Teeth Elite
Eileen C. Golway, D.M.D., P.A.

6801 N.W. 9" Blvd.
Lower Level, Suite 3
Gainesville, Florida 32605

(352) 333-3683

Welcome to our office! We hope you feel comfortable in our office setting and
find our staff to be courteous and receptive to your needs. If you have any
guestions, please feel free to ask for assistance. Our office hours are from 8:00
a.m. to 5:00 p.m. Monday through Thursday, and on every other Friday 9:00 a.m.
until 12:00 noon. However, no patients are seen on Fridays.

Our goal is to provide you with high quality care at an economical price. We will
file pre-authorizations and insurance claims for you, but we feel it is your
responsibility to know the limits and coverage of your particular policy. We
cannot keep up with the specific guidelines of every patient’s policy, so we will
practice dentistry to the best of our ability and make recommendations we think
are in your best interest. You are expected to pay your portion of the charges at
the time services are rendered. If you have any questions please ask before you
are seen by the doctor.

Please be aware that we ask you to give us 24 hours notice if you need to cancel
or reschedule your appointment. If you do not show up for your appointment, or
cancel the same day, there will be a $35.00 charge. This policy allows us to make
your appointment available to other patients wishing to be seen. All procedures
are expected to be paid in full at the time of completion. To assist you in receiving
care, we offer several payment options. You may choose to pay by cash, check,
major credit card (Visa, Master Card, Discover), or we offer No Interest Payment
Plans, in addition to Extended Payment Plans through Care Credit, a division of
GE Consumer Finance. PLEASE make payment arrangements, if necessary,
before beginning any treatment.

We look forward to meeting with you at your next appointment. If you would like
dental information on a certain type of service, please feel free to ask. We will
work hard to keep your smile healthy and bright!
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Patient name: Date:

Are You a Candidate For Cosmetic Dentistry?

Self-analysis:

1.

2.

10.
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12.

13.

14.

15.

Does your self-confidence lessen when smiling in front of other people?

Do you ever put your hand up to cover your smile?

Do you feel you photograph better from one side of your face?

Is there someone you think has a better smile than you?

Do you look at magazines and wish you had a smile as pretty as the model’s smile?
When you read a fashion magazine, are your eyes drawn to the model’s smile?

When you look at your smile in the mirror, do you see a minor defect in your gums
or in any of your teeth?

Do you wish your teeth were whiter?

Do you wish your gums looked better?

Do you wish you showed more or fewer teeth when smiling?

Do you think you show too much or too little gum tissue when you smile?
Do you wish you had longer or shorter teeth?

Would you prefer wider or narrower teeth?

Are your teeth too square or too round?

Do you wish your teeth were shaped differently?

Yes
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Eileen C. Golway, D.M.D., P.A.

6801 N.W. 9th Boulevard
Lower Level, Suite 3

Gainesville, FL 32605

(352) 333-3683

CONSENT TO USE OR DISCLOSE DENTAL AND MEDICAL INFORMATION

| authorize Eileen C. Golway, D.M.D., P.A. to use and disclose the dental, medical, and

health information of for the following purpose(s):
(Name of Patient)

> Treatment -- includes activities performed by a dentist or dental hygienist, as
well as coordinating or managing care provided to you with third parties, and consultations
involving dentists, physicians, and other health care providers.

> Payment -- includes activities involved in determining whether you are eligible
for dental plan coverage, billing matters, and for clinical necessity, appropriateness of
charges, pre-certification and preauthorization of services.

> Health Care Operations -- includes associated business and administrative
affairs of this office.

You have the right to revoke this Consent. However, you must revoke this Consent in

writing. Any revocation would not pertain to information already used or disclosed pursuant
to this Consent during the time frame within which this Consent is effective.

OR

Date Signature of patient

Date Signature of guardian or other person
authorized by law




