DN FAMILY DENTAL CARE

Patient Information Initial Updated
Patient Name: Date:
Last, First Mi  (Preferred Name)
Gender:[JFemalel Imale Family Status:DMinorDMarried [bivorced [windowed [Iseparated DSingIe
Social Security#: Birth Date: Email:
Phone(H): (W): (C): (Other):

At which numberwouldyou like us to contact you?|:|Home [Iwork [Icell Phone |:|Other
Address:

Street Apt#.

City State Zip Code

Responsible Party
Name of Person Responsible forthis account:

Social Security#: Birth Date: Relationship to patient:
Gender:DFemaIeDMale Family Status: DMa rried DDivorced DWindowed DSeparated DSingIe
Phone(H) (W) Areyoua patientinthe office?| |ves| INo
Address:
Street AptH.
City State Zip Code

Patient Medical History
Date of last medical Exam: Name/Phone Number of Doctor:
Date of last dental visit:

1.Are you under medical treatment now? |:| I:l 4. Are you takingany medication(s)? if D |:|
2.Have you ever been hospitalized forany yes, whatmedication(s) are you taking?
surgical operatlc.)n orserious illness? |:| |:| 5. Do you use Tabaco? I:l D
3.Are you allergicto or have you hadany 6. Do you use alcohol, cocaine or
reactions to the following? otherdrugs? |:| D
YES NO YES/NO 7. Are you wearing contact lenses? |:| |:|
Local anesthetics |:| Barbiturates 8.WOMEN ONLY:
Eg Novocaine) EI |:| Sedatives a) Are you pregnant or think you maybe I:I I:l
Penicillinor other [0 [] Lodine pregnant? .
iotics [] [ Aspirin b) Are you nursing? Od
ﬁ Sulfadrugs [] [] Others L c) Are you taking birth control pills? D |:|

Do you haveor haveyouhad any of the following?

YES/NO YES/NO YES/NO YES/NO

ﬁ High Blood Pressure |:|]|:| Epllepsy/ConvuIsmnsDD HeartDisease EI |:| Cancer DDstomach Troubles /Ulcers
El Heart Attack |:|]|:| Leukemia |:|:| Cardiac Pacemaker |:||:|Arthr|t|s D[I:lchest Pains

[J[] Rheumatic Fever [][]Diabetes [J[JHeart Murmur  [J[Joint Replacement ][ JStroke

|:||:| Swollen Ankles |:||:| Kidney Diseases Dj Angina |:|r|:|p|ant |:||:| HayFever/Allergies

|:||:| Fainting/Seizures |:||:| AIDSorHIVinfection |:| [] Frequently Tired |:||:| Hepatitis/Jaundice DD]TU berculosis

DD Asthma [DDAne mia D ] Respiratory ProblemsDI:l] SexuaIIyTransmltteD:D:l Radiation Therapy
[[] Low Blood Pressure DDThyroid Problem [J[] Emphysema [I[] pisease [ easilywinded

I:“:l Recent WeightLoss DD Liver Disease DjGIaucoma DD HeartTrouble |:H:FI Others




Patient Dental History

YES/NO YES/NO
1.Doyou feel pain to any of yourteeth?D 4. Have you had any orthodonticwork? |:| |:|
2.Doyourgums bleed while brushingor 5.Have you had any head, neck or jaw injuries?D ]
flossing? |:| |:| 6. Have you ever had difficult extraction or
3.Areyourteeth sensitive to hot or cold prolonged bleeding following extractions? [ ] []
sweet or sourliquids/foods? |:|

Referral Information
Whom may we thank for referring youto our practice?

A patient, friend / relative “Name of person: Dlnsurance
Walking by [[]Yellow pages
[JPost Cards/ otherreceived by office representative []Other:
[Jinternet
AUTHORIZATION

| authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me
for services rendered. | authorize the use of this signature on all insurance submissions. | authorize the dentist to release
all information necessary to secure the payment of benefits. | understand that | am financially responsible for all charges
whether or not paid by insurance.

CONSENT

Consent for Services

| authorize the dental health professionals (Doctors and Staff)) of DN Family Dental Care to perform those procedures as
deemed necessary or advisable to maintain my dental health, including arrangement and/or administration of any
sedative, analgesic, therapeutic, and/or other pharmaceutical agent(s), includingthose related to restorative, palliative,
therapeutic, or surgical treatments. | understand that the administration of local anesthetic may cause an unpleasant
reaction or side effects which may include, but are not limited to bruising, cardiac stimulation, muscle soreness, and
temporary orrarely, permanent numbness. Publication of Records: | authorize photos, slides, x-rays or any other viewing
of my care and treatment during or after its completion to be used for either the advancement of dentistry or in
promotional materials. My identity will not be revealed to the general public.

Financial Policy:

Payment for all services rendered is due the day of service unless priorarrangements have been made.

The following financial arrangements are accepted forall services over S500:

-A book keeping courtesy of 6% will be extended when paymentis madein full by cash orcheck before treatment begins.
- We offer 3, 6 or 12 month deferred interest payments with creditapproval through an outside finance company. (Credit
approval required).

-We offer extended financing up to 48 months with 12.96% interest rate through an outside finance company. (Credit
approvalis required).

-Payments can be made during the course of treatment. 1/3 of thetotal casefee is dueto securethe appointment, 1/3
during treatment and 1/3 before completion.

Dental Insurance:

Our estimates regarding your dental insurance a given as carefully as possible. These estimated are based on information
currently available and past history of any specific insurance company. However, your insurance carrier will ultimately
decide on the benefit to be released. Our financial arrangement with you will include your estimated dental insurance
but you are responsible for ALL treatment fees.

Acknowledgement
| certify that | have read and understand the above information. To the best of my knowledge, the above questions have
been accurately answered. | understand that providing incorrect information can be dangerous to my health.

Privacy Notice
We are required to provide you with a copy of our practices written policy on privacy. The notice provides in detail the
use and disclosures of your protected health information that may be made by this practice, your individual rights, how
you may exercise these rights, and the practice’s legal duties with respect to yourinformation. | was given the opportunity
to read the Notice of Privacy Practices. | understand that | can obtain this practice’s current Notice of Privacy Practices
on request.
To Our Valued Patient Letter
| have received the “To our Value Patient Letter”. The letter contains information about the office policy.

X Date: Relationship to patient:
Signature of patient, parent orguardian

Language
What language do you speak?lZl EnglishlZI Spanish Other

Do you need an interpreter? ] YesT__1No Who completed this form:
Relationship to patient:




	Initial: 
	Updated: 
	Birth Date: 
	Email: 
	Date of last dental visit: 
	Mobile Phone: 
	SSN: 
	Home Phone: 
	Work Phone: 
	Building/ Street/ Apt: 
	City: 
	State: 
	ZipCode: 
	Name & Phone: 
	Medication: 
	Name: 
	Other: 
	Signature: 
	Relationship: 
	Last Name / First Name / Middle Name: 
	SSN 1: 
	Building/ Street/ Apt 2: 
	City 1: 
	Zip Code 1: 
	State 1: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box7: Off
	Check Box8: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box33: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box701: Off
	Check Box712: Off
	Check Box704: Off
	Check Box715: Off
	Check Box707: Off
	Check Box718: Off
	Check Box709: Off
	Check Box7110: Off
	Check Box721: Off
	Check Box732: Off
	Check Box724: Off
	Check Box735: Off
	Check Box726: Off
	Check Box737: Off
	Check Box728: Off
	Check Box739: Off
	Check Box741: Off
	Check Box752: Off
	Check Box743: Off
	Check Box754: Off
	Check Box745: Off
	Check Box756: Off
	Check Box747: Off
	Check Box758: Off
	Check Box761: Off
	Check Box772: Off
	Check Box764: Off
	Check Box775: Off
	Check Box766: Off
	Check Box777: Off
	Check Box768: Off
	Check Box779: Off
	Check Box781: Off
	Check Box792: Off
	Check Box783: Off
	Check Box794: Off
	Check Box785: Off
	Check Box796: Off
	Check Box787: Off
	Check Box798: Off
	Check Box811: Off
	Check Box822: Off
	Check Box813: Off
	Check Box824: Off
	Check Box815: Off
	Check Box826: Off
	Check Box817: Off
	Check Box828: Off
	Check Box831: Off
	Check Box842: Off
	Check Box833: Off
	Check Box844: Off
	Check Box835: Off
	Check Box846: Off
	Check Box837: Off
	Check Box848: Off
	Check Box851: Off
	Check Box862: Off
	Check Box853: Off
	Check Box864: Off
	Check Box855: Off
	Check Box866: Off
	Check Box857: Off
	Check Box868: Off
	Date 0: 
	Date 12: 
	Check 4444: Off
	Home Phone 33: 
	Date 23266: 
	Other12: 
	Others4565: 
	Others213: 
	4521: 
	Other2585: 
	Datefh564: 
	Relationship225865: 
	Relationship32551: 
	Name252244: 


