 PATIENT INFORMATION
Patient Full Name: __________________________________________  Full time student? ___ yes ___ no

Street Address: __________________________________________ Home Phone: __________________

City: ____________________________  State: _________________  Zip: _________________________

Place of employment: _____________________________________ Work Phone: __________________

SSN: _________________________  Sex(M/F): ______________  Date of Birth: ___________________

Email: ________________________________________________  Cell Phone______________________

Full Time Resident? ___ yes, ____no Referred to our office by: __________________________________

Emergency contact: ________________________________________Phone:________________________

Insurance Information 

Subscriber’s Name: ___________________________________Relationship to patient: _______________

Street Address: ____________________________ City: __________________Zip: __________________

Home phone: ______________________Work phone: ____________________Date of Birth: __________

Place of employment: ______________________________________SSN: _________________________

Insurance carrier: ________________________________     Group # : ____________________________

Do you have secondary insurance coverage?  ___ yes ___ no

Subscriber’s name: ___________________________________Relationship to patient: ________________

Work phone:_____________________ Date of Birth: _________________SSN:_____________________

Insurance carrier: __________________Place of employment: _________________Group # ___________ 

Consent:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patients dental needs.  I also understand that the use of anesthetic agents embodies a certain risk.  I understand the responsibility for payment for dental services provided in this office for myself and my dependents is mine, due payable at the time services are rendered unless financial arrangements have been made in advance of treatment.  I further understand that a 1.5% monthly finance charge (18% annually) will be added to my balance over 60 days.

Patient Signature: _________________________________________________

(if minor, parent signature)

Due to our sterilization cost, there will be a charge for any broken appointments.  If you must reschedule your appointment, we will require a 48 hour notice.  Thank you!                  
                                                                                                          OVER
MEDICAL HISTORY

Are you having pain or discomfort at this time?___________Where?______________________________

Date of your LAST DENTAL VISIT?_______________________

Have you been hospitalized in the last 2 years?________________________________________________

Physician’s Name: ______________________________________


     Phone: _________________________________

Please list any medications you are currently taking: ____________________________________________

Are you ALLERGIC to or have you reacted adversely to any medication or substance? Y/N

If yes, please list:________________________________________________________________________

Have you ever reacted adversely to a Dental Injection?__________________________________________

Please indicate if you have been treated for the following:

Y/N Heart Trouble


Y/N Stroke


Y/N Sinus Trouble

Y/N Hepatitis



Y/N Angina


Y/N Rheumatic Fever

Y/N Heart Murmur


Y/N Kidney Trouble

Y/N Asthma

Y/N Ulcers



Y/N Epilepsy or Seizures

Y/N Liver Disease

Y/N HIV positive


               Y/N Diabetes


Y/N Arthritis

Y/N  High or Low Blood Pressure

Y/N Cold Sores


Y/N Steroid Medicine

Y/N Arteriosclerosis


Y/N Blood Transfusions

Y/N Pain in Jaw Joints

Y/N Hemophilia



Y/N Anemia


Y/N Cancer

Y/N Emphysema


              Y/N Tuberculosis

             Y/N Artificial Heart Valve

Y/N Bruise or Bleed Easily

Y/N Pacemaker


Y/N  Do you Smoke

Y/N  Do You Snore
Conditions not listed?____________________________________________________________________

For Women only:

Are you pregnant?   Y/N 


If yes, what month?____________

Are you nursing?      Y/N


Birth Control Pills?       Y/N

Signature:_________________________________________        Date:__________________

NOTICE OF PRIVACY PRACTICES- ACKNOWLEDGEMENT

We keep a record of the health care services we provide.  You may ask to see or to copy that record. You may ask to correct that record.  We will not disclose your record to others unless you direct us to do so, or unless the law compels us to do so.  You may see your record or get information about it by contacting Chris Farac,our privacy officer

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed.  There are two other areas which we would like to discuss with you.

We bill your insurance as a courtesy to you.  You are responsible for understanding the terms of your insurance policy and the coverage that it provides, as well as for payment to us for services not covered by your insurance. 

 
Should it be necessary to cancel or reschedule appointments, we respectfully ask that you give 48 hours notice of the change you wish to make.

By my signature below, I acknowledge receipt of these notices from Advanced Dental Team

_________________________________                                   __________________________________

Printed Name





Date

__________________________________


__________________________________

Parent, Guardian, Patient signature



Relationship

This form will be retained in your medical file.

                                                                                            OVER

FINANCIAL POLICY

As a courtesy to our patients, we will bill your insurance company if we are provided with your current insurance information.  Although we make every effort to help our patients with insurance questions, it is the patient’s responsibility to determine what their specific insurance benefits are.

Patient portions are estimated and due at the time of service.

After your insurance company has paid their portion of the patient’s claim, the balance is the patient’s responsibility and a statement will be mailed.  All accounts are due within 30 days upon receipt of your statement. 

SIGNATURE_______________________________________

DATE_______________________________

