. (PLEASE PRINT) .
O Patient Information is Dental Insurance

Date a o Who is responsible for this account?

SS/MHIC/Patient ID # Relationship to Patient -

Patient Name Insurance Co

Last Name
Group #
First Name Middile Initial Is patient covered by additional Insurance? [JYes [JNo

Address Subscriber's Name

E-mail Birthdate SS#

City Relationship to Patient

State Zip Insurance Co

Sex (JM [JF Age Group #

Birthdate ASSIGNMENT AND RELEASE

— | certify that |, and/or my dependent(s), have insurance coverage with

(] Married (J Widowed [ Single J Minor

_ N and assign directly to

] Separated [] Divorced (O Partnered for _____ years Name of Insurance Company(ies)

Patient Employer/School Dr ) - 3 all insurance benefits, it
any, otherwise payable to me for services rendered | understand that | am

Occupation financially responsible for all charges whether or not paid by insurance | authonze
the use of my signature on all insurance submissions

Employer/School Address
The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits

Employer/School Phone ( ) or the benefits payable for related services This consent will end when my curent
treatment plan is completed or one year from the date signed below

Spouse's Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS# - .

Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’'s Employer -
Whom may we thank for referring you? Date Refationship to Pabent

N
"

Phone Numbers

Home () o Work (__ ) o Ext __ Alt Phone ( I
Spouse'sWork (_____ ) Best time and place to reach you _ e R
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household )

Name ) . . Relationship s R
Phone ( ) e . Alt Phone ( ) - B

Reason for today's visit o B _ Burning sensation on tongue [(JYes [ INo Mouth breathing [[JYes [ No
Chew on one side of mouth "JYes [ /No Mouth pain, brushing [JYes I No
T cgarette, pipe, or cigar smoking [|Yes []No Orthodontic treatment [JYes [JNo
FormerDentist_____ Clicking or popping jaw (]Yes []No Painaround ear [1Yes [ No
Ciy/'State . Drymouth (]Yes []No Periodontal treatment (JYes [OJNo
Diate of last dental vist__ Fingernall biting [JYes [JNo Sensitivity to cold [JYes []No
Food collection between the teeth [JYes [ ]No Sensitivity to heat [COYes [JNo
Date of last dental X-rays Foreign objects [JYes []No Sensitivity to sweets (JYes [JNo
Place a mark on “yes” or “na” to indicate if you Gnnding teeth [JYes []No Sensitivity when biting [JYes [INo
have had any of the following Gums swollen or tender (JYes []No Sores or growths in your mouth []Yes []No
Bad breath [JYes ’ | No  Jaw pain or tiredness OYes [INo 0 otten do you floss?
Bleeding gums 1Yes [JNo Lip or cheek biting [JYes [JNo
I Bhsters on lips or mouth Yes [ |No Loose teeth or broken filings [ JYes [ |No How often do you brush?

L

Dental Registration and History

OV ER -




Physician's Name Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel. Atelvia, Didronel, Boniva [ ]JYes [ No

Have you ever taken any of the group of drugs collectively referred 1o as “fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [JYes [] No

Place a mark on “yes” or "no" to indicate if you have had any of the following

AIDS/HIV [(OYes [JNo Epilepsy [OYes [JNo Respiratory Disease [JYes []No
Anemia [OYes [JNo Fainting or dizziness [JYes [JNo  Rheumatic Fever (JYes []No
Arthntis, Rheumatism (OYes [(ONo  Glaucoma [DYes [JNo  Scarlet Fever OYes [ No
Artificial Heart Valves [OYes [JNo Headaches [JYes [(JNo  Shortness of Breath [OYes []No
Artificial Joints [OYes [JNo  Heart Murmur [JYes [JNo  Sinus Trouble (JYes []No
Asthma OYes [OJNo  Heart Problems [JYes [JNo  Skin Rash OYes []No
Back Problems [OYes [JNo  Hepatitis Type [JYes [JNo  Special Diet OYes []No
Bleeding abnormally, with Herpes [JYes [JNo  Stroke [(JYes [JNo

extractions or surgery [OJYes [JNo  High Blood Pressure [JYes [JNo  Swollen Feet or Ankles [(JYes []No
Blood Disease [OYes [ONo  Jaundice [JYes [JNo  Swollen Neck Glands [OYes []No
Cancer OYes [JNo Jaw Pain [OJYes [JNo  Thyroid Problems [JYes [JNo
Chemical Dependency OYes [JNo Kidney Disease OYes [(JNo  Tonsillitis [OYes [ No
Chemotherapy OYes [JNo Liver Disease (OYes [JNo  Tuberculosis (JYes [ No
Circulatory Problems [OYes [JNo Low Blood Pressure OYes [JNo Tumor or growth on head
Congenital Heart Lesions OYes [ONo Mitral Valve Prolapse CYes []No or neck (Yes [JNo
Cortisone Treatments [CYes [JNo  Nervous Problems OOYes (ONo  Ulcer OYes [JNo
Cough, persistent or bloody [OYes [JNo Pacemaker CYes [JNo Venereal Disease OYes [JNo
Diabetes OYes [ONo Psychiatric Care [lYes [JNo WeightLoss, unexplained OYes [JNo
Emphysema (OYes [JNo Radation Treatment OYes [JNo
Do you wear contact lenses? OYes [ No
Women:

Are you pregnant? [JYes [ No Due date Are you nursing? [(JYes [ No

Taking birth control pills? (JYes  [J No

@ Medications @ Allergies

List any medications you are currently taking and the correlating [J Aspinn [J Local Anesthetic
diagnosis
(] Barbiturates (Sleeping pills) (] Penicillin
[J Codeine [J Sulfa
Pharmacy Name (] lodine [ Other
Phone (_ ) [ Latex .

@ Updates (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? (] Yes [] No

For what conditions? _

Are you taking any new medications? If so, what?
Patient's Signature Date
Doctor's Signature Date
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Has there been any change in your health since your last dental appointment? []Yes [J No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date

Doctor's Signature ) Date




Welcome to Delaware Maryland Dental

Please take the time and read our office policies below. If you have any questions, please ask our
knowledgeable front staff prior to signing.

e We do require payment at the time of service. If you are unable to pay for your visit, please let
us know prior to any work. For major work, (Bridges, Partials, Dentures, Crowns etc.) we will

need to collect your payment prior to delivery.
e We accept the following forms of payment: cash, check, Visa, Mastercard, Discover and

CareCredit. We do not except American Express. There will be a $35.00 service fee for any

returned checks.
e We proudly accept most insurance companies. We do collect all co-pays/coinsurances at the

time of service by, your insurance guidelines given to us. Unfortunately, there are times the
insurance company may change coding and make your responsibility higher. This balance
should be paid on or before your next appointment. Our office only does the composite fillings
(tooth colored). This may add additional charges as some insurance companies do not allow

these.
e To be able to give excellent patient care we ask for patients to arrive on time; however, if an

emergency does arise, we will allow a 10-minute window for tardiness. After this time frame we
would need to reschedule your appointment.

e We require 24 hours’ notice to reschedule or cancel an appointment. For appointments not
cancelled or rescheduled within 24 hours there is a $25.00 fee per half hour the appointment
was scheduled for and/or dismissal from our practice.

e Please do not eat or drink in the office.

e We require any minors (under 18yrs old) to have a parent or guardian (if guardian we always
need written permission from parent) present in the office.

e To release your records, we require a signed release. We require 7-10 business days to
complete the duplication process. Our x-rays are digital and would need to be emailed.

e Please notify staff of any personal or insurance information changes.

Signature of Patient/Guardian Date

Date of Birth:

Patient Name:

Relationship to Patient:



Dental Treatment and Consent

You, the patient, have the right to accept or reject dental treatment recommended by your dentist.

Prior to consenting to treatment, you should carefully consider the anticipated benefits and commonly
known risk of the recommended procedure, alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risk, and complications with
your dentist and all your questions are answered. By consenting to the treatment, you are acknowledging
your willingness to accept known risk and complications, no matter how slight the probability of
occurrence.

It is very important that you provide your dentist with accurate information before, during, and after
treatment. It is equally important that you follow you dentist’s advice and recommendations regarding
medications, pre and post treatment instructions, referrals to the dentist or specialist, and return for
scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of
poor outcome.

Please read and initial the items below and sign at the bottom of the form.
1. Treatment to be Provided

I understand that during that my course of treatment that the following care may be provided:
Examinations __ X Preventive Services X Restorations X Crowns __ X
Bridges X  RootCanal Therapy X  Other X Patient Initials

2. Drugs and Medications

I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing
redness and swelling of tissues; pain, itching, vomiting, and or anaphylactic shock (severe allergic
reaction). Patient Initials

3. Changes in treatment Plan

I understand that during treatment it may be necessary to change or add procedures because of
conditions found while working on the teeth that were not discovered during examination, the most
common being root canal therapy following routine restorative procedures. I give my permission to
the dentist to make any/ all changes and additions as necessary. Patient Initial

Patient Signature Date



Authorization to Release Information

(If you wish us to be able to talk/discuss your information with your spouse or parent we
MUST have their names filled in below)

Purpose: This form is used to obtain authorization to release your personal health information
to another person other than yourself under the Privacy Act

l, authorize the following person(s) to have
access to information covered under the Privacy Practice regarding myself.

1) 2)

Print Name Relationship Print Name Relationship
3) 4)

Print Name Relationship Print Name Relationship
Signature of Patient Date

If Minor-—--- Relationship to Patient Date




Acknowledgement of Receipt of Notice of Privacy Practices

Date:

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to
document our good faith effort to obtain that acknowledgement.

***You May Refuse to Sign This Acknowledgement***

I ‘ have received a copy of Delaware Maryland Dental of
Easton’s Notice of Privacy Practices, which describes how my health information is used and shared. |
understand that Delaware Maryland Dental of Easton has the right to change this notice at any time. | may
obtain a current copy by contacting the Facility Privacy Official.

Print Patients Name: Signature:
For Minor Children
Parent/Guardian Name: Signature:

We do call, text and email to remind you of appointments; do you wish to receive a reminder call, text and/or
email?

If yes, please list:

Phone number: May we leave a message?

May we send a text message?

Email address:

If you would like our office to share information (appointment times, history, treatment plans etc.) with a

spouse, parent, or anyone else please see out front desk as we require written permission prior to being

able to share this information.

Office use only:

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

Individual refused to sign
Communication barriers prohibit obtaining the acknowledgement

Other (Please Specify)




