Imagine the moment you walk through our door,
It’s all about you!
From providing comfortable care to improving your overall health or simply
making you smile, the entire team at Rowe Family Dentistry is dedicated to
providing you with the personalized, gentle care that you deserve.

602-867-7748

info@rowefamilydentist.com

rowefamilydentist.com

10555 N. Tatum Blvd, Suite A106
Paradise Valley, AZ 85253

PLEASE PROVIDE YOUR CURRENT INFORMATION BELOW.
___________________ _______________________ _______________
First Name		
Last Name		
(Preferred)

___________________
Married? Yes/No

__________________________________________________		 ______________________________
Address									Home Phone Number
______________________________________________________
_____________________________
City			State				Zip			Cell Phone Number
_________________________________
E-mail address 				

_______________________ 		
Social Security Number		

_____________________________________
Emergency Contact Name		

________________________
Relationship to Patient

____ /____ /_____
Date of Birth
_____________________
Phone Number

_________________________________________________________________ _____________________
Name of Patient’s Employer							Occupation
_________________________________________________________________________________________
Address of Employer
__________________________________
Person Responsible For Payment

______________________
Relationship to Patient

__________________
Phone Number

__________________________________
Social Security of Responsible Party

_____________________________
Birth Date of Responsible Party

_________________________________________________________________________________________
Billing Address, if Different

_________________________________________________________________________________________
Name of Primary Care Physician/Phone Number/Address
_________________________________________________________________________________________
Any previous periodontal treatment? YES/ NO : If YES, When/Where/Name of Dentist.
_________________________________________________________________________________________
Is there anything you would like to change about the appearance of your teeth or smile?
_________________________________________________________________________________________
What are your objectives regarding the health of your teeth?
_________________________________________________________________________________________
If you were referred to our office, please let us know who we can thank for your visit today.
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PRIMARY DENTAL INSURANCE
Subscriber’s Name: __________________________________
Subscriber ID Number: ______________________________ Subscriber birthdate: _______________
Relationship to Patient: __________________________
Insurance Company Name: _____________________________________________________________
Insurance Company Address: ____________________________________________________________
Insurance Company Phone: ________________________ Group Plan #: _______________
If your dental insurance is provided by your employer, please fill out the info below:
Name of Employer: ______________________________________________________________________
Address of Employer: ____________________________________________________________________

SECONDARY DENTAL INSURANCE
Subscriber’s Name: ____________________________________ Subscriber Birthdate: _____________
Subscriber ID Number: ________________________ Relationship to Patient: ___________________
Insurance Company Name: _____________________________________________________________
Insurance Company Address: ___________________________________________________________
_________________________________________________________________________________________
Insurance Company Phone Number: _______________________ Group Plan #: ______________
If your dental insurance is provided by your employer, please fill out the info below:
Name of Employer: ______________________________________________________________________
Address of Employer: ____________________________________________________________________
Signature of patient: ____________________________________________ Date:__________________
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ROWE FAMILY DENTISTRY FINANCIAL POLICY
We are in the business of caring for people through dentistry. Your needs and considerations
come first. Included in this are your time, energy, and money. You have the opportunity in
our office to choose the level of treatment that best meets your dental values as well as
your financial needs. We believe that excellent dentistry should be affordable and have
designed our financial policy to help meet your financial needs.
As a courtesy we will file a claim with your insurance company and we will also accept your
insurance company’s payment directly. We will provide you with a treatment plan that will
include an estimate of benefits provided by your insurance company. Please understand
that insurance does not guarantee payment even with a predetermination. All treatment in
this office is the responsibility of the patient.
The following payment options are available:
1. Cash or check are always appreciated and as a courtesy for paying with cash or
check at time of service, you will receive a 5% discount.
2. Credit Card payment at time of service.
3. A Senior discount of 10% will apply for patients not using dental insurance. This discount
is offered to our patients 65 and over.
These options can be discussed in further detail when we go over your proposed treatment.
Our team will help you in making any decisions concerning your financial needs and is
always available if questions arise.
Broken Appointment Policy
Appointments that are missed or broken without notifying our office one full business day
prior will be subject to a $25 per hour fee based on the amount of time we had reserved
for your specific treatment. If you really want us to smile, please provide a 48hr notice as
a courtesy to your doctors and hygienists who have prepared for and reserved that time
especially for you. :-)
Communication Policy
Rowe Family Dentistry utilizes SMS, email, phone and direct mail messaging technology
to keep you informed and up-to-date with all of your appointments, treatment followup, oral health education and recommended services to ensure a positive experience
with our office. If you wish not to take advantage of these, or to make adjustments to
how you are contacted, please notify our staff and we will make adjustments according
to your preferences. Please provide your initials below stating that you understand our
communication policy.
________________________________________
Patient Name
________________________________________
Signature of Patient or Responsible Party

_______________________
Date
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DENTAL WARRANTY
Our practice is proud of the dentistry that we provide for you and your family. Our goal is
not just to correct any dental problems you may have, but also to show you how to prevent
dental disease in the future, and to save you time and unnecessary expense.
The long-term success of the treatment we provide depends on the care of your teeth
and gums at home and keeping all recommended professional cleanings within the
recommended time frame. These appointments include periodic examinations by the
dentist of the teeth, gums, bone, oral cavity, throat, muscles of the head and neck, oral
cancer screenings, x-rays, cleanings, and fluoride treatments. The products we recommend
for you and the frequency of visits depends on your individual condition. Visits may be every
2, 3, 4, or 6 months, depending on your oral health. With that in mind, we offer the following
limited dental warranties.
Composite Fillings (tooth-colored)
If a composite filling is the recommended treatment of choice, we will replace or repair
it in the event of a failure for a period of 2 years at no out-of-pocket charge. Composite
restorations done as a compromised form of treatment (instead of a crown, inlay, onlay,
or veneer) are not covered under this warranty. If the restoration itself breaks or fractures
within 2 years and requires a crown or onlay, we will credit the out-of-pocket cost of the
filling towards the crown. You must keep up with the prescribed recall (exam and cleaning)
appointments and x-rays (at least once a year) to allow us to properly monitor and maintain
the restorations or this warranty is null and void (minimum recall every 6 months).
Crowns, Bridges, Inlays, Onlays, and Porcelain Veneers
We will warranty these laboratory-made restorations for a full 3 years. We will replace or
repair them at no out-of-pocket charge during the 3-year period if the restorations break or
loosen due to normal usage. This does not include accidents that could also break normal,
healthy teeth. Breakage or fracture of the natural tooth supporting a restoration is not
covered by this warranty. You must keep up with the prescribed recall (exam and cleaning)
appointments and x-rays (at least once a year) to allow us to properly monitor and maintain
the restorations or this warranty is null and void (minimum recall every 6 months).
Dentures and Partials
We will warranty dentures and partials for a period of 3 years if a tooth or the denture breaks
under normal use. Accidents such as dropping your denture are not covered. Due to the
nature of dentures, we cannot guarantee your comfort or ability to accommodate these
artificial replacements.
Patients with any natural teeth must keep up with the prescribed recall (exam and cleaning)
appointments and x-rays to allow us to properly monitor and maintain the restorations or
this warranty is null and void (minimum recall every 6 months). Patients without any natural
teeth must keep up with the prescribed recall (exam) appointments and x-rays to allow us
to properly monitor and maintain appliance or this warranty is null and void (minimum recall
once a year).
Note
As you can see, we are confident in the durability of the treatment we prescribe for you. The
primary key to your long-term success is spending time on your home care: brushing, flossing,
using fluoride and other prescribed products. Another key to success is regular professional
exams, cleanings, x-ray films and fluoride treatments. This warranty does not cover accidents
that cause damage to the teeth or dental prosthesis. Help us to help you maintain your
dental health for a lifetime.
Yes! I agree to adhere to all recall and treatment recommendations provided by the staff:
Signature:____________________________________Date:_______________
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Dear Patient,
As your healthcare provider, we continually look for medical advances to assure that I am
delivering the absolute best patient care to you. Of particular concern to us is oral cancer,
which too often is only found in the later stages of development and, as a result, claims one
life per hour here in the United States. This is more than the number of lives lost to skin or
cervical cancer. Oral cancer is a growing problem and is most common among smokers,
smokeless tobacco users, drinkers, and people over the age of forty. Even more disturbing
still is that in the past three decades there has been a 60% increase in oral cancer in adults
under the age of 40, with no history of cigarette or alcohol usage. There has been no
decrease in the past fifty years in the mortality rate associated with oral cancer because
until now there was no way to find it early and stop it in its tracks!
At Rowe Family Dentistry, have implemented VELscope technology into our treatment
diagnosis procedures. We have found that when combined with a traditional visual oral
examination, it exponentially increases our ability to identify, evaluate and monitor suspicious
areas at their earliest stages.
Abnormal cells in the mouth can progress to a precancerous state with little warning.
This technology is one of the most advanced FDA cleared devices on the market for the
identification and monitoring of oral abnormalities.
This painless and non-invasive test gives us a better chance to find any oral abnormalities
you may have at the earliest possible stage. Early detection of precancerous tissue can
minimize or eliminate the potentially disfiguring effects of oral cancer and possibly even save
your life.
We have incorporated the Velscope exam into the standard of care in our practice,
because we believe it is the most complete exam possible. The Velscope exam will be
offered to you on an annual basis.
This exam may be covered by your insurance. If not, the fee will be reduced to $39.
With your health in mind,
The Drs. & Staff of Rowe Family Dentistry
		

Yes!

I choose to have the Velscope exam.

please circle one

		
No.
			

Despite the recommendations of my doctor, and after reading the
above information, I would prefer not to have the Velscope exam.

Print Name: _____________________________________________________
Signature:____________________________________Date:_______________
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CBCT Scan Consent Form
A CBCT scan, also known as a Cone Beam Computed Tomography, is an x-ray technique that
produces 3-D images of your skull that allows visualization of internal bony structures in crosssection rather than as overlapping images typically produced by conventional x-ray exams.
CBCT scans are primarily used to visualize bony structures, such as teeth and your jaws, not soft
tissue such as your tongue or lips.
Advantages of a CBCT scan over conventional x-rays: A conventional x-ray of your mouth
limits your dentist to a two-dimensional or 2D visualization. Diagnosis and treatment planning
can require a more complete understanding of complex three-dimensional or 3D anatomy.
Advantages of CBCT scans include:
Higher accuracy when planning implant and other surgeries.
Greater chance for diagnosing conditions such as vertical root fractures and
endodontic pathology that can be missed on conventional x-rays.
Greater chance of providing images and information which may result in the patient
avoiding unnecessary, and sometimes invasive, dental treatment.
Better diagnosis of third molar (wisdom teeth) positioning in proximity to vital structures
such as nerves and blood vessels prior to removal.
The CBCT scan enhances your dentist’s ability to see what needs to be done before
treatment is started.
Enhanced patient safety, more predictable outcomes, less discomfort, and faster
treatments.
Radiation: CBCT scans, like conventional x-rays, expose you to radiation. At Rowe Family
Dentistry, the dose of radiation used for CBCT examinations is carefully controlled to ensure
the smallest possible amount is used that will still give a useful result. The dosage per scan is
equivalent to 2 regular dental x-rays. However, all radiation exposure is linked with a slightly
higher risk of developing cancer. But the advantages of the CBCT scan outweigh this
disadvantage.
Pregnancy: Women who are pregnant should not undergo a CBCT scan due to the potential
danger to fetus. Please tell the dentist if you are pregnant or are planning to become pregnant.
Diagnosis of non-dental conditions: While part of your anatomy beyond your mouth and jaw
may be evident from the scan, your dentist may not be qualified to diagnose conditions that
may be present in those areas. If any abnormalities, asymmetries, or common pathologic
conditions are noted upon the CBCT scan, it may become necessary to send the scan to an
Oral and Maxillofacial Radiologist for further diagnosis. If this occurs, this will be completed at no
additional charge to you.
PLEASE DO NOT SIGN THIS FORM UNLESS YOU HAVE READ IT, UNDERSTAND IT AND AGREE TO ACCEPT THE RISKS AND ADVANTAGES NOTED.

I, ___________________________being 18 years or older, certify that I have read the above statement. I understand the
procedure to be used and its benefits, risks, and alternatives. I acknowledge that I had a full opportunity to discuss
the matter with my dentist. All my questions have been answered. I therefore give my consent to have a CBCT
completed by Rowe Family Dentistry.
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Facts you should know about Dental Health
Dental insurance is rapidly playing a larger and larger role in helping people to obtain dental
treatment. Since we strongly feel our patients deserve the best possible care we can
provide, and in an effort to maintain the highest quality of care, we would like to share some
facts about dental insurance with you.
FACT #1 - Dental insurance is meant to assist you in the payment of your dental care, but
rarely coveres all of the treatment or services that your specific treatment might require.
FACT #2 - Many routine dental services are NOT covered by insurance carriers, although they
may be necessary.
FACT #3 - Many plans state that you will be covered “up to 50%, 80% or 100%”. In spite
of what you’re told, we’ve found in actuality that many plans may cover less than that
depending on their established usual and customary fees. The benefits your plan pays is
largely determined by how much your employer/union paid for the plan. The less they paid
for the insurance, the less benefit you will receive.
FACT #4 - Insurance companies’ established “Usual and Customary” fee schedules may or
may not have an accurate relationship to what is “usual and customary” fees for our region.
It has been the experience of some dentists that some insurance companies tell their insured
that their “fees are above the usual and customary fees” rather than saying to them that
“our benefits are low.” This may be so because there are various ways and calculations
by which the insurance companies will have different usual and customary fees for the
same geographical region. The dentist’s fees may be within one company’s and not within
another company’s usual and customary fees.
I understand and agree that, (regardless of my insurance status), I am ultimately responsible
for the balance on my account for any professional services rendered. I have read and
understand all the information on this sheet. I understand that there will be an 18% finance
charge on any balance after 60 days. I am aware that if an attorney or collection agency
is employed to collect an unpaid balance, I am responsible for the applicable attorney or
collection fees. I understand and accept the above office financial policy and the terms
within. I understand and accept that a 24-hr notice of cancellation is necessary to avoid a
charge of $25.00 for every hour that was scheduled for my treatment.
__________________________________________________ ____________________
Signature of Responsible Party					Date
Our business is caring for people through dentistry. When recommending treatment the
recommendation will be based upon your needs and the highest professional standards of
excellence. Only after those primary goals have been considered will we look at your
insurance coverage.
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information.
We are also required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this Notice
while it is in effect. This Notice takes effect 1/20/03 , and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices
and the new terms of our Notice effective for all health information that we maintain, including health
information we created or received before we made the changes. Before we make a significant change in
our privacy practices, we will change this Notice and make the new Notice available upon request.
You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.
USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For
example:
Treatment: We may use or disclose your health information to a physician or other healthcare provider
providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.
Your Authorization: In addition to our use of your health information for treatment/payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for
any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not
affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this
Notice.
To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or other person to
the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree
that we may do so.
Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification
of (including identifying or locating) a family member, your personal representative or another person
responsible for your care, of your location, your general condition, or death. If you are present, then prior to
use or disclosure of your health information, we will provide you with an opportunity to object to such uses or
disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information
based on a determination using our professional judgment disclosing only health information that is directly
relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our
experience with common practice to make reasonable inferences of your best interest in allowing a person to
pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.
Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.
Required by Law: We may use or disclose your health information when we are required to do so by law.
Abuse or Neglect: We may disclose your health Information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We
may disclose your health information to the extent necessary to avert a serious threat to your health or safety or
the health or safety of others.
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National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional
institution or law enforcement official having lawful custody of protected health information of inmate or
patient under certain circumstances.
Appointment Reminders: Rowe Family Dentistry utilizes SMS, email, phone and direct mail messaging
technology to keep you informed and up-to-date with all of your appointments, treatment education and
overall experience with our office. If you wish not to take advantage of these, or to make adjustments to how
you are contacted, please notify our staff as you will be opted in unless specified differently.
PATIENT RIGHTS
Access: You have the right to look at or receive copies of your health information, with limited exceptions. You
must make a request in writing, fax or email to obtain access to your health information. You may obtain a
records release form by using the contact information listed at the end of this Notice. Please contact us using
the information listed at the end of this Notice for a full explanation of this process.
Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and
certain other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more
than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these
additional requests.
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by
our agreement (except in an emergency).
Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your request in writing.) Your
request must specify the alternative means, or location, and provide satisfactory explanation how payments
will be handled under the alternative means or location you request,
Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.
Electronic Notice: If you receive this notice on our website or by electronic mail (e-mail), you are entitled to
receive this notice in written form.
QUESTIONS AND COMMENTS
If you want more information about our privacy practices or have questions or concerns, please contact us.
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we
made about access to your health information or in response to a request you made to amend or restrict the
use or disclosure of your health information or to have us communicate with you by alternative means or at
alternative locations, you may complain to us using the contact information listed at the end of this Notice. You
also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you
with the address to file your complaint with the U.S. Department of Health and Human Services upon request.
We support your right to the privacy of your health information. We will not retaliate in any way if you choose to
file a complaint with us or with the U.S. Department of Health and Human Services.
Contact Officer:
Telephone: (602) 867-7748
E-mail address: info@rowefamilydentist.com
© 2002 American Dental Association
All Rights Reserved. Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of
this form by any other party requires the prior written approval of the American Dental Association. This Form is educational only, doe* not
constitute legal advice, and covers only federal, not state, law (August 14,2002).
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY POLICIES
*You May Refuse to Sign This Acknowledgment*

I, ________________________________, have received a copy of this office’s Notice of Privacy
Practices.
__________________________________
Print Name
__________________________________ 		
____________
Signature						Date

For Official Use Only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy
Practices, but acknowledgment could not be obtained because:
⃝
⃝
⃝
⃝

Individual refused to sign
Communication Barriers prohibited obtaining acknowledgment
An emergency situation prevented us from obtaining acknowledgment
Other :________________________________________________________________________________
Staff Member Signature: __________________________________________

Date: __________________
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HIPAA Release & Communication Preferences
Name:________________________________________________

Date of Birth: _____/ _____/ _______

We are unable to discuss your treatment with anyone unless you give us written permission.
Please select your preferences below with an X

I authorize the release of information including the diagnosis, records, images, treatment
rendered to me and account and claims information. This information may be released
to the following:
Please note : Certain treatments may require patient to be sedated. You will need to have a driver.
Your driver must be listed on this medical information release form prior to treatment.

My general and/or referring dentist		

Names:____________________________________

Spouse name: _________________________________________________
Child(ren) Name(s): ____________________________________________
Parent Name: __________________________________________________
Other Name: __________________________________________________
Information is not to be released to anyone
This release of information will remain in effect until terminated by me in writing.

Please call my 		home		work 		cell

Number______________________

If unable to reach me:
You may leave a detailed message
Please leave a message asking me to return your call
Other_________________________________________________________________________
Best time to reach me is (day)_______________________ between(time)____________________

Patient Signature: __________________________________________		

Date _____/____/______
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