
Thank youfor trusting us usith your dental care.
We pronrise to do our best to protkle you with

the.finest cure auailablc. IJ'you hoxe uny
questions pbuse do not hesitote to call us.

Patienl #l'o ()t R
PR \C'I'I(]E SS#

Date

PATIENT INFORMATION

Name_
Address _
Sex ENI !F

Birlhdale

city-
Phone ( )

Stale zip

fl Married

L l Separated

E widowed ! Sinqle n Minor

E Divorced n Pannered lor 

- 

years

- 
All. Phone #1 (-)- Alt. Phone *2 (-) -E'mail

Employer/School

Employer/School Address

Employer/School Phone ( )

city_ state _ zip_
Spouse or Parents Name _ Employer Work Phone ( )

Whom may we thank for relerring you?

Person to contact ln case ol emergency Phone (_) _

RESPONSIBLE PARTY
Name ol Person
Besponsible for this Account_
Address _ _
Driveis License #

Relation to Pal ent

Home Phone (_) _
Birlhdate Bank

Employer Work Phone (__)

Currently a patient ln our offrce? L- Yes L-.1 No E-mail

INSURANCE INFORMATION

Cell Phone ( )

Name of lnsured

Birthdate _
Employer 

-
Employer Address

lnsurance Company

Address

Relalion to Palient

Social Security# 

-

Work Phone (-)
Cily_
Group #_,
City

How much have you used?

Srare Zp _
Union or Local*

State Zip-
Max. Annual Benefit-

Date Erno oyed

How much is your deduclible?

ADDTTIONAL INSIJRAI{CE

Name ol lnsured

Birthdate _

Relation lo Palient

Social Security# 

-

Dale Employed

Ernployer Work Phone ( )

Crty state 

- 

Zp-

lnsurance Company Group *-

- 

CitY

Employer Address

Address

How much is Your deductible?-

Union or Local #

State -- ZiP-

Max. Annual Benelit-.How much have You used? _-
-ovER-
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DENTAL HISTORY

Reason for today's visit Date of last dental care

Former Dentist

Address

Date of last dental X-rays

Check ( / ) it you have had problems with any ot lhe following:

n Bad breath D Grinding teelh

D Bleeding gums ! Loose teeth or broken fillings

n Clicking or popping jaw E Periodontal treatment

n Food colleclion belween the teeth E Sensitivity io cold

How oflen do you floss?

n Sensitivity to hot

E Sensitivity to sweets

D Sensitivity when biting

E Sores or growths in your mouth

How often do you brush?

MEDICAL HISTORY

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. !Yes E No

Have you ever taken any of the group of drugs collectively referred 1o as "len'phen'? These include combinations o, lonimin, Adipex. Fastin (brand names
of phentermine). Pondimin (fenfluramine) and Redux (dextenfluramine). ! Yes ! No

Physician's Name __

Have you had any serious illnesses or operations? I Yes E No lf yes, describe

Nursing? nYes :lNo

Oate of last visit

Have you ever had a blood transfusion? !Yes n No lf yes, give approximate dates

(Women) Are you pregnant? !Yes D No Taking birlh conlrol pills? EYes D No

Place a mark on "yes" or "no" to indicate il you have had any of the following

Yes No Yes No
E E Anemia E ! Congenital Heart Lesions

n n Arthritis, Rheumatism ! ! Cortisone Trealments

E E Artificial Heart Valves D n Cough, Persistent

E n Anificial Joints, Pins, etc. n E Cough up Blooo

n n Asthma E D Diabetes

E E Back Problems E ! Epilepsy

E E Bleeding Abnormally fl n Fainting

n n Blood Disease n ! Glaucoma

E E Cancer E n Headaches

E D Chemical Dependency n D Hearl Murmur

E E Chemotherapy tr D Heart Problems

I n Circulatory Problems ! ! Hemophilia

List medicalions you are currently taking and the correlating diagnosisl

Yes No
n n Hepatitis

E n Hernia Repair

f tr High Blood Pressure

f] tr HIV/AIDS

! n Jaw Pain

D n Kidney Disease

E E Liver Disease

n n ililralValve Prolapse

E E Pacemaker

E E Fladialion Treatment

n E Respiratory Disease

n E Rheumalic Fever

Allergies:

Yes No
! ! Scarlet Fever

E ! Shortness ot Breath

E E skin Rash

E E Slroke

E E Swelling of Feet or Ankles

! n Thyroid Problems

n E Tobacco Habit

n E Tonsillilis

E flTuberculosis

l-l n Ulcer

n ! Venereal Disease

AUTHORIZATION AND REI,EASE
To the besl of my knowiedge. the above inlormation is compleie and correcl. understand thal it s my responsibilily to inlorm my doclor if I, or my
m 1or , n d eve ,]ave.r L,ldnge tr lealll'

lcerlify thal l, and/or my dependent(s), have insurance coverage with _ 
r.rur.,e or rns,rrar,"e

Dr

and assign directly to
Conrpany(ies)

I am financially responsible for a charges whelher or
all insurance benefits, if any, otherwise payable to me ror services rendered_ I understand that

not pard by insurance. I authorize lhe use ol my signature on all insurance submissions.

The above-named dentisl may use my health care informalion and may disclose such inlormation to lhe above-named lnsurance company(ies) andlheir agenls for the purpose o1 obtaining paymenl for services and determining lnsurance benefits or the benefits payable for relatsd services. Thasconsenl wili end when lhe currenl treatment plan is completed or one year from the dare signed below

Sionalure of Patienl

nl narne ol Palienl. Parent. Gu

Guardian or Personal Bepresentat&e

onal Fepresentalive

Dale

Belationship lo Palient

Payment is due in full at time of treatment unress prior arrangements have been approved.



wooDRtDGF, IAMILY DENTAL-'

DENTAL TREATMENT CONSENT FOR\I

Name: Date of Birth:

I understand thal I am having the following u/ork done: Fillines Bridges_ Cro\}n_ Exlractions_ lmpacted teeth rcmoved
Gcneral Anesthesia Root Canals

Initi.ls
2. DRUGS AND MEDICATION
I understand that antibiotics and analgesics and other medications can caus€ allergic reactions causing redness and swelling oftissues, pain,
itching. vomiting, and/or anaphylactic shock (severe allergic reaction)

Initi.ts

3. CHANGES IN TREATMENT PLAN
I uoderstand that during treatment it may be necessary to change or add procedurcs because of conditions found while working on lhe reeth that
were not discovered during €xamination, th€ most common being root canal therapy following routine restorative procedures. I give my
permission to the Dentist to make any/all changes amd add ions as necessary.

hirirls
4. REMOVAL OF TEETH
Altemalives to removal have been explained to mc(root ca[al therapy, crowns, and periodontal surgery, etc) and I authorize the Dentist to remov€
the following teeth _and any others necessary for reasons in pamgraph #J. I understand removing teeth does not always rcmove the
infection, ifpresent, and it may be necessary to have further treatment. I und€rstand the risk involv€d in having teeth removed, some ofwhrch
are pain, swelling, spread ofinf€ction, dry socket, loss ffeeling in teelh, lips. longue, and sunounding tissue that crn last for an indefinite p€riod
oftime(days or months) or fractured jaw. I unde6tand that I may need fu(h€r featnent by a specialist or €ven hospitalizalion ifcomplications
aise dudng or following treatment, the cosl ofwhich is my responsibility.

Initi.ls
WNS BRIDGE AND

I uDd€rstand thal sometimes it is not possibl€ to match the color of natural te€th exactly with artilicial tecth. I furth€r understand thar I may be
wearing temporary cro*ns, which may come offcasily and thal I must be careful to ensure that they arc kept on until the permanent crowns are

delivered. I realize the final opportunity to make changes in my new crown or bndge( including siz€, shape, fit, and color) will be b€fore
cementation.

Initirls_
6. DENTT'RES. COMPLETE OR PARTIAL

I understand that full or partjal dentures are artificial, construct€d ofplastic, metal, and./or porc€lain. The problems ofwearing these apptiances
have been explained to me, including loosen€ss, soreness, and possible breakage. I realize the final opportunity to make changes in new dentures
(including shape, fit, size, placement, ard color) will be the "te€th in max" lry in visit. I understand that most denturcs requite apprcximately
three to twelve months after initial plaement. The cost for lhis procedure is not included in the initial denture fee.

Initisls
7. ENDODONTIC TREATMENT (ROOT CANAL)
I realize there is no guarantee that root canal heatment will save my tooth. and thal complications can occur from the treatrnent snd that
occasionally metal object are cemented in the tooth or extend through the root, which does not necessarily affec! th€ success of the treatment. I
understand thal occasionally addition surgical procedures may be necessary following rool canal therapy (apiclectomy)

Iritials
8. PERTODOIIIAL LOSS (TISSUE & BONE)
I undemtand that I have a serious condilion, causing gum and boDc infcction or loss and that it can lcad to the loss ofmy teeth. Altemative
treatment plans have been explained to me, including gum surgery, replacements andlor cxtractions. I understand that undertaking any dental
procedur€ may have a future advers€ effect on my periodontal condition.

lnitials

I und€rstand that Dentistry is not an cxect science and thst, thereforet reputsble prrctioneff crnnot guemntec results. I scknowledgc
ihaa no gurrsntee or assurence has been made to m€ by snyon€ ragarditrg the de[trl treatmcnt thet ] heve rcquasted snd authorized for
myselfor my minor child. I hrv€ hxd full opportunity to discuss and ask questions regarding the de[trl tr€atm€n! end sll questions havr

been answered lo m] sslisfaction.

Signalure ofpatient psrent, guardian, or personal r€presentative Date

Please PRINT name of pati€nt, parent, guardian, or personal representative Relationship lo Patrent

I. WORK TO BE DONE



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You may refuse to sign this acknowledgement

I understand that, under the Health lnsurance Portability & Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information. I

understand that this information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up among the multiple health
care providers who may be involved in that treatment directly and indirectly.

2. Obtain payment from third party payers.

3. Conduct normal health care operations such as quality assessments and
physician certifi cations.

I have received, read and understand your Notice of Privacy Proctices containing a more
complete description of the uses and disclosures of my health information. I

understand that this organization has the right to change its /Votice of Privocy Practices.

I understand that I may request in writing that you restrict how my private information
is used or disclosed to carry out treatment, payment or health care operation. I also
understand that you are not required to agree to my requested restriction, but if you
agree then you are bound to abide by such restrictions.

Patient Name (print)

Relationship to Patient

Signature Date

REOUEST FOR CONFI L COMMUNICATIONS

Address

.may we leave a message? Yes No
may we leave a message? Yes _ No _
may we leave a message? Yes _ No _
may we send an email? Yes _ No

lf the addresr provided above 6 not you, home address or it is not a nre$ address, plea* provide ui with a st eet for purpose5 ot
ensurinB payment'written communications

Home #
Work #
Cell #
Email

May we send an appointment reminder text message?
May we leave a message that you need pre-medication?
May we leave a message that you have a dental appointment?

Yes _ No
Yes _ No

Yes No
I do not want a reminder left at all (initia ls)
I do not want a postcard sent (in itia ls )

I undernand that the offi€e may cha.8e me should I Fril to te€p my appoint ient . orel cohmuni(ations

Da te Reason lnitials

Patient Name Date of Birth

FOR OFFICE USE ONTY
I attempted to obtain the patient's signature in acknowledgement on the Notice of Privocy Proctices but
was unable to do so as documented below.



Broken dental appointments are a disappointment to everyone, interfere with your dental .

treatmetrL and create unaecessary scheduling problems for other patients.

scheduled appointments are reserved specifically for you, therefore, when sufficient notice is not
given when you cancel or reschedule an appointment, it does Eot give us enough time to conlact
another patient on our waiting list who would benefit from coming in earlier. If a cancellation is
unavoidable, please call the office at least 24 hours in advance so that we mav offer that time to
a-Dother patient.

we understand that rare emergency situations may occur, and under those circumstances we can
completely understand. However, if two cancelled./missed appointments occur without 24
hour noticg our office reserves the right NOT to schedule any subsequent appointuients.
Also, if you arive late, you may be asked to reschedule for the Dext available appointrnent time.
When 24 hour notice has not been given, a charge may be added to your account upoo the
discretion of our office.

Financial Policy:
Payments/Co-Palnnents for services is due at the time dental treatment is provided. Every effort
will be made to provide a treatment pian for services with estimated costs so that you can be
prepared for payment on your next visit. As a courtesy to our patients, we will frle your dental
insurance ctraims and bill your dental insurance company (if applies) for treatrnent you receive.
However, in the event the insrrance company does not pay the estimated portion of the bill, the
balance will become the patient's responsibility and will be billed directly to you.

AIt MedicaidAll-Kids Inzurance patients must bring in a current insurance card at every
appoinfuent If it is not availablg your appointuent must be rescheduled to when the card
is available. These missed appointments will be cousidered cancellations without 24 hr
notice.

Parent / Legal Guardian ry! accompany a minor for initial exam, emergencies and recall
visits.

Printed name of PatieDt, Parent or Guardian Date

Signature of Patient, Parent or Guardian Date

OFFICE POLICIES

Please take time to read and understand your insurance policy and benefits. our goal is to help
you achieve and maintain optimal dental care.

C ancellation Policy:


