

Patient Information (Confidential)






      Date _____________
Name ________________________________________   Male / Female  Birthdate _______________   SSN ________________

Address ______________________________________________________________________ Home Phone ________________

Please Circle:
  Single     Married     Divorced     Widowed     Separated     Child

 Cell Phone ________________

E-mail _______________________________


If Student, Name of School/College ____________________________ City/State _______________  Full Time / Part Time

Patient’s or Parent’s Employer ___________________________________________________   Work Phone  ________________

Spouse / Parent’s Employer _____________________________________________________    Work Phone ________________

Name of nearest relative not living with you ________________________ Relationship _____________ Ph# ________________

Contact in case of an emergency __________________________________Relationship _____________ Ph# ________________

How did you learn of our office? Friend / Family (Name) _________________________    Yellow Pages   Drive By Office


Ft. Worth Star-Telegram   Val-Pak 

Responsible Party (Person Signing Paperwork)
Person Responsible for this Account ______________________________________ Relationship to Patient _________________

SSN ________________________  Birthdate ___________________ 

    E-mail _______________________________

Is this person a patient at our office?
Yes
No




        Home Phone _________________

Home Address  _____________________________________________________________       Cell Phone _________________

Employer ________________________________________________________________        Work Phone _________________

Insurance Information

Insurance Subscriber __________________________________________________ Relationship to Patient __________________

Birthdate ___________________ SSN/Subscriber ID# _______________________ Is insured currently a patient?    Yes    No

Employer ___________________________________________________________________ Work Phone __________________

Insurance Company __________________________________ Group # __________________  Policy ID# __________________

Insurance Company Address _______________________________________________ Insurance Phone # __________________

DO YOU HAVE ANY ADDITIONAL INSURANCE?
Yes
No   
If yes, please complete the following:

Insurance Subscriber __________________________________________________ Relationship to Patient __________________

Birthdate ___________________ SSN/Subscriber ID# _______________________ Is insured currently a patient?    Yes    No

Employer ___________________________________________________________________ Work Phone __________________

Insurance Company __________________________________ Group # __________________  Policy ID# __________________

Insurance Company Address _______________________________________________ Insurance Phone # __________________

Patient Name: _________________________________________________

Date: ___________________________

Patient Medical History

(Please circle as it applies, and elaborate in the space provided as applicable)

Yes     No    Are you currently under the care of a physician?
  Please explain:


      Physician’s Name: ___________________________ Phone #: _______________________ Date of last exam: _______________

Yes     No    Are you taking any medication(s) including any non-prescription medicine? Please List: ______________________________

Yes     No     Have you ever been hospitalized for any surgical operation or serious illness within the last 5 years?


      Please explain: ___________________________________________________________________________________

Yes     No     Do you use tobacco?

Yes     No     Do you use controlled substances?



      For Women:

Yes     No    Are you  pregnant or think you may be?

Yes     No    Are you nursing?

Yes     No    Are you taking oral contraceptives?  If yes, please list: _____________________________________________________________

Are you allergic or have you had an allergic reaction to any of the following:

(Please circle Y for yes or N for no as it applies)

	Y / N  Anesthetics
	Y / N  Clindamycin
	Y / N  Erythromycin
	Y / N  Metal
	Y / N  Penicillin
	Y / N  Tetracycline

	Y / N  Aspirin
	Y / N  Codeine
	Y / N  Hydrocodone 
	Y / N  Latex
	Y / N  Sedatives
	Y / N  Valium

	Y / N  Barbiturates
	Y / N  Darvon
	Y / N  Iodine
	Y / N  Nitrous Oxide
	Y / N  Sulfa Drugs
	


Other: ______________________________________________

Do you currently or have you ever had any of the following conditions:
(Please circle Y for yes or N for no as it applies)

	Y / N  AIDS
	Y / N  Fatigue
	Y / N  Liver Disease
	Y / N  Seasonal Allergies

	Y / N  Anemia 
	Y / N  Heart Attack
	Y / N  Low Blood Pressure 
	Y / N  Sexually Transmitted Disease

	Y / N  Angina
	Y / N  Heart Disease
	Y / N  Mental Illness
	Y / N  Sinus Trouble

	Y / N  Arthritis
	Y / N  Heart Murmur
	Y / N  Mitral Valve Prolapse
	Y / N  Stroke

	Y / N  Asthma
	Y / N  Hepatitis A (Infectious)
	Y / N  Pain in Jaw Joints
	Y / N  Swollen Ankles

	Y / N  Blood Transfusion
	Y / N  Hepatitis B (Serum)
	Y / N  Pneumonia
	Y / N  Thyroid Problem

	Y / N  Cancer
	Y / N  Hepatitis C
	Y / N  Radiation Therapy
	Y / N  Tuberculosis

	Y / N  Cardiac Pacemaker
	Y / N  High Blood Pressure
	Y / N  Recent Weight Loss
	Y / N  Ulcers

	Y / N  Chest Pains
	Y / N  HIV Infection
	Y / N  Respiratory Problems
	Y / N  X-ray / Cobal Treatment

	Y / N  Diabetes
	Y / N  Joint Replacement/Implant
	Y / N  Rheumatic Fever
	Y / N  Other: ______________________

	Y / N  Epilepsy
	Y / N  Kidney Trouble
	Y / N  Rheumatoid Arthritis
	

	Y / N  Emphysema
	Y / N  Leukemia
	Y / N  Scarlet Fever
	


Patient Dental History

Name of Previous Dentist and Location_____________________________
Date of Last Dental Exam_________________

(Please circle Y for yes or N for no as it applies and elaborate in the space provided as applicable)

Y / N  Do your gums bleed while brushing or flossing?

Y / N  Are your teeth sensitive to hot / cold liquids / foods?

Y / N  Do you feel pain in any of your teeth?

Y / N  Do you have any sores or lumps in or near your mouth?

Y / N  Have you ever had any head, neck, or jaw injuries?

(Have you ever experienced any of the following problems in your jaw?)

Y / N  Clicking?

Y / N  Pain in your joint, ear, side of face?

Y / N  Difficulty in opening or closing?

Y / N  Difficulty in chewing?

Y / N  Do you have any other condition, disease, or problem not 

           contained herein that should be brought to the dentist’s   

           attention? Please explain: ___________________________

           ________________________________________________

Y / N  Have you ever experienced trouble associated with any     

           previous dental treatment?  Please explain: _____________

           ________________________________________________

Y / N  Do you have frequent headaches?

Y / N  Do you clinch or grind your teeth?

Y / N  Do you bite your lips or cheeks frequently?

Y / N  Have you ever had any previous difficulty with extractions?

Y / N  Have you ever had any prolonged bleeding following 

           extractions?

Y / N   Have you ever had any orthodontic treatment?

Y / N   Do you wear denture / partial dentures?  If yes, date of previous 

            placement?____________________________________________  

Y / N  Have you ever received oral hygiene instructions regarding     

           care of your teeth or gums?  

Y / N  Do you like your smile?  If no, please explain:

           ________________________________________________

           ________________________________________________

Patient Name: _____________________________________________

Date: ________________________

Conditions of Treatment and Payment (Office Policy Consent)

As a condition of your treatment by The Dental & Implant Suite, all treatment must be paid in full at the time services are rendered.  Payment in full is expected at the time of services unless approved financial arrangements have been made and promissary notes have been signed in advance of treatment being started.  The patient and responsible party are responsible for all services incurred on the above patient.  As a courtesy to our patients, the staff of The Dental & Implant Suite will file your insurance claim and will ASSIST in collecting from your insurance company.  HOWEVER, The Dental & Implant Suite does not render services on the assumption that our charges will be paid by any insurance company.  The estimated “patient portion” is ONLY an estimate and is calculated as a courtesy to our patients.  Many dental offices expect their patients to pay dental services in full and let the insurance company reimburse the patient / responsible party.  As a courtesy to our patients, the staff of The Dental & Implant Suite will calculate an estimate of the insurance benefits contingent on the assignment of benefits.  However, in the event that the insurance company pays less than the estimated amount, the patient / responsible party are full and severally responsible for any unpaid balance.  I authorize The Dental & Implant Suite to release any information including diagnosis and the records of any treatment or examination rendered to me or my child to any third party payors and or health practitioners.  I authorize and request that my insurance company pay all insurance benefits to The Dental & Implant Suite otherwise payable to me.  The Dental & Implant Suite does not involve itself in any split account responsibilities.  The Dental & Implants Suite’s policy of payment with regard to the children of divorced parents rest with the parent who seeks the dental/orthodontic treatment.  Additionally, I grant my permission to The Dental & Implant Suite to use any photos that include me or my teeth or any other information for advertising or teaching purposes.  I have the right to revoke this permission by submitting such in writing and delivering it via certified mail revoking such permission effective 10 days after the receipt of the certified notification.  I grant permission to The Dental & implant Suite and its employees/agents to telephone me at home or at my work to discuss matters including, but not limited to this form, my account, and my dental treatment.

Any cancellations or changes to the schedule should be made at least twenty-four hours in advance.  It is our policy to charge $40.00 for appointments broken or within twenty-four hours of the scheduled time.

______________________________________________
_______________________________
____________________________

Signature of Patient (or parent/legal guardian if patient is a minor)
Relationship to Patient


Date 

Insurance Consent
As a courtesy, The Dental & Implant Suite will file your insurance claim and assist in collecting from your insurance company.  However, The Dental & Implant Suite does not render services on the assumption that our charges will be paid by the insurance company.  The “patient portion” is ONLY an ESTIMATE and in the event that the insurance company pays less than the estimated amount listed, YOU ARE RESPONSIBLE FOR THE UNPAID PORTION.  We would also like to inform you that most, but not all, insurance companies allow the benefit of amalgam fillings (silver/mercury) instead of composite (tooth colored) and the benefit of full cast crowns (metal/gold) instead of porcelain (tooth colored) on posterior (back) teeth.  Our dentists provide porcelain high noble metal crowns and all of our dentists, with the exception of one, perform composite (tooth colored) fillings.  The cost difference between the two is usually minimal.  YOU WILL BE RESPONSIBLE for the amount your insurance company does not pay.  Please ask the Patient Advocate or any member of our staff to see which benefit we ESTIMATE your insurance company to pay.  Please advise your dentist if you would rather have the amalgam fillings or the full cast crown.

__________________________________________________
__________________________________
_______________________________

Signature of Patient (parent/legal guardian if patient is a minor)
Relationship to Patient


Date

HIPAA Consent
I understand that under the Health Insurance 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 but is not mandatory for me to sign in order to: conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly or indirectly, obtain payment from third party payors, conduct normal healthcare operations such as quality assessments and physician certifications.  I have been informed by The Dental & Implant Suite of its Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information and have been provided with a copy of their Notice of Privacy Practices prior to signing this consent.  I understand that The Dental & Implant Suite has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization to obtain a copy of such.  I understand that I may request in writing by certified mail to request restrictions on how my private information is used or disclosed to carry out treatment, payment, or health care operations.  I also understand that you are not required to agree to my requested restrictions, but if you agree, you will abide by such restrictions.  I understand that I may revoke this consent in writing by certified mail at any time except to the extent that you have taken action relying on this consent.

_________________________________________________
__________________________________
_______________________________

Signature of Patient (parent/legal guardian if patient is a minor)
Relationship to Patient


Date

Accuracy Certification
I certify that I have read and understand all the information contained herein to the best of my knowledge.  I have answered all the questions contained herein accurately and truthfully.  I understand that providing incorrect or incomplete information can be dangerous to my health.

_________________________________________________
__________________________________
_______________________________

Signature of Patient (parent/legal guardian if patient is a minor)
Relationship to Patient


Date

Thank you for selecting The Dental & Implant Suite!  Our mission is to provide you and your family with the best possible dental care and service.  Our office provides services including cosmetic dentistry, implant & gum disease services, orthodontic (braces) services, and children’s dentistry.  If your family or friends are in need of any of these services, please let them know we would love to take care of their dental needs.  To help us meet YOUR dental needs and achieve our service goals, please fill out this form completely.  If you have any questions or need assistance, please ask us.  The staff members of The Dental & Implant Suite are always happy to help the patients we serve!








