Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care. To he

dental healthcare needs, please fill out this form completely in ink. If

or need assistance, please ask us - we will pe happy to help.

Ip us meet all your
you have any questions

Patient #
SSH#/SIN.

® ® Date
Patient Informatlon (CONFIDENTIAL) PatientsSex CIF M
Name Birthdate Home Phone E
Address City 3,‘35&‘3/ -%11%/
Email Cell Phone
Do you prefer to receive calls at your: L1 Home LIWork (I Cell Phone

Check Appropriate Box: [JMinor [Single [ Married [ Divorced

U Widowed [ Separated

If Student, Name of School/College City g?%%?/i{j %}Ife LI
Patient or Parent/Guardians Employer Work Phone _
Business Address City gig‘ie/ ZPI%/
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
o
ResPOHSIble Pa'rty Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driverk License# Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [ Yes CINo

For your convenience, we offer the following methods of payment. Please check the

option you prefer: Payment in full at each appointment.

L]Cash LIPersonal Check Credit Card [L1VISA [ MasterCard LT wish to discuss the offices payment policy,
Insurance Information
Relationship
Name of nsured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone _
) State/ Zipl
Address of Employer City Prov. PPC
Insurance Company Group # Policy/ID #
) Staté/ ZFi'p/
Ins. Co. Address City Prov. i,
How much is vour deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANGE? U Yes LI No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
of Bl ‘ State/ Zip/
Address of Employer City Prov. FC.
Insurance Compan Group # Policy/ID #
pany . P 5mt? ZipC/
Ins. Co. Address City Prov. PC.

How much is your deductible?

How much have you used?

Over Please

Max. annual benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ... LI [ 10. Are you wearing contact lenses .................. L] [
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions o the following?
surgical operation or serious illness within the last 5 years? .. [] [ ] Local Anesthetics (e.g. Novocain) L
If yes, please explain Penicillin or any other Antibiotics |
Sulfa DIUS ... ]
3. Are you taking any medication (s Bt DIUPEes ccccvocccacisinssnsssmasssessssmsssmsssossesimmssstasiostsae, ]
indgdin non‘?pregcﬁpﬁon medgc)ine? 0O SCAALVES......o.vooeeerreeeeeo O
If yes, wﬁat medication(s) are you taking? T L]
ASPITin ..o s et en e s L O
4. Have you ever taken Fen-Phen/Redux? ... ] [] Any Metals (e.g. nickel, mercury, etc.) ..o O O
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latex RUBDET ... SR
medications containing bisphosphonates? ... U] Other.
6. Have you taken Viagra, Revati, Cialis or Levitra 12. Do you have'a persistent 'c_ougﬁ or th?'oat clearing not
in the last 24 hours? v O [0 associated with a known illness (lasting more than 3 weehs)?.. [ ]
7. Do you use tobacco? 0 O A YemsoOaly
: g n Rt a) Are you pregnant or think you may be pregnant? ... 0 O
8. Do you use controlled substances? ... [ [] b) Are you mursing? ... oo O -0 0
9. Do you have or have you had any of the followin g? ¢) Are you taking oral contraceptives? .0 0O
Yes No Yes No Yes No
High Blood Pressure .............. [ ] [] Heart Disease ... U O Chest PAins .........ccoooeevioooooovvvo. I
Heart Attack L1 Cardiac Pacemaker L1 O Easily Winded ... O O
Rheumatic Fever 1O eyt N ocossresismmonne. ] M SIHORE wovsvasmvnmiyummnin, e ] []
Swollen Ankles O O Anging oo [J [ Hay Fever/ Allergies ] [
Fainting/ Seizutes ................ [] [0 Frequently Tired (1 [ Tuberculosis ..o [ L]
AN e sissnnn, . | Anemie ..........o........ J [ Radiation Therapy -4 O
Low Blood Pressure ...... L] [J  Emphysema ... ~ U O Glaucoma ... NN
Epilepsy / Convulsions ...... -~ O 0O Cancer ..., L1 [ Recent Weight Loss .0 0d
EDoLT C————— ARhINS ooy o 1 O Liver Disease ..o O 0
Diabeles ..o L] O Joint Replacement or Implant ...... O [ Heart Teouble: cocompnmepgye L1 [
Kidney DiseaSes ... [ [0 Hepatitis/ Jaundice ................ L1 [0 Respiratory Problems ... [ 1 []
AIDS or HIV Infection ............. [] [ Sexually Transmitted Discase .. [ L) Mitral Valve Prolapse ... . [ ] []
Thyroid Problem ....................... 0 0] Stomach Troubles / Ulcers ... 0 0O Other 1 O
° ®
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ... [] [] 8. Do you have frequent headaches? ... OO
2. Are your teeth sensitive to hot or cold liquids/foods? Ll 9. Do you clench or grind your teeth? ... RN
3. Ave your teeth sensitive to sweet or sour liquids/foods? .... O O 10. Do you bite your lips or cheeks frequently? ................ 0O
4. Do you feel pain to any of your teeth? ... L] [ 11. Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouths.......... O LT O O
6. Have you had any head, neck or jaw injuries? ... O 12.Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following following extractions? e TR i |
problems in your jaw? 13. Have you had any orthodontic treatment? ... OO
CHERINE w608 mmorsnosmasessessnssessssscesssisssssss L O 14. Do you wear dentures or partials? ... (103
Pain (joint, ear; side of face) .............. L [ If yes, date of placement
Difficulty in opening or closin L O 15. Have you ever received oral hyaiene instructions
Difficulty in chewing ..............ccooomooooo . 1 O regarding the care of your teeth and gums? ....... O
16. Do you like your smile? ... O[]

Authorization and

Release

X

Payment is due in full at the time of treatment unless prior arrangements have been approved.

This office accepts insurance, T understand that T am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover: I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
to me. I understand that I am responsible for all costs of dental treatment. 1 hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered to my insurance company.
Iunderstand that the information that I have given today is correct to the best
the strictest confidence and it is my tesponsibility to inform this office of any ¢
hecessary dental services that I may need during diagnosis and treatment, wit

of my knowledge. I also understand that this information will be held in
hanges in my medical status. T authorize the dental staff to perform any
h my informed consent.

Signature of patient (or parent/suardian #—~inor)

Date

5
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Mountain View Dental Clinic

Financial Policy

We accept the following forms of payment: Cash, Check, Visa, MasterCard, Discover and American Express

Checks that are returned to our office from your financial institution are subject to a $40.00 returned check
fee.

The parent that accompanies the minor child/children to the appointment is responsible for any
payment due on that day of service,

Payment in full is expected at the time your service is rendered. We offer a 90-day ““same as cash”
program. For extended payments we offer Care Credit 3™ Party Financing Option which offers a 12 month no
interest plan.

If dentures, partial dentures, crown and bridge or implant components are to be fabricated by a dental
laboratory, a 50% deposit will be required at the time of the first impression. The remaining balance is due at
the time the prosthesis is cemented or inserted.

A 25% deposit is due at time of appointment scheduling for all surgical procedures.

All insurance co-pays and deductibles must be paid at the time of service.

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

Your insurance policy is a contract between you and your insurance company. We are not a party to that
contract. If we have not received payment from your insurance company within 45 days of billing them, the
balance becomes your responsibility. We wish our patients to know that all professional services rendered are
charged directly to the patient and the patient is personally responsible for the fees. We will extend the
courtesy of billing your insurance company for reimbursement.

Your complete insurance information must be presented at the time services are provided. Insurance claims
cannot be backdated.

For all accounts beyond 45 days with amounts due, there will be a $10.00 billing fee or a finance charge of
1.5% per month whichever is greater. All accounts over 120 days will be assigned to a collection service for
processing. Should this account become past due, | agree to pay any reasonable additional fees, including any
and all collection agency charges, legal fees and/or court costs, necessary to collect this account.

I agree to this financial policy and I have read and understand this document.

Signature Date




