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ANGELS DENTISTRY

A

new patient forms

We l c o m e t o A n g e l s D e n t i s t r y

Dear New Patient(s):
Hello!
Thank you for choosing ANGELS DENTISTRY for your quality dental care needs.
All dental offices throughout the United States must retain your signature for many
different types of information from your Medical History to your promise in taking
financial responsibility for you or your family’s dental needs.
It is important for you to PRINT and SIGN the forms in this packet as you become an
Angels Dentistry Patient.
We look forward to servicing your General Dentistry and Cosmetic Dentistry health
care needs and we provide all of our patients with:
•
•

Quality Dental Health Care
Financing Options (Patients with No Insurance)

Angels Dentistry Offices are PPO Insurance Offices not HMO. Angels Dentistry does
not participate with DHMO or Medical / Medicaid insurance plans.
All new patients should bring:
1. Valid ID - State Drivers License Preferred
2. Insurance Card(s) - Primary / Secondary if applicable
3. Credit / Debit Card
(Many times insurance agencies do not update their databases, if there is a problem we
need to have the bill paid on the date of service. A copy of your card will be made and
placed into our files).

Angels D entistry Doctors
Best regards,

Angels Dentistry
North Bay: 2121 Redwood St., 2nd Floor, Vallejo, CA 94590 • East Bay: 2948 Hilltop Mall Rd, San Pablo, CA 94806 • 888 418 7773 (24/7)

NEW PATIENT FORMS
Please Sign / Date / Fill Pages:
5,6,7 & 8 and Return this
booklet to the Receptionist.
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Thank You.

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH 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 1/1/2014 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 providers in providing treatment to
you.
Payment: We may use or disclose your heath 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, conduction 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 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 your 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 judgement and our experience with common
practice to make reasonable inferences or 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, domestic violence or a victim of other crimes. We may disclose your health information to the extent
to avert a serious threat to your health or safety or the health or safety of others.

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, counterintelligences, 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.
National Security: We may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited expectations. You may request that we
provide copies in a format other then photocopies. We will use the format you request unless we cannot practicably do so.
(You must make a request in writing to obtain access to your health information. You may obtain a form to request access by using
the contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies
and staff time. You may also request access by sending us a letter to the address at the end of this Notice. If you request copies,
we will charge you $____for each page, $____per hour for staff time to locate and copy your health information, and postage if you
want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary of an explanation of your health information for a fee.)
Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.
Disclosure Accounting: You have the right to receive a list of instances in which 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 June 1st, 2010. 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, however, you must make a request in writing. Your request must specify the alternative
means or location, and provide satisfactory explanation on 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.
Other: You agree to mediation for legal disputes against any dental complaints and agree that any promotional products given to
you or to those you provide care to whom are minors or non-minors understand that products provided for “take home” must be followed by the manufacturer’s instructions and hold no liability to Angels Dentistry or its employees for any litigation when using these
products such as: Tooth Paste, Tooth Brush, Mouth Wash, Tooth Whitening Kit, Whitening Gel, Floss, Pens, Key Chain, Frisbee, Coffee
Mug, Cup, T-Shirt, Hat, Bags, or any product that is provided for you to ‘take home’ or for a minor or non-minor who you are guardian for; and upon accepting to take any promotional item or items home with you, that you agree to release of liability from litigation against Angels Dentistry and its officers, board of directors, employees and contracted associates. Failure to sign this Notice will
result in negation to accept you as a patient as we reserve the rights to refuse service to any patient who is not in compliance of
patient registration.
Safety is always the #1 concern with Angels Dentistry and we strive to provide promotional products that are made in the United
States.

I am representing (circle one): Myself | My Child | Other
If child please specify name:________________________ if other please specify your relationship:____________________and the
name of whom you are acting as a guardian to/for as “Other” :_______________________________________________________
I have read / understand the content presented to me.
Signature:X______________________________________________________________________
Date: ___________________________________________________________________________

Angels Dentistry
patient insurance &
health history
PATIENT INFORMATION
Date

Soc. Sec #

Birthdate

Name

Cell Phone

Address

Home Phone
State

City
Sex

M

F

Minor

Single

Married

Zip

Email

Long Term Partner

Employer

Divorced

Widowed

Business Phone

Business Address

Occupation

How did you find Angels Dentistry?
Who should we contact in an emergency?

Phone

PRIMARY DENTAL INSURANCE
Person Responsible for Account
Relationship to Patient

Birthdate

Soc. Sec #

Address

Home Phone

City

State

Responsible Party Employed by

Zip
Business Phone

Business Address

Occupation

Insurance Company
Insurance Company Address
Group#

Subscriber ID#

ADDITIONAL INSURANCE
Insured Name
Relationship to Patient

Birthdate

Soc. Sec.#

Address
City
Insured Employed By

Home Phone
State
Business Phone

Insurance Company
Insurance Company Address
Subscriber ID#

Group#

Zip

Separated

DENTAL HISTORY
Former Dentist

Date of Last X Rays
How Often Do You Floss?
How Often Do You Brush?

City, State
Date of Last Dental Visit
Please check all that apply:
Bad Breath...........................
Bleeding Gums......................
Blisters on Lips or Mouth..........
Finger Nail Biting...................
Grinding Teeth......................
Lip or Cheek Biting.................

Loose Teeth or Broken Fillings....
Orthodontic Treatment............
Pain Around Ear ....................
Periodontal Treatment............
Sensitivity to Cold.................
Sensitivity to Heat.................

Sensitivity to Sweets...............
Sensitivity When Biting............
Frequent Headaches...............
Jaw, Head or Neck Injuries.......
Jaw Difficulty; Clicking or Pain..
Tooth Pain...........................

MEDICAL HISTORY
Physician’s Name

Date of Last Visit

1. Are you currently under medical treatment?.....
2. Have you ever had any serious illnesses
or operations? .........................................
3. Are you currently taking any medications?.......
Please describe:

4. Do you smoke?.........................................
5. Do you use alcohol, cocaine or other drugs?......
5. Do you wear contact lenses?........................

7. Have you had any allergic reactions to the following:
Local Anesthetics (eg. Novocaine, Others?)........
Penicillin or other Anti-biotics........................
Sulfa Drugs...............................................
Barbituates (Sleeping Pills, Pain Killers etc.)......
Sedatives (Valium, others)............................
Iodine....................................................
Aspirin....................................................
Other.....................................................
8. (Women Only) Are You:
Pregnant?.....................................
Nursing?......................................
Taking birth control pills?..................

Please check all that apply:
AIDS...................................
Anemia...............................
Arthritis, Rheumatism.............
Artificial Heart Valves..............
Artificial Joints......................

Emphysema.........................
Epilepsy..............................
Fainting or Dizziness..............
Glaucoma...........................
Headaches..........................

Pacemaker...........................
Psychiatric Care....................
Radiation Treatment...............
Respiratory Disease................
Rheumatic Fever....................

Asthma................................
Back Problems.......................
Bleeding abnormally with
extractions or surgery..............
Blood Disease........................

Heart Murmur......................
Heart Problems....................
Hepatitis Type.....................
Herpes..............................
High Blood Pressure...............

Scarlet Fever........................
Shortness of Breath................
Sinus Trouble........................
Skin Rash............................
Stroke................................

Cancer................................
Chemical Dependency..............
Chemotherapy.......................
Chronic Fatigue Syndrome.........
Circulatory Problems...............
Congenital Heart Lesions..........
Cortisone Treatments..............
Cough - persistent or bloody.......
Diabetes..............................

HIV Positive.........................
Jaundice............................
Jaw Pain.............................
Latex Sensitivity...................
Kidney Disease......................
Liver Disease.......................
Low Blood Pressure................
Mitral Valve Prolapse..............
Nervous Problems..................

Swelling of Feet/Ankles..........
Swollen Neck Glands..............
Thyroid Problems..................
Tonsillitis............................
Tuberculosis.........................
Tumor or growth on head/neck..
Ulcer..................................
Venereal Disease...................

ASSIGNMENT & RELEASE
I hereby authorize payment directly to
for all insurance benefits otherwise payable to me
for services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance, and for
all services rendered on my behalf or my dependents.
I authorize the above doctor and/or any provider or supplier of services in this office to release the information required to
secure the payment of benefits. I authorize the use of this signature on all insurance submissions.
Signature of Responsible Party

Date

Angels Dentistry Financial Policy
We are committed to providing the best quality Dental Care that is affordable, in a comfortable clean environment. In order to do so, we need
your partnership and your clear understanding of our financial policies. Therefore, we ask that you read and understand the following:
1) If you have insurance there is a unique contract between you, your employer and your insurance company. Not all services are covered by
all insurance plans and the percentage of coverage varies significantly based on the contracted benefit the company has established. Insurance
coverage allowances should not be confused with the doctor’s determination of which services are necessary and appropriate for your best care.
The doctor has a dental care relationship with you, separate form any contractual agreements with insurance companies. Because you are the
recipient of services, all charges are your responsibility.
With exception of some Delta Dental plans, we are not a party to the contractual arrangement with your insurance company; however, we do
accept insurance and want to help you receive the maximum reimbursement to which you are entitled. As a convenience to you, we will help
you process your insurance claims in order for you to receive this maximum benefit. We will investigate, process, and follow up on your insurance
benefits so you can minimize your inconvenience and out-of-pocket expenses. Every policy is different and we do not have access to every detail
of every policy. It is in your best interest to know and understand your benefits, deductibles and co-payments before you seek services. We will
collect your estimated patient portion at the time of service and bill your insurance for their estimated portion. We do not receive a guarantee
of benefits from your insurance company. If there is a balance remaining after the insurance portion is paid or denied it is due within 30 days.
We understand that temporary financial challenges do arise and may affect timely payment of your account. If such a problem occurs, please
contact our office promptly to make arrangements. Please remember you are fully responsible for all fees charged by this office regardless of
your insurance coverage.
We will bill your insurance for services only if you have supplied us with your current, complete and verifiable information. Please advise us of
any changes.
2) If you do not have insurance, payments need to be made at the time of service. For your convenience we accept most major credit cards and
ATM cards. Angels Dentistry offers all patients with 100% 3rd party financing. To qualify patients need SS#, Proof of Income, Bank Account and
ID.
3) Fee estimates are valid for 1 year from the date of the treatment plan.
4) We thank you for choosing our practice and want to spend quality time with you. Because we want to provide you with an excellent team and
see one patient at a time, we ask that you schedule your appointments at a time when you can keep the commitment. We understand that circumstances do come up that require you to reschedule your appointments on occasion. We ask for your commitment to notify us of a change 48
hours in advance. If you are unable to give us this advanced notice, we will make every effort to fill your time, but please understand if we cannot there will be a $50 charge that will need to agree to pay via your credit card that is on file with our office. If payment is rejected or declined
by such card you agree to pay via money order or cashiers check or cash.
5) As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement
from our patients for the costs incurred in their care to remain viable. Therefore, financial responsibility on the part of each patient must be
determined before treatment. All emergency dental services, or any dental services performed without previous financial arrangements, must be
paid for in cash at the time services are rendered. Patients who carry dental insurance understand that all dental services furnished are charged
directly to the patient and that he or she is personally responsible for payment of all dental services. This office will help prepare the insurance forms of our patients or assist in making collections from insurance companies and will credit any such collections received to the patients
account. However, this dental office cannot render services on the assumption that our charges will be paid in full by an insurance company.
A monthly service charge at a fixed rate of 18% per month* of the unpaid balance as of the last day of each month will be assessed and added
to the balance on all accounts exceeding ninety (90) days from the date of service unless previously written financial arrangements are made.
I understand that the fee estimate listed for this dental care can only be extended for a period of six (6) months from the date of the patient
examination. In consideration for the professional services to be rendered to me, (or at my request, to my minor child or ward) by the dentist,
I agree to pay the fees charged for the dental services provided by the dentist or licensed employee at the time the services are rendered, or
within five (5) days of billing if credit is extended by the dentist. In the event my account becomes delinquent, I agree to pay the remaining
balance plus the sum of the collection commission charged by the collection agency to whom a delinquent account is turned for collection, in
addition to reasonable attorney fees and court costs where such legal services are necessary. I authorize the release of financially identifiable information concerning my account, including charges billed, payments made, and interest charges assessed, etc. to the dentist’s collection agency
or collection attorney should collection procedures as described become necessary. I grant my permission to you or your assignee to telephone
me at home including calls to mobile, cellular, or similar devices for any lawful purpose. I also agree to let this office leave messages concerning
appointments and/or results on my answering machine or with a family member. As a patient or guardian to a patient I agree to mediation followed by arbitration in settling any future legal issues pertaining to services rendered by Angels Dentistry. I authorize the dentist or his designees
to release financially identifiable information and treatment descriptions and information, either electronically, by facsimile or in paper form
to my insurance carrier or any related entities that require such information to be submitted. I acknowledge that I have received a copy of this
office’s Privacy Policies. I agree to disclose to the dentist names of any individuals with whom I authorize the dentist to discuss my dental care. I
certify that I have answered all questions on both sides of this form accurately and to the best of my knowledge. I hereby agree to abide by the
conditions outlined herein. I agree to pay the remaining balance plus all collection court costs and fees (up to 40% of the balance) if a delinquent
balance is placed with a collection agency or attorney.
I have read the above conditions for treatment and payment and agree to the content.
Responsible Party_______________________________________for patients______________________________________________________________
Date:__________________________________________________

Angels Dentistry Financing & Insurance
NO INSURANCE? NO PROBLEM!
100% Financing for Our Patients

Patients must provide:
•
•
•
•

ID
SS#
Bank Account
Proof of Income

PPO
Insurance
Accepted
Sorry, NO HMO
MediCal, Etc.

A Partial List of PPO Insurances Angels Dentistry Accepts Includes:
• Aetna • Ameritas • Anthem • Cigna • Delta • Guardian • Met Life • Pacific Care • Premium • United Concordia

Angels Dentistry Office Use - Receptionist Will Fill This Information
Preventative
Preventative
Primary Insurance Company:
Phone:

Basic

Basic

Subscriber#
Deductible:

Secondary Insurance Company:
Phone:
Subscriber#

Major

Major

Deductible:

Connect with Our Angels!
Scan the QR Codes & Connect with Us Online for
VIP Promotions or to Review Art Exhibit Galleries.

Angels Dentistry of San Pablo:
East Bay Patients
Scan Left Code &
North Bay Patients
Scan Code Below!

Angels Dentistry of Vallejo:

3 Angels Art Gallery:
Check Out New Art
at the Gallery!
Scan Code (Right)!

About the Art Gallery...
3 Angels Art Gallery has Joint Ventured with
Angels Dentistry!
3 Angels Art Gallery will furnish an artist exhibit
gallery at each Angels Dentistry office!
Art that is displayed on the walls and that are
marked with the 3 Angels Logo indicate art for
sale.
Visit:

Evelyn Rincon Exhibit

3AngelsArtGallery.Com for more info!

- Vallejo & San Pablo

See our Art Catalog (in the waiting room).

July - September 2014

