Patient Dental Assessment Form

Name: Date:

To aid in our diagnosis and your treatment, please take a moment and answer the following questions.
Please check your response.

Esthetic Concerns

Do you dislike the color of your teeth? _Yes __No
Do you have spaces between your teeth? _Yes __No
Do you have dark fillings, that show when you smile? __Yes __No
Are your teeth crowded or crooked? _Yes __No
Do you have existing crowns or dental work that you consider “ugly”? _Yes __No
Are you self-conscious of your teeth and/or smile? __Yes __No
Do you avoid smiling when you have your picture taken? _Yes __No
Would you like to improve your existing smile? Yes No

Sleep Apnea Concerns

Do you snore while asleep? __Yes __No
Has a family member/friend/etc. ever told you that you snore? __Yes __No
Do you experience lack of energy or daytime drowsiness? Yes __NO

Bruxism concerns (Teeth Grinding)

Do you wake up with a sore jaw, dull headache, or tooth pain? __Yes __No
Has anyone told you that you are making a grinding sound at night? _Yes __No
Do you have swelling of the lower side of your jaw? Yes No

Place a checkmark next to which of the following are concerns you have regarding dental treatment:
___ Fear of treatment

____Time of treatment concerns

____Financial Concerns

____Distance to office

____Not understanding treatment
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DENTAL REGISTRATION AND HISTORY
PATIENT INFORMATION
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_DENTAL INSURANCE

g 0 D
Date Who is responsible for this accoi_.mt?
| Patient Relation to patient
Address Insurance Co
' : Group #
City State " Zp

Is patlent covmed by additional- Insurance? D Yes Q No
Subscribers Name
Birthdaye— SEH

sexUM QIF Age Birthdate

Qsingle QMarried O Widowed QSeparated () Divorced
Patient SS# DL#

Relationship to Patient

'} Occupation Insurance Co
Employer Group #: .
Employar Phone 1, the um!ersignad certlly that | (or my dppnndam) havg insurancs coverage
, With ‘ and asaign directly to
Spouse's Name Dr. ‘al) Insurance hanefits, if any, otherwlse
Birthday payable to ma for services rendered, | undarstand that I sm financially regponsible for
ai: lcl;argn“wh-ihor or not' paid by lr;;m-nco l:mu’ILy° “',.ﬂm‘f' (h; ci'ocl:‘l:‘ ta rclu;u
i all information necesuary to secule the paymants af benelits. | suthorize the use of
- | Ovcupation thia sighatiyre on all Insurance submissions.

Spouse’s Emplayer
Whom may we thank for referring you?

Rnpn‘n-li':lo Party Signature Dote

Realationahip

| p—
:3 PHONE NUMBERS ___

Home__ Work. Ext Cell Phone
Best time and place to reach yoiL _ . Emaii Add, '
IN CASE OF EMERGENCY, CONTACT (specify someons who does not live in your household)
Name Relationship
Horne Phone Work Phone,
DEN TAL HISTORY -
F g j BT R — ;_IA
Reason for tocfays visit Burning sensation Qves UNo Loose taalh or broken Qvyes QNo
on torigus fillings
[ Chew on ohe side Mouth breathing QYes @ No
Former Dentler of mouth ‘ UYes QNa Mouth pain, brushing QOve: (JNo
City/Stale C?gar ettes, piDE. or . Orthodontic treatment - Q Ya: (J No
Dats of fast dental visit g;%l‘;‘(f_ smoking | g z‘“ g :0 Pain arourd ear OvYes UNo
" ICKIng or popping Jaw L 0 Periodontal treatment Qves INo
Daite gftasl depleXirays Dry mouth Qves QNo Sensltivity to cold OYes QO No
Place-a mark on “Yes” or "No" {o indicate Fingernall biting Oyes ONo Sensitivity to heat QvYes O No
If yaut have had the following; thO:i t:‘g:!ectlon between I Sensitivity 1o sweets OYes O Nu
: : 8 |58 o8 " Sensitivity when bitin QvYes QINo
Bad bresth Oves ONo Foreign objacts Qyes O No Sares ort;rbwth's In 2 :
Bleading gums UYes O No Grinding tasth Qvyes UNo your mouth O ves U No
Blistars In lips or mouth Oves QONo o :?wolien origngle [ ves Ui Hiew:ahien do yau Tioss?
» Jaw pain or tiredness UYes UNo 5
Lip or cheek biting & yes O No Haow often "° youbnwhe__ .. _ .

— OVER--



B HEALTH HISTORY |

Physician's Name . Dale of last visit
Piace a mark on “Yes" or "No” to indicate if you have had any of the foilowing: v '

Aids Oves ONo Epilepsy Qyes WNo Psychistric Care Qvyes QNo
Anemia. OYes W No  Fainting or Dizziness Oves QNo Radiation Treatment QJvYes CINo
Anthritiz, Rheumatism Oves OnNo Glaucoma COvyes QNo Respiratory Disease Qves LINo
Artificial Heart Valves Qvyves UNo Headaches Ovyes ONo Rheumatic Fover Qves ClNo
Artificial Jolnt Oves Uto Heart Murmur OvYes W No Scarlet Fevar O ves CINo
Asthma Oves ONo Heart Prablerns Oves 0O No Shortiness of Breath Qves (1INo
Back Problems QYes QNa  Hepatitis, Type . OvYes ONo Sinus Trouble Qves C(INo
Biaeding abnormatly, with , . Merpes QYes WNo Skin Rash Oves [INo
Exiractions or surgery Uyes UNo  High Blood Pressure Qves CINo Special Diet Qves CQlNo
8laod Disease Uves QONo  HiVPositive O ves ONo Stroke Qves (INo
Cancer QvYes QONo  Jaundice Wyes [ No Swelling of Fest Oves CINo
Chemical Depandenocy QYes ONo  jawPain Ovyes QNo or Ankles Qyves TINo
Chemotherapy OvYes UNo  Kidney Disease O vYes ONo Swollen Neck Glan Qves CINo
Circulatory Problemns QvYes QNo Liver Disease Ovyes ONo Thyroid Problems  Qves QONo
Congenital HeartLesions WU Yes W No | ow Blood Pressure Qvyes UNo TonsHiitis - Qves CINo
Cortisone Traeatments Oves INo  Mitrat Valve Problems Uyes UNo Tuberculosis Oves CINo
Cough, persistant or ' Nervous Problems Oves UNo Tumor or growth on

leOdy a Yes a No Pacamaker LUyes O No head o neck D Yeg | N
Diabetes QYes QNo  wemen: Ulcer dves CINo
Emphysema : Qyes QnNo Are you pregnant? Oves QONo Venereal Disease Qves LN
Do you wear contact Qves ONo Dus date___ Weight L.oss Unexplained? (JYes () No
Lenses? Are you nursing? Uvyes QINo

by p— —— — —
MEDICATIONS ALLERGIES
List medications you are ¢urrently taking: Q Aspirin O Local Anesthetic

Q Barbiturates (Sleeping Pilts) = T Penicillin

Q Codeine {J sutfa

Pharmacy Name_ Q 1odine Q other

Phon.n : . D Latex
Patients Signature_ Date_

l . e R e — e —— - T T i ] ot e PR R

Has there been any change in your health since your last denta! appolntment? (vyes [INo
For What conditions?,
Are you taking any new medications? __ _ If 8o what?.
Patient’s Signature : Date
Doctor's Signature— Date

------ R et T M B LA e P H T BN~ - P U T BB - Y W B R B e ey T W BT e — il PEEAr -~y NSRS ETENSe -y Y REB S =TS RS

Has there been any change in your health since your last dental appointment? Oves ONo

For what conditions?.
Are you taking any new medications? __ _ If s0, what? ;
Patlent's Signaturg _ . Daté
Doctor's Signature Date




{NAME OF PRACTICE)

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

I . have received a copy of this
office’s Notice of Privacy Practices.

Signature

Dute

For Office Use Ounly

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

O Individual refused to sign
T Communications barriers prohibited obtaining the acknowledgernent
T - An emergency situation prevented us from obtaining acknowledgement

{0 Other (Please Specify)

© 2002 Dental

AR Rights Reserved

flaproduchion snd wtn of this foam iy deniuls 300 teir stolf o permdied. Any other wse. duphtation or distribtion of ihis larm by any olher purty rexpares; the gror
yritinn speval of the Aemertcsn Commt Association,

This Form i educational enly, doss aet constitvie ingal advice, and covers aaly federal, wel steln, law CAagust 14, W12,

- GDC 1002



Gentle Dental Care
FINANCIAL RESPONSIBILITY STATEMENT

Patient Name

Responsible Party

Relationship to Patient

Billing address

Street address apt# City State Zip

Phone numbers
Home # Work# Cell#

License#t SS#

Financial Policy:

e Paymentin full is expected at the time of treatment.

e Patients with dental insurance are expected to pay their estimated co-pay at the time of treatment.

e VISA, MASTER CARD, AMERICNA EXPRESS, AND DISCOVER Credit Cards are accepted.

e Checks are accepted upon approval through Global Finance (No temporary checks) you must have a
current picture ID.

e Long term financing is available through CareCredit, upon completion of a credit application and
approval.

e Balances over 90 days old are charged an 18% APR service monthly charge.

e We reserve the right to charge for appointments cancelled or not kept without a 24 hour notice. The
fee is $25 per appointment, lengthy appointments are higher.

*To our patients with Dental Benefits:

Dental Plan Name Group#

It is our pleasure to help you file your insurance claim forms or take assignment on your dental benefits as designed by
the Dental Plan indicated above. We provide this service at no additional cost to you and will do all that we can to help
you receive the maximum benefits allowable under your plan.

In the event the plan sponsor determines that you are not eligible at the time of service, or makes a determination that
you are eligible for a reduced level of coverage, by signing this agreement, you do hereby agree to be financially
responsible for any and all of the charges incurred by you and not paid by the plan sponsor.

Signature of Responsible Party Date
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Broken Appointment Policy

Reservation Fee of Treatment Policy

Broken Appointment Policy

Due to increasing number of broken appointments at our office, it is necessary to enforce a Broken Appointment Policy
effective January 1, 2015.

Every effort is made to contact patients before their appointment to confirm, either by phone, email, or text message.

Please understand that this is a courtesy reminder only. DO NOT DEPEND ON THIS. If we are unable to reach you, your
appointment card will serve as your confirmation of the appointment and implies your obligation to be present.

We require that you notify us of any cancellation at least 24 hours prior to your office appointment, so that we may give
your allocated time to another patient in need of dental care. If you arrive more than 15 minutes late for your
appointment, you may be asked to reschedule for the next available time.

The first incident of a missed appointment without 24 hour notice will be documented and the broken fee will be
waived. If, however, a second appointment is missed without 24 hour notification a $25 fee will be applied to your
account. If 3 broken appointments occur, our office reserves the right to review your account. We will decide if any
subsequent appointments will be made or placed on a walk in basis. The fee must be paid before the appointment is
scheduled.

An appointment is considered to be broken if the following occur:

e The patient fails to appear for the appointment
e The patient appears more than 15 minutes late for scheduled appointment
e The patient cancels or reschedules with less than a 24 hour notice

Reservation Fee for Treatment

A $50.00 reservation fee may be collected for treatment, at the time the appointment is being scheduled. This applies
to treatment one hour or longer. This fee will be credited towards your treatment unless you fail to show up.

l, have read and understand the above mentioned policy.

Patient Signature (parent or guardian if minor) Date
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