

Authorization

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist
to help determine appropriate and healthful dental treatment. If there is any change in my medical status, I will inform the dentist.

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. T understand that T am financially responsible for all charges
whether or not paid by insurance.

Signature Date

Payment is due in full at time of treatment, unless prior arrangements have been approved.
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% = Consent for Services and Financial Policy

As a condition of treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from patients for the costs incurred in their care.

Financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed unless other

arrangements are made.

Patients with dental insurance understand that all dental services are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This
office will help prepare the patient's insurance forms or assist in making collections from insurance companies and will credit any collections to the patient's account. However, this

dental office cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1%4% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are

satisfied.
| understand that any fee estimate for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me by this practice, | agree to pay the charges for the services at the time of treatment, or within five (5) days of billing if
credit is extended. | further agree that the charges for services shall be as billed unless objected to, by me, in writing, within the time payment is due. | further agree that a waiver of
any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and | further agree to pay all costs and reasonable attorney fees if suit be

instituted hereunder.

| grant my permission to you or your assignee, to telephone me to discuss this statement or my treatment.

E] i By checking this box, | understand the above information and agree with its contents. This will serve as my electronic signature for
the Administration Form.

HIPAA Acknowledgement

I understand that | may inspect or copy the protected health information described by this authorization.

I understand that at any time, this authorization may be revoked, when the office that receives this authorization receives a written revocation, although that revocation will not bé
effective as to the disclosure of records whose release | have previously authorized, or where other action has been taken in reliance on an authorization | have signed. | understand that

my health care and the payment for my healthcare will not be affected if | refuse to sign this form.

I understand that information used or disclosed, pursuant to this authorization, could be subject to re-disclosure by the recipient and, if so, may not be subject to federal or state law

protecting its confidentiality,

|:| By checking this box, | understand the above information and agree with its contents. This will serve as my electronic signature for
the HIPAA Disclosure Form.
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’ 2 Consent for Internet Communications

| grant my permission to the dental practice to upload and store confidential patient information (including account information, appointment information and clinical
information) to the secured web site for the dental practice. | understand that, for security purposes, the site requires a user ID and password for access and
use. | also understand the dental practice and | are responsible for maintaining the strict confidentiality of any ID and password assigned to me; and that the
dental practice is not liable for any charges, damages, or losses that may be incurred or suffered as a result of my failure to maintain confidentiality. | understand
the dental practice is not liable for any harm related to the theft of my ID and password, my disclosure of my ID and password, or my authorization to allow
another person or entity to access and use the dental practice web site with my ID and password. | also agree to immediately notify the dental practice of any
unauthorized use of my ID or of any other need to deactivate my ID due to security concerns.

| also understand that State and Federal laws, as well as ethical and licensure requirements impose obligations with respect to patient confidentiality that limit the
ability to make use of certain services or to transmit certain information to third parties. | understand the dental practice will represent and warrant that they will,
at all times during the terms of this Agreement and thereafter, comply with all laws directly or indirectly applicable that may now or hereafter govern the
gathering, use, transmission, processing, receipt, reporting, disclosure, maintenance, and storage of my information, and use their best efforts to cause all
persons or entities under their direction or control to comply with such laws. | agree that the dental practice has the right to monitor, retrieve, store, upload and
use my information in connection with the operation of such services, and is acting on my behalf in uploading my patient information. | understand the dental
practice will use commercially reasonable efforts to maintain the confidentiality of all patient information that is uploaded to the web site on my behalf. |
understand the dental practice CANNOT AND DOES NOT ASSUME ANY RESPONSIBILITY FOR MY USE OR MISUSE OF PATIENT INFORMATION OR OTHER
INFORMATION TRANSMITTED, MONITORED, STORED, UPLOADED OR RECEIVED USING THE SITE OR THE SERVICES.

|:| “I have read the information above regarding the secured uploading of patient information to the web site for the dental practice, and
grant the dental practice permission to securely upload my patient information to the web site.

Response Date:
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