Name _. Home Phone e-mail
Address _ Cily Zip Code
Emplayer _ Prasent Position
Address Business Phone
Name of Spouse Business Phone
Employer _ . Address
REFERRED BY
1K CASE OF EMERGENCY (Person not living wilh you)
Name Ralationship
Address Phone
FINARCIAL INFORMATION
Social Securily Number Drivers Lic. No. State Expiration Date _
IHSURAMCE INFORMATION
Primary Carrier Secondary Carrier
Address Address
Name of Insured Name of Insured
Folicy Holder’s Sacial Securily Ne. Policy Holder's Social Securfty No.
Group/Policy Number Date of Birth___ ... Group/Policy Number .o Dafe of Birth __
DENTAL RISTORY
1. Reason for this visit:
2. Previous dentist: Dale of fast visit:
Address:
3. Have you had any unusual or unpleasant NO  YES  Doctor's Notes
experienice in the dental office? O .
4. Do your have pain in your teeth or gums? I I
Jaw joinf? £
Head or neck? oL
5. Does your jaw click or pop? L
6. Have you had an injury lo the face? o
7. Do you have difficuily opening vour mouth wide? U
8. Have you had:
Orthodoniic freatment/braces? L
Tooth exiraction? o O
Oral surgery? L1 ol
Gum problems? L

| acknowiedge full responsibility of services and agree lo pay for them, in fuil, at the time of service unless arrangements are made with the office.
In the event of default of pavmeant | agree to he responsible for all aliorney's fees and other courl costs.

Signature

Date o

Tired




MEDICAL HISTORY

. Date ofbirth ___.
. Are your under a physician’s care now?
. Have you been hospitalized or had a serious iliness?
. Are you faking any medication?
if so, what?
2. Women: Are you pregnant?
Do you have or have had any of the following:
6. Heart disease
7. Chestpain, angina hislory, or heart aftack
8. Rheumalic lever or rheumalic hear! disease
9. Heart murmur / Fen/Phen use
10. High blood pressiire
11. Siroke
12. Fainting spelfs, convuisions, or epilepsy
13 Nervous breakdown or emotional problems
14, lungoisease (18, asthima, empfyserma, bronchiis elc,)
15, Liver gisease (hepatilis, jaundice, cirrhosis, elc.)
18, Kidney disease
17. Diabetas
18. Prolonged bleedhing ar blood disorder
18, Venereal disease (syphilis, gonorrhea)
20. Immono stippression, A.LD.S,
21, X-ray, radiation, or other lreatments for tumor
22. Do you have any limitations regarding aclivity or dief?
If sa, what?
23. Have you had joint surgery or a prosthetic joint replacement? Ef'j}
24. Have you become sick from, shown any affergy fo, or been lold not to lake any of the following?

Yes  Doclor’s Notes

a3 PO —

CoCcODocCcogoooon g oods

[

[-)
I

O
O

]

Penicitlin or other antibiofics 0 O
Aspirin, codeine, demerol, valium, or barbiluaies I
Novocaine, xylocaine, or other anesihelics 1 0
Other medications 0

25. Is there anything of imporlance in your medical history that has not been asked? Fxplain please:

DENTAL FEAR ASSESSMIENT
1. Ifyou had fo go lo lhe dentist tomarrow, how would you feel about if?
[Sa) fwould look farward o it as a reasonably enjoyable experience. L1b) I wouldn't care one way or the other.
Cle) fwouid be a little uneasy about it [} @) ! wouid be afraid that it would be unpleasant and painful

[_Je) 'wouid be very frightened of what the denlisi might ds.
2. When you are wailing in the denlisl’s office for your furn in the chair, how da vou feel?
{1a) Refaxed (5 b) A fittle upeasy Cic) Tense [ 1d) Anxious
[_le) So anxious that | sometimes break out in a sweat or aimost feel physically sick.
3. When you are in the dentist’s chair waiting while he/she gels histher driff ready fo begin working on your feeth, how do you feel?
[1a} Relaxed L_1h) A littfe uneasy [.1¢c) Tense ["td) Anxicus
(e) So anxious thal f sometimes break aut in a sweat or afmost fee! physically sick.
4. You are in the denlist's chair o have your teeih cieaned. While vou are wailing the dentist is getfing out the
instruments which he/she will use to scrape your teeth around the gums. How do you feel?
I..1a) Relaxed L1b) A little uneasy [_ic) Tense £ 1d) Anxious
[_ie) So anxious that | sometimes break outin a sweat or almost feel physically sick.

3. Do you use cther drugs? il
4. Do you exercise regularly? =

ifyes, whal dregs? o
5. Are you under untisual siress? _

SOCIAL HISTORY
1. Do you use tobaceo? ol ifyes, how much? ..
2. Do you drink afcohol? 1 [0 ifyes, how much / offen
-
£
]

Signature . . e S ) - -




Melissa Tuft, D.D.S.

FINANCIAL AGREEMENT

Welcome to our practice and thank you in advance for choosing our office for your dental care. We
are committed to providing excellent dental care with concern for your personal needs. The
following information with acquaint you with our office financial policies and allow us to provide a
high quality of service to you.

1. Insurance Benefits: We are happy to complete and submit your insurance forms on

your behalf. We may also submit a “pre-treatment estimate to your insurance to provide you’re out
of pocket estimated expense and/or what your benefit level estimate will be for a certain procedure.
Every effort will be made to collect the maximum benefits allowed by your insurance company.
However, your insurance is a contract between you and your

insurance company. We ask that you read your policy carefully. Some of the

services we provide may not be a covered benefit. We cannot guarantee the payment

level that is quoted nor have information on benefits used in any other dental

professional’s office if used within your plan year. Any balances remaining after your

insurance pays, are due within 15 days of billing.

2. Minor Patients: The adult accompanying the minor (under the age of 18) is responsible for full
payment of the services provided, unless covered on parent’s dental insurance plan. A parent or
legal guardian MUST accompany the minor unless prior arrangements have been made.

3. Missed Appointments: For the courtesy of other patients that are waiting for
appointment times, please be aware that we require a 24 hour notice to change or
cancel an appointment to avoid a charge.

4. Payment: FULL PAYMENT and/or CO-PAYMENTS, DEDUCTIBLES are due at the time of
service.

PAYMENT OPTIONS

1. We accept: VISA, MASTERCARD, DISCOVER, AMX, CASH, OR CHECK

2. Care Credit Financing: available upon approval of credit, we offer a 12 month interest free
plan.

CONSENT FOR CARE

| request the consultation/treatment services of Dr. Melissa Tuft & Staff. | authorize the doctor/staff
to take any necessary x-rays, study models, photographs, or any other diagnostic aids deemed
appropriate by the doctor to make thorough diagnosis of treatment needs. | understand this may
include consultation with my physician or other practice specialists. | authorize and consent that the
doctor choose and employ such assistance as deemed fit to provide recommended treatment.

DATE PATIENT SIGNATURE (Parent if under 18)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE AND DENTAL
MATERIALS FACT SHEET. | Please initial below |

( ) I acknowledge that I have received or have read all information pertaining to my
dentists Privacy Practice and Dental Facts Materials sheet.
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