A

Pzijent information Dinte:

1 15T 4 o R SN S SR SN BT

Last First Ml {preferred name)
BB e e s e e e e e S e s
U S RIS i o A o s e e e T e oms Vi g B ot et SR A
e [51 e N T o a7 e e e A s A S s o e o2 | L RN N B

T B T L T
DB siivanm

Dental information
Approx. date of last Dental Visit............... sy Former DeniSt Name s eaiital o i
Reason for Today's VIS s e R N R e B S e N o N SRR Y1)

Your Dental Issues today: Please circle all that apply

Bleeding gums Previous complications with dental treatment
Sensitive Teeth Currently taking pain medication for a tooth /gum
Grinding / Clenching teeth Bad odor or taste in mouth

Jaw joint pain or clicking Any ulcers or lumps / bumgs

Anxiety with dental treatment Dry Mouth

Please circle the following to discuss with our team:

Straighter smile Replace missing teeth
Whiter smile Recontouring of uneven gums
Complete Smile Makeover Renlacement of old silver fillings

Chipped or worn fillings f crowns
Are you sieeping welk

Do vou snore loudly: Yes No

Do you feel tired/fatigue during the day: Yes No

Has anyone observed you stop breathing during sleep: Yes No

Do you have problems keeping vour legs still at night: Yes No

Suffer from morning headaches: Yes No

Have you suffered from High Blood Pressure or gastric acid reflux: Yes No

Do you currently wear a CPAP or other sleep device: Yes No , i YES are you happy with it: Yes No

MEDICAL INFORMATION

Do yau now or have you ever had any of the following?
Yes | No | AlDS or HIV Yes No Cancer/Tumors Yes | No | Head injuries
Yes | No | Allergies or Hives Yes | No Chemotherapy Yes | No | Heart Disease
Yes | No | Anemia Yes | Mo Cold Sores./Herpes Yes | No | Heart Murmur
Yes | No | Arthritis Yes | No Cortisone Medicine Yes | No | Hepatitis &, B,orC
Yes | No | Artificial Joints Yes | Mo | Dishetes Yes | Mo | High Biood Pressure
Yes | No | Artifictal Heart Valve Yes | Mo | Dizziness Yes | No | Joundice
Yes | No | Asthma Yes | No Drug Addiction Yes | No | Kidney Disease
Yes | Mo | Blood Disease Yes | Mo Epilepsy or Seizures Yes | No | Latex Allergy
Yes | No | Blood Transfusion Yes | No Glaucoma Yes | Mo | Liver Disease
Yes | No | Bruise Easily Yes | No | HayFever Yes | No | Mental Disorders




Yes | No | Metal Allergy Yes | Mo | Respiratory issues Yes | No | Sinus Problems
Yes | No | Mitral Valve Prolapse Yes | No | Rheumatic Fever Yes | Mo | Stroke
Yes | No | Pacemaker Yes | No | Rheumatism  Yes | No | Thyroid Problems
Yes | Mo | Radiaticn Treatment Yes | No Sexually Transmitted Yes | No | Ulcers

Diseases

Please Circle Yes or No for the following:
1.Have you been recommended o take pre-medication before dental treatment by your physician? Yes No

2.Do you take or have you taken Bisphosghonates or bone density drugs? Yos No
3.Do you have shortness of breath upon waking from sleep? Yes No
4. Do you have shortness of breath when going upstairs? ¥es No

5.Have you lost or gained or 10ibs or more'in the last year? Yes Mo

6.Do your ankles swell during the day? Yes No

T.Are you allergic or sensitive to any medications or anesthetics? ¥es RNo
Please list:

8.Have you been hospitalized or needed emergency care inthe last 2 years?  Yes No
if yes, please exuplain:

5.Do you have any health problems that need further clarification? Yes RNo
if yes, please explain:
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i0.Name of Physician y Phone

CURRENT MEDICATION LIST:

1 - e Taken for e s e

2/ R T e ORI e

= Taken for....

4 .. Taken for....

Bats Gl [ o R ey Dosage ........ PRS-,
Do you drink alcohol? If ves, how much? Freguency? | Yes No
Do you smoke? If yes, how much? Yes No
History of use of recreational drugs or addiction? : Yes No
FOR WOMEN ONLY
Are you pregnant? Due Date: . Yes NO
Are you nursing? 2 Yes Mo
Are you taking birth control pills? : i Yes No

t understand the above information is necessary to provide me with dental care in a safe and efficient manner, | have
answered all questions truthfully and to the hast of my lnowledge.

? AR T E I I L b R R s
Signature of patient, guardian or parent Date
Rt sy M bmn St aanti
Reviewed by Doctor Date

Date Patient Initials Dr. Initials Health/Medication change Dosage




Unencrypted email and text message is not a secure form of communication. There is
some risk that any individually indentifiable health information and other sensitive or
confidential information that may be contained in such email or text message may be
misdirected, disclosed to or intercepted by unauthorized third parties. However, you may
consent to receive email and/or text message from us regarding your treatment. We will use
the minimum necessary amount of protected health information in any communication.

O lconsent to receiving appointment reminders and/or treatment information via email and/or
text message. |understand | can withdraw my consent at any time.
My cell phone number is
My email address is

O ldo not consent to receiving any information via email. | understand | can change my mind and
provide consent later.

Signature of Patient/Responsible Party Date



- Our Office Policies

Tooth colored fillings: Your dental insurance carrier may pot coVer posterior composite
fillings (tooth colored restorative rmaterial on back teeth) under the basic benefit as stated
on your policy. Your dental carrier may pay based on the benefit of an amalgam or silver
filling. Since silver fillings are not a regular alternative.in this office, when you havea
tooth colored filling placed, patient co-payments may be higher than estimated. Since the
fees for this type of restoration are somewhat higher, patients should be aware of :
potential additional out of pocket expense. : e :

JInsurance: We understand the value of insurance beneﬁtséﬁd"%&ll" assist you in

obtaining your maximum benefit. We will estimate your deductible and your co-

_payment and process yoxlr;.mm claim for you. Your %ﬁmzieéjpom{m-is dueatthe
time of treatment and may be paid by any of the following options listed below. Qur

estimates are not a guaraniee of payment by yvour insarance company and could therefore

<change the amount due to our office. W agree to bill your insurance c@mpany.._ag-soen'as" ;

our services are rendered. Your co-payment is due at the time of your appoiutoeent.

Payment Options: ~ e = i

L. Cash- this includes personal checks or money orders: L

2. Major Credit Cards- Master Card, Visa, and American Express o oo

3: Interest free payment plan may be available (up to 18 months through outside
lender) on credit approval. Application takes only a few minntes. We would
be happy to work with you to plan the most appropriate cousse for your ~ - o
budget. Financing your treatment allows you to start dental care immediately
and spread the payments over a time period appropriate for you,

you. I you find that you must change your appoinfment, we Tequire & minimum of
24 hours notice to avoid a broken appointinent fee. e

Appeintments: Please remember that your appomfment hasbeen re:serveéespmaﬂy for

Failure to sign a service contract does not negate 'the';}aﬁent?s- financial
ign : €L

respensibility for any services that have already been rendered, as submission o
ireatment bmplies consent. e e T

I have read and understand the above statements.

Signature of Patient/Responsible Party Date -
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Paiient Name _ DUdale DlFemale Marital Status {circle): single / married |

Respansible Parly Name: Relation to Patient: O Spﬂ'uselpartner O Parent [0 Other
SonilSeandiydl il A e il Birih Date:
Phone (Home): Work): (Celi): : Email:
Address: :
Strest Apazriment #
City . : : Stale ZpCose

Insurance mfnrmaﬁon

Priniary
Name of Insured: ' o _lsinstred a paisen%? OYes ONo
Last First Mi
insured's Birth Date: : 1D # ; Gmup #
Insured's Address: _ : St sl ol
Street City - Stz - ! .Ep@mﬁz

Insured's Employer Name:

Address: _ . L
Patient's z‘elaﬁanshlp o msnred [18elf O Spouse DO Child DOther St S

Insurance Plan Name and Address

Secondary _ ’ i : i :
MName of insured: e s msurecf a pzaﬁeni‘? o Yes 0 M}
o Tagy s i i 5 Fist ®Al
‘§ insured's Birth Date: ; s 1D #: Group i
Insured's Address: ‘ e : g
pmy T E City = Stale _ Zipcnde

Insured's Employer Name:

Address: : ! : it
sn-eez g Stale “ ' ZpcCode
Patzent’s reiatzgnshap to insured: DSelf E:!Spause 1'3 Child EE Other IR

Consent fsar Serw&es

1. The ursc!em:gneé hereby anthonzes the Doctor to order x-my, models, phn’ms or any other dlagnostxc aids
deemed appropriate to make a thorough diagnosis of the patient’s dental needs.

2. [also authorize the Doctorio pericrm ali recommended treatment mutuaiiy agreed upon by me and to use
the appropriate medication and therapy. mdmated for such treatment. | understand that using anesthetic
agents embodies a certain risk. Furthermore, | authorize and consent that the Bacmr chomses and employs
such assisiance as deemed it to provide recmnmended freatment. :

3. lunderstand that all responsibility for payment for dental services provided in this office for myself, ormy
dependants is due and payable when services are rendered. Please be advised that if any balance {either
outstanding fo insurance or to patient} is not received within 80 days of services remiered ‘a 1.5% finance
charge or (18%APR} will be added to the account balance.

4. [fyou carry dental insurance, understand that this office will prepare and submlt dental ciaims on your
behalf. However this office does not assume that you're insurance will pay our charges in full

“**Please be advised that dental insurance is a contract between you and your deni’a% carrier and
is ultimately vour responsibility.
in the event your carrier pays less than the estimated amount or demes any | services, you
_ are responsible for any unpaid balance. ,
tnitial

| have read the above condifions of freatment and payment and agree to their content.

Signature of guaranior or responsible party : Date __ Refationship to Patient




