Smile Creations Dental

Family and Cosmetic Care
Drs. Patel & Patel
623.434.9868

www.PatelDental.com

Patient Information

Patient Name Date
Last First Ml (Preferred Name)
Gender: _Male / Female Family Status: O Married O Single O Divorced O Other
Social Security #: Birth Date
Phone (Home): (Work Ext (Cell):
Address:
Street Apartment #
City State Zip Code

Referral Information
Whom may we thank for referring you to our practice? HAnother Patient, Friend O Another Patient, Relative
O Mailer O Work O Other

O Yellow Pages 0O Newspaper O Internet

Name of person or office referring you to our practice:

Health Information

Do you have, or have had any of the following? Please check those that apply Yes:

O Heart Murmur* O Bruise Easily O Tuberculosis OYellow Jaundice O Fever Blisters
O Mitral Valve Prolapse O Anemia O cancer O Kidney Problems O Herpes
O Rheumatic Fever* O Excessive Bleeding = O Radiation Treatments O Renal Dialysis O Stroke
O congenital Heart Disorder = O Sickle Cell Disease = O Chemotherapy O Thyroid Disease O Convulsions
O Scarlet Fever* O Hemophilia O stomach/Intestinal Disease = O Parathyroid Disease O Epilepsy/Seizures
O Artificial Heart Valve* O |eukemia O ulcers O Arthritis/Gout O Fainting or Dizziness
O Heart Pace Maker* O Blood Transfusion O Recent Weight Loss O Rheumatism O Glaucoma
O Heart Surgery* O swelling of Limbs O Frequent Diarrhea O cCortisone Medicine O Tumors or Growths
O Heart Trouble/Disease O Lung Disease O Diabetes O Artificial Joints O Nervousness
O irregular Heart Beat* O Breathing Problem O Excessive Thirst O Venereal Disease O psychiatric Care
O Angina/Chest Pain O Shortness of Breath O Hypoglycemia O AIDS O Alzheimer's Disease
O Heart Attack/Failure O Frequent Cough O Liver Disease O Hiv Positive O Allergies (Pollen/Dust)
O High Blood Pressure O Sinus Trouble O Hepatitis A (Infectious) O Shunts O Hives or Rash
O | ow Blood Pressure O Asthma O Hepatitis B (Serum) O Dprug Addiction O pregnancy
O Blood Disease O Emphysema O Hepatitis C O Cold Sores Due Date
Current medications being taken (Please List)
Allergies to medications (Please List)
Have you ever had any other serious iliness not checked above? Discuss O Yes O No
Do you wish to talk to the dentist privately about any problem? O ves O No
¢ Have you ever had any complications following dental treatment? O ves O No
If yes, please explain:
¢ Have you been admitted to a hospital or needed emergency care during the past two years? O ves O No

If yes, please explain:

¢ Are you now under the care of a physician? O ves O No
If yes, please explain:

Name of Physician and Phone #:

¢ Do you have any health problems that need further clarification? O ves O No
If yes, please explain:




Patient Name Date:
Last First Ml (Preferred Name)

Date of Last Dental Visit: Last Dentist's Name

Reason for this visit:

Are your teeth sensitive to:

Heat? O Yes O No
Cold? O Yes O No
Sweets? O Yes O No
Biting Pressure? O Yes O No
Problems of the Jaw:
Clicking of the Jaw? O Yes O No
Pain (joints, ear, side of face) O Yes O No
Difficulty opening or closing? O Yes O No
Difficulty chewing? O Yes O No
Does food catch between your teeth? O Yes O No
Do your gums bleed when brushing? O Yes O No
Have you noticed any gum swelling around any teeth? O Yes O No
Do you have an unpleasant taste or odor in your mouth? O Yes O No
Are you dissatisfied with your teeth or their appearance? O Yes O No
Are you happy with your SMILE? O Yes O No
Have you ever considered Whitening your teeth? O Yes O No
Do you get frustrated because you always have something to be treated or
repaired when you visit a dentist? O Yes O No
Do you smoke? If yes, how many per day? O Yes O No

Is there anything else you feel is important for us to know in regards to your dental health?

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, I will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian

Doctor’s Initials,



Insurance Information / Responsible Party Information

Primary
Name of Insured: Is Insured a patient here? O Yes O No
Last First MI
Insured's Birth Date: Insured’s Social Security #:
Phone (Home): (Work): Ext: (Cell):
Insured's Address:
Street Apartment #
City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Parent O Other

Insurance Plan Name and Address:

Street /Box # City State Zip Code

Insurance ID #: Insurance Group #:

Employment Information
The following is for the person responsible for payment and/or Insured:

Insured’s Employer Name: Job Title:

Employer Address:

Street City State Zip Code

Financial Responsibility and Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the
patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment. Co-pays and
deductibles must be paid in full at the time services are rendered.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in advance at the time services
are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is
personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making
collections from insurance companies and will credit any such collections to the patient's account. However, this dental office cannot render
services on the assumption that our charges will be paid by an insurance company. Finance charges apply to accounts over 60 days old.

Minor Patients (Age 18 and Under) The adult/ guardian accompanying the minor is responsible for full payment of that day’s service. Unaccompanied
minors will be denied all treatment unless the responsible party has preauthorized charges and treatment.

Cancellation Policy: Please remember that your appointment time is reserved exclusively for you and your needs. Keeping our patients best interest in
mind, we require a 48-hour _cancellation notice. Your courtesy will allow us to utilize this time for a patient who really requires our attention. Failure to
inform us will result in a $25 charge for every 15 minutes of scheduled appointment time.

A $30 duplication fee applies to patients who wish to have their x-rays duplicated and mailed to another office. Please understand, by law we are required to
keep the original records and x-rays.

In the event of default, you will be responsible to pay the interest, legal fees, collection costs, and attorney fees incurred as a result of non-payment. If the

entire balance on your account is not paid in full within 30 calendar days after receipt of notification of delinquency, finance charges will be assessed. A
Collection Agency will target your credit history, which will ultimately be affected.

Cash, Debit Cards, Visa and MasterCard are accepted in our office. Checks may only be written for established patients of record with proper
identification and prior approval from Drs. Patel & Patel. $35 fee for NSF checks applies.

| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




