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Advance Dental Care

PATIENT INFORMATION

DS [INew PaTient  [JUPDATE
Patient:

BT T —r  — . e
MALE [ JFEMALE CHILD* [ JSTUDENT** [ISINGLE [ IMARRIED [DIVORCED [_|WIDOWED

PART-TIME

**|F STUDENT, PLEASE COMPLETE: FULL-TIME |

----------------------------------------------------------------------------------------------------------------------------------------------

SCHOOL/LOCATION

eofBith: Patient SSN:
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E-Mail: _ FAX:
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Referral? [ 1Yes [ | No

EMERGENCY INFORMATION

In case of emergency, please prbi)ide information for the nearest relative or designated contact person not at the patient’s
address:

RELATIONSHIP
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Employer: eee——eeeQccupation:
Address:
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e ————— e o ———— e e N DIRECT:
ADDRESS LINE 2 OTHER:
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NSURANCE INFORMATION

Subscriber:;

Subscriber Date of Birth: ~__ Subscriber SSN:
Subscriber Employer:

Patient Relationship to Subscriber: [1SeLF [JSpouse [JCHILD [JOTHER

PRIMARY INSURANCE CARRIER: T |
Group/Policy No.: ID No.. .
Address: o TEL:

- TOLL-FREE:
FAX:
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SECONDARY INSURANCE CARRIER®
Group/Policy No.. ID No.:
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_MEDICAL HISTORY

GENERAL HEALTH: [_JEXCELLENT [JGooD [JFAIR [JPOOR
_IY[IN  Under a physician's care now?

YLIN  Any hospitalization in the past 5 years?
L IY[IN  Any serious ilinesses/surgeries? o
LIYLIN  Usetobacco in any form? If Yes, Type: -

YL_IN Is pre-medication required before dental visits due to heart condltion or artnﬂc:al Jomt'?
L IYL_IN Taking any prescription or daily OTC medications/drugs? /f yes, list details in the Medication Section.

FEMALE PATIENTS:  []Y[CIN Currently nursing?  [JY[CIN Currently pregnant? Due Date:

Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patlents? DYDN
If yes, please describe:
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Is there anything important about your medical condition we have not asked? LIYIN If yes, please describe:
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ALL PATIENTS: DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY):
ACID REFLUX _1BuLIMIA _|HEARING PROBLEMS [_IPSYCHIATRIC TREATMENT
ADHD CANCER/MALIGNANCY _|HEART ATTACK RADIATION/CHEMO

_JAIDS/HIV [ JCEREBRAL PALSY _JHEART DISEASE RESPIRATORY DISEASE
ANEMIA [_ICHEMICAL DEPENDENCY —JHEART MURMUR [ JRHEUMATIC FEVER

[_JANOREXIA __JCHICKEN PoX _JHEPATITIS T]SINUS PROBLEMS

L JANXIETY [ JCONVULSIONS [_]HIGH BLOOD PRESSURE [ ISTROKE

[_ARTIFICIAL HEART VALVE [ JDEPRESSION _|KIDNEY DISEASE [ JTHYROID CONDITION

L_JARTIFICIAL JOINTS [ IDIABETES [_ILIVER PROBLEMS [ JTusercuLOsIS

[ JARTHRITIS [ IDI1zZINESS/FAINTING MITRAL VALVE PROLAPSE [ JULCERS

- -

ASTHMA _|EPILEPSY/SEIZURES MONONUCLEOSIS [ IVENEREAL DISEASE
__JAUTISM/ASPERGER'S __|JFREQUENT EAR INFECTIONS [ JPACEMAKER

__|BLEEDING DISORDER [ ] FREQUENT HEADACHES _JOTHER —PLEASE LIST:

ALL PATIENTS: ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? (CHECK ALL THAT APPLY):

[ JASPIRIN | ICODEINE [ ]LACTOSE INTOLERANCE [ ISLEEPING PILLS

[_JANESTHETIC—LocAL  []DAIRY [ IMETAL SENSITIVITY " |SULFA DRUGS

__|BARBITURATES [ JLATEX NITROUS OXIDE SEDATION [ _JPENICILLIN/OTHER ANTIBIOTICS

_JOTHER—-PLEASELIST:
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MEDICATION INFORMATION

ALL PATIENTS: ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): [ INONE

_JANTIBIOTICS/SULFA DRUGS [ JANTIHISTAMINES/ALLERGY [IDAILY ASPIRIN [ 1BLOOD PRESSURE MEDICATIONS
_IBLOOD THINNERS [ ICANCER/CHEMO MEDICATIONS [ ICORTISONE/STEROIDS HEART MEDICATION/DIGITALIS
[_JINSULIN [ INITROGLYCERIN [_JORAL CONTRACEPTIVES  [_JOSTEOPOROSIS MEDICATIONS
[[JOTHER DIABETIC MEDICATIONS [ JRECREATIONAL DRUGS _JTHYROID MEDICATIONS [ ITRANQUILIZERS

[_IOTHER (PLEASE LIST BELOW) |

DRUG NAME | : DOSAGE REASON PRESCRIBED

rlll‘l'lli‘im-ll-ill-ﬂlllti----q.lwr-.pl- L e L T R T RN S ISR IIT]

WEEAN TR R

||||||||||

llllllllll

PATIENT REGISTRATION & HISTORY 3 /4.




- o

1

i

|4 f_ L m
29

7 H |

3 1

:

COS
i

¥ cnem e
o =t W, } A
i 5 T X - 2
R _.U.. 1 f.h.:. i ~
e s
L

i
i
3 |

N

4 &

T

I e e S A i

Fae
o
y - 4
e i
e |
e ¥
o £ ]
b ] & i
P £ i
-~ 8 ¥ |
o 3 _
ta) £ i
F 3
Sy i |
€1 | i |
e —— 3 i
|

J........l ! “
- k. - k1
]\Vﬂ oYy %
i " £
S i
a3 Lo __ ;
P i i i
o~ i
ot ST O 1
s 4 o i
b pet _
g
n o
aaey g
- 1
. I

-
i

B e e o el e e et

e bt e e | P A AR ST

i i

i ] r._ _
e ¥
...n.....n. _
. ] 3 ‘.
~ 1 1
== ". !
] i |
... o ." 1) “.
“un ¥ . ..._.u._.m u_
...... i1 b i
q 1 e
— A i | 1
. ff - se= ]
o~ § - I
gk < i1
- : Cea ! _.
e § 13 !
=1 e !
= $ - u
S £ &= i
By |E S i
— HE m
=22y T - ¥
(9.0) I = 1
U s 1
e | e '
e . e i
¥ %
i | L
g | o *
4 t L i
—_— ey . b |
(a ¥ | e, }
b oA | L oy “w
tald | S i
Bo I m
, ]
| |
1l _.~
1 f
i 1
1} 1 {
S :
A ] :
g i
. 3 g,
s 1
|rj.|r.,..r.-m _...
o _q
..lr.)
e
- =
—
W
e ;
= ] |
" ! ._
=% £ £
M“L E w
NMMPJ £ [
||\I-1..L|I .. _




Patient Treatment and Financial Policy

Thank you for choosing our office as your dental healthcare provider. We are committed to providing
you with the highest quality lifetime dental care, so that you may attain optimum oral health.

The following is a statement of our Financial Policy, which we require that you read, agree to and sign

prior to any treatment.

Do you have insurance?

e Asacourtesy to you, we will help you process all of your dental claims. Please understand that we will
provide an insurance estimate to you; However, it is not a guarantee that your insurance will pay
exactly as estimated. Insurance coverage is subject to limitations, exclusions, waiting periods,
frequency, age restrictions, deductibles and maximums which are your responsibility. Please contact.
your insurance company for a detail of your benefits. Your insurance company and your plan benefits

* ultimately determine the amount paid. We will do all to ensure your estimate is as accurate as possible.
Your estimate insurance benefit may differ due to a number of reasons, specifically related to your
nian.

e All charges you incur are your responsibility, regardless of your insurance coverage. We must
emphasize that as your dental care provider, our relationship:is with you, our patient, not with your
insurance company. Your insurance policy is a contract between you and your insurance company. Our
office is not a party of that contract.

e Our practice is committed to providing the best treatment for our patients and we charge what is usual

| and customary for our area. You are responsible for payment regardless of any insurance company’s
arbitrary determination of usual and customary rates.

° We ask that you sign this form and/or any other necessary documents that may be required by your
insurance company. This form instructs your insurance company to make payments directly to our
office. I authorize the release of any information concerning my (or my child’s) health care advice and
treatment provided for the purpose of evaluating and administering claims for insurance benefits.

¢ We ask that you pay the deductible, co-payment and co-insurance which is the estimated amount not

covered by your insurance company, by cash, check, MasterCard, Visa, American Express and Care
Credit before we can schedule your appointment.

~ ® Insurance payments are ordinarily received within 30 — 60 days from the time of filing a claim. If your
~ insurance company has not made payment within 60 days, we ask that you contact your insurance

company to make sure payment is expected. If payment is not received or your claim is denied, you will
be responsible for paying the full amount at that time.

o We will cooperate fully with the regulations and request of your insurance company over any claim.

Minors ACcompanied by Parent or Legal Guardian:

The parent or legal guardian accompanying a minor, who has consented to treatment is responsible for
entire payment before we schedule appointment.

Minors Unaccompanied by Parent or Guardian:

Will be demed treatment if the parent or legal guardian is not present in the office during procedure.
That will result in a broken appointment and the account will be charged $75.



