PATIENT INFORMATION: E-MAIL
NAME AGE SEX HoMe PHONE ( )
FIRST Ml LAST

ADDRESS APT. No. WoRk PHONE ( )
City STATE Zip OTHER PHONE ( )
BIRTHDATE SSN - -

MONTH DAY YEAR DRIVERS LICENSE NUMBER STATE
EMPLOYER / OCCUPATION ADDRESS
IN CASE OF EMERGENCY, CONTACT: RELATIONSHIP PHONE ( )
ARE ANY OF YOUR FAMILY MEMBERS PATIENTS OF THIS PRACTICE? (] YES [J NO NAME RELATIONSHIP
PRIMARY DENTAL INSURANCE (Leave blank only if no dental benefits) NAME OF INSURED IF DIFFERENT THAN PATIENT:
NAME NAME RELATIONSHIP
ADDRESS ADDRESS
Crty STATE Zip City STATE ZIp
PHONE Group No. BIRTHDATE SS NUMBER
PoLicy NUMBER EMPLOYER
DEeNTAL HISTORY
WHAT IS THE REASON FOR THIS APPOINTMENT?
ARE THERE ANY SPECIFIC DENTAL PROBLEMS WE SHOULD BE AWARE OF?
DO YOU THINK YOU HAVE ANY DECAY OR CAVITIES? dvyes Jno How OFTEN DO YOU BRUSH?
DO YOUR GUMS BLEED EASILY WHEN BRUSHING OR FLOSSING? Qvyes dno How OFTEN DO YOU FLOSS?
DO YOU SUFFER FROM CHRONIC BAD BREATH OR BAD TASTE? Qves Qno
DO YOU HAVE ANY JAW JOINT CRACKING OR PAIN? dyes Qno
WHAT WAS THE PURPOSE OF YOUR LAST DENTAL APPOINTMENT? WHEN WAS THAT?
WHEN WAS THE LAST TIME YOU HAD A DENTAL CLEANING? NAME OF PREVIOUS DENTIST?
WHEN WERE THE LAST FULL MOUTH X-RAYS TAKEN OF YOUR TEETH?
HOW WOULD YOU DESCRIBE YOUR DENTAL HEALTH? [ EXCELLENT [ coop [ FaR [ roor

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

PATIENT TREATMENT CONSENT

o 1 authorize the Dentist(s) or designated staff treating me to perform such diagnostic aids deemed appropriate to make a thorough diagnosis of my dental
needs. Upon such diagnosis, I authorize the Dentist(s) to perform all recommended treatment and therapeutic procedures to include administering medications

as prescribed by the Denti

st(s) and mutually agreed upon by me.

+ I assign all dental insurance benefits to which I am entitled to the extent permitted under my dental insurance policy(s) to the Dentist. This Form also
authorizes this Practice to submit insurance claim forms and receive payment directly from the Insurance Carrier with the notation “SIGNATURE ON
FILE”. I authorize my Dentist(s) to release treatment records / x-rays or any other information deemed pertinent to my insurance carrier as necessary

and / or requested.

o Iagree to be responsible for payment of all services rendered on my behalf or my dependents. I agree that any unpaid claims the carrier does not pay or
any balance that extends beyond 60 days from the date of treatment will be assessed a service charge of 1%2% per month.

Patient / Parent or Guardian Signature:

PATIENT INFORMATION / MEDICA|

L HISTORY FORM #111096 (REV. 10/02)

Date:

© DENTAQUEST MANAGEMENT, INC., ALL RIGHTS RESERVED

1-800-879-0288



MepbicaL HISTORY

Information that you feel insignificant could be directly related to your dental health. Answering the following questions will
provide us with a thorough understanding of your physical condition for proper recommendations regarding your dental care.

This information is strictly confidential. Thank you for completing all questions in detail.

DO YOU HAVE OR HAVE YOU EVER BEEN TREATED FOR:

YES NO YES NO . YES NO
ANY HEART PROBLEMS 3O O | poYOU SMOKE [ O | ALLERGIC REACTION (HIVES / SWELLING) TO:
HEART MURMUR” [ [ | LUNG/BREATHING PROBLEMS o a PENICILLIN g a
MITRAL VALVE PROLAPSE® O O | ASTHMA o-Q ERYTHROMYCIN Qg
HEART VALVE DEFEGT* O [ | BRONCHITIS o Qo SULFA Qo
HEART VALVE REPLACEMENT” O [ | EMPHYSEMA O Q CODEINE a Qg
RHEUMATIC FEVER® @ O | TusercuLosis Qo ASPIRIN aa
ARTIFICAL JOINT (HIP / KNEE)" O O | sINUS TROUBLE a g LATEX a o
ANGINA @ O | DIFFICULTY IN HEALING o Q LOCAL ANESTHETIC (NOVOCAIN) aa
STROKE DIABETES OTHER MEDICATIONS OR
QQ S SUBSTANCES? Please list: g o
HEART ATTACK [ O | THYROID PROBLEMS o g
BYPASS [ (O | ADRENAL/PITUITARY PROBLEMS a g
PACEMAKER @ [0 | uvVER PROBLEMS / DYSFUNCTION Qg
HIGH BLOOD PRESSURE @ [ | HEPATITIS / JAUNDICE O [ | CANCER/TUMOR aQ
LOW BLOOD PRESSURE O O | KIDNEY PROBLEMS / DYSFUNCTION [ [ | OTHER GROWTHS ]
ANY BLEEDING DISORDERS [ O | STOMACH TROUBLE / ULCERS O O | CHEMOTHERAPY / RADIATION THERAPY ] [J
ANEMIA @ O | NERVOUS OR MENTAL DISORDER O [ | SEXUALLY TRANSMITTED DISEASES [ |
HEMOPHILIA [ [ | EPILEPSY OR SEIZURES [ [ | OTHER INFECTIOUS DISEASES [ |
SICKLE CELL TRAIT @ O | ALcoHoLIsM O O | Hiv/saips g a
BLOOD TRANSFUSIONS @ [ | oruG ABUSE [ [ | ARE YOU PREGNANT? Qg
DAILY ASPRIN g Q
*DO YOU NEED TO TAKE ANTIBIOTIC PREMEDICATION PRIOR TO DENTAL APPOINTMENTS? [] YES [J No [} DON'T KNOW NAME OF ANTIBIOTIC:
DO YOU HAVE ANY CURRENT HEALTH PROBLEMS NOT NOTED ABOVE? [] YES [J NOo  WHAT? '
ARE YOU CURRENTLY BEING TREATED BY A PHYSICIAN? O ves I no  WHY?
PHYSICIAN'S NAME, ADDRESS AND PHONE:
ARE %édxi’ksss'muy TAKING ANY MEDICATIONS, PILLS, OR Tontcs? () ves [d no. List: Foxr:
3 (1.'?;., 'aLOODvpksssugE, BIRTH CONTROL, STEROIDS, HORMONES) . e FOR:
: 3 7 : R For:
Is THERE ANY CONDITION OR PROBLEM RELATING TO EXPLAIN:
YOUR MEDICAL HISTORY THAT HAS NOT BEEN MENTIONED? 3 ves [ no
L]
DATE PATIENT / GUARDIAN SIGNATURE DOCTOR / HYGIENIST SIGNATURE
YEARLY REVIEW OF PaATiaNT MEDICAL HISTORY
NO CHANGE CHANGE  LIST:
a .}
a Q
Q Q
g a
Qa Q
DATE: INTERVIEWER NOTES

FCOMMENDED: YES = NO !

EDICATION RECOMMENDED:, vES rO




Family and Aesthetic Dentistry
Fi ial Poli

Thank you for selecting us as your dental heaith care provider. We are committed to your treatment being a
positive experience. The following is a statement of our Financial Policy, which we require you to read and sign
prior to any treatment. .

After a complete examination, you will be given estimates of your planned treatment. Patients are required to
pay the Estimated Portion of the fees at the time treatment is rendered. As a courtesy, we will accept
assignment of insurance benefits.

PLEASE BE AWARE THAT DENTAL INSURANCE COMPANIES DO NOT PAY THE FULL AMOUNT
OF EVERY PROCEDURE. WE WILL MAKE EVERY EFFORT TO ESTIMATE YOUR OUT OF
POCKET COSTS. ANY UNPAID BALANCE AFTER WE RECEIVE PAYMENT FROM YOUR
DENTAL PLAN WILL BE YOUR RESPONSIBILTY.

A few of our patients have the misconception that we know all the details about their insurance. Insurance
guidelines have become more and more complicated to understand and control. Please understand filing
insurance is a courtesy we extend to our patients. The insurance information we receive is limited, we are not
responsible for how your insurance company handles its claims or the benefit amount they will pay. We do not
have a contract with your insurance company, only you do. It is your responsibility to understand the coverage
and exclusions of your policy. ?

Usual and Customary Rates
Our practice is committed to providing the best treatment for our patients and we charge what is usual and

customary for our area. You are responsible for payment, regardless of any insurance company's arbitrary
determination of usual and customary rates. .

Minor Patient
The adult accompanying a minor is responsible for the full payment or co payment of insurance on the day
treatment is rendered.

appointment time has been reserved at your request. UNLESS CANCELLATIONS ARE
RECEIVED AT LEAST 24 HOURS IN ADVANCE, A $30.00 FEE PER THIRTY MINUTES OF MISSED
APPOINTMENT TIME WILL BE CHARGED TO YOUR ACCOUNT. 1t is not our intention to charge
you; howevet, we do require this notification to offer this time to another patient. Please help us avoid charging
a fee by keeping the appointment that you scheduled.

Payment Options

Payment options include: Cash, Checks, Visa/Master Card/ American Express/ Discover. For you convenience
we have established third party financing through Care Credit.

Returned check fee is $35.00.

?uﬁtandingbalanees on your account are discouraged. Please keep your account current to avoid any billing
ees.
I have read the policy above and understand and agree to the terms as listed.

X Date

(Signature of patient or responsible party) .



