





PATIENT NAME:

DATE:

DENTAL HISTORY

Name of previous dentist (optional):

Primary reason for this dental appointment: 0 Exam 0 Emergency 0 Consultation
Last set of full x-rays: / / Last teeth cleaning: / /
Do you have a specific dental problem? 0 No QO Yes Do you have any bridgework? O No OYes
Describe:
Do you have any missing teeth
(not including wisdom teeth)? O No O Yes
Do you have dental examinations on a regular basis? O No U Yes
Date of last visit: / / Is keeping all your teeth important to you? O No QO Yes
Reason:
Have you ever had difficulty with dental treatment? O No O Yes
Explain:
Are you happy with the appearance of your teeth? 0 No O Yes
Do you feel that your teeth look crooked? O No O Yes Have you ever had Novocaine anesthetic
(used to numb your teeth)? QO No Q Yes
Do you feel that your teeth look dark or discolored? O No O Yes
Have you ever had allergic response to
Do you feel that you have bad breath frequently? O No O Yes Novocaine anesthetic? O No OYes
Do you have frequent “bad taste” in your mouth? O No O Yes Have you had any difficult extraction in the past? O No OYes
Are you aware of any decayed teeth in your mouth? O No O Yes Have you ever had any prolonged bleeding after
extractions in the past? O No QYes
Do you have a toothache at this time? QO No QOYes
How often do you brush?
Is any other part of your mouth hurting? O No O Yes Floss?
Do you have any pain in your jaws, mouth or face? 1 No O Yes Do you feel nervous about having dental treatment? 1 No O Yes
Do your jaws click or crack? U No O Yes Have you ever had a bad experience in a dental office? 0 No O Yes
If yes, describe:
Do your jaws ever lock? O No Q Yes
. : N
Do you have difficulty opening your mouth wide? O No QO Yes Do you ever grind or clench your teeth? O No O Yes
i ?
Do you have problems with your gums? O No O Yes Have you ever had orthodontic treatment
ooth straightening)? O No QY
Do your gums bleed when you brush your teeth? O No QOYes « 9 ng) o8
u smoke? QN
Are your gums sore when you brush your teeth? O No QO Yes Do you smokes 5[ Yes
How long?
Do you have full or partial dentures? 0O No O Yes How much?
It yes, which: 0 Full O Partial
Do you chew tobacco? O No QYes
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FAMILY | COSMETIC

Financial Policy

Thank you for choosing our office as your dental health care provider. We are committed to providing
you with the highest quality lifetime dental care, so that you may fully attain optimum oral health.
Please understand that payment of your bill is considered part of your treatment. The following is a
statement of our financial policy, which we require that you read, agree to, and sign prior to any
treatment.

Payment is due at the time service is provided. If you have dental insurance and are having preventive
services performed, we will file your insurance and a payment will not be required that day. If you have
dental insurance and are having non-preventive services performed, we require 50% of the fee paid at
the time of service. Our office accepts cash, personal checks, Mastercard, Visa, and Discover.

Please note: Returned checks will be subject to additional fees. In the case it becomes necessary for
our office to enlist a collection service and/or legal assistance, you will be responsible for any collection
and/or legal charges.

Do you have insurance?

* As a courtesy to you we will help you process all your insurance claims. Please understand that
we will provide an insurance estimate to you, however, it is not a guarantee that your insurance
will pay exactly as estimated. Your insurance company and your plan benefits ultimately
determine the amount paid. We will of course do all we can to make sure your estimate is as
accurate as possible.

+ All charges you incur are your responsibility regardless of your insurance coverage. We must
emphasize that as your dental care provider, our relationship is with you, our patient, and not
your insurance company. Our office is not a party to that contract.

« Our practice is committed to providing the best treatment for our patients. You are responsible
for payment regardless of any insurance company'’s arbitrary determination of usual, customary,
and reasonable fees.

* We ask that you sign this form and/or any other necessary documents that may be required by
your insurance company. This form instructs your insurance company to make payments
directly to our office.

Y



*« We ask that you pay the deductible and co-payment, which is the estimated amount not
covered by your insurance company, by cash, check, Mastercard, Visa, or Discover at
time of service.

* Insurance payments are ordinarily received within 30-60 days from the time of filing. If
your insurance company has not made payment within 60 days, we will ask that you
contact your insurance company to make sure payment is expected. If payment is not
received or your claim is denied, you will be responsible for paying the full amount at
that time.

« We will cooperate fully with the regulations and requests of your insurance company
that may assist in the claim being paid. Our office will not, however, enter into a dispute
with your insurance company over any claim.

We thank you for the opportunity to serve your dental health care needs and welcome any questions
you may have concerning your care or our financial policy.

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND
CONDITIONS. | AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL
BENEFITS DIRECTLY TO MY DENTAL OFFICE.

PATIENT NAME (PLEASE PRINT) DATE

SIGNATURE OF PATIENT (SIGNATURE OF PARENT IF PATIENT IS A MINOR)





