WELCOME

Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible dental
care. Please take a moment to review our office procedures. If you have any questions regarding our Billing,
Cancellation Policies, or Collections, please ask us - we will be happy to help.

ACKNOWLEDGMENT AND RELEASE:

Insurance

We provide services for our patients with the understanding that they are responsible for payment in accordance
with our financial policy. As a courtesy we do prepare and submit forms and reports to assist you in obtaining
maximum benefits available through your dental insurance plan. However, the dentist's treatment
recommendations are not affected by the presence or absence of insurance benefits. Treatment
recommendations are based on your dental needs and desires, not available dental benefits.

Collection

I understand that my insurance carrier may pay less that the actual bill for services. | agree to be responsible for
payment of all services rendered on my behalf or for my dependents.

If | do not pay the entire new balance within 25 days of the monthly billing date, a late charge of 1.5% on the
balance then unpaid and owed will be assessed each month. | realize that failure to keep this account current
may result in being unable to receive additional dental services. In the event the balance becomes more than 60
days overdue, billing may be turned over to an outside collection agency. In the case of default on payment of the
account, | agree to pay collections costs and reasonable attorney fees incurred in attempting to collect any
outstanding account balances.

For your convenience we may keep a credit card on file for your family account for any charges that are determined
to be the patients responsibility. This will prevent you from receiving billing statement or having late fees assessed to
your account. Providing your account information below allows Oral Kare Network 1, Ltd. to charge your

credit card for those outstanding fees.

Credit Type: Visa/ MC / Discover / CareCredit  Acct#: Exp Date:

CANCELLATIONS / FAILED APPOINTMENTS

We ask for at least 48 hours advance notice for canceling or rescheduling an appointment; otherwise a
$50 fee may be assessed to your account. Note: All cancellation/failed appointment fees must be paid prior to
scheduling another appointment.

The treatment that is planned for you is specific to you and it is important for you to keep the scheduled
appointments to properly complete your treatment.

A broken appointment is a loss to multiple people:

. the patient who missed the valuable time
. the patient who could have taken the valuable time
. the doctor who was fully staffed and prepared for the appointment

Authorization and Release

| authorize the dentist to release any information including the diagnosis and the records of any treatment or
examination rendered to myself or dependents during the period of such dental care to third party payors or other
health practitioners.

| authorize my insurance company to pay directly to the dentist or dental group insurance benefits otherwise
payable to me.

Print Name Signature of Responsible Party Date




DENTAL REGISTRATION AND HISTORY

I PATIENT INFORMATION ﬁ DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name Insurance Co.
“LastNama
Group #
S Home Mgl ionial Is patient covered by additional insurance? []Yes [J]No
Address
Subscriber's Name
E-mail
Birthdate SS#
s Relationship to Patient
State Zip
Insurance Co.
Sex [IM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
] Married O Widowed [ Single [ Minor | certify that I, andfor my d ). have i ge with
g direc!
[JSeparated [ Divorced [] Partnered for years Nors o aiss Corpaiies) and assign diectly to
Patient Employer/School Dr. ali benefits, i
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by nsurance. | authorize
Employer/Schaol Address dhie o of i St xR
The above-named dentist may use my heaith care Information and may disclose
such information to the above-named Insurance Company(ies} and their agents
for the purpose of obtaining pay for services and ining i
Employer/School Phone (___) benefits or the benefits payable for related services. This consent will end when
Spouse's Name my current treatment plan |s completed or one year from the date signed below.
Birthdate
s Signature of Patient, Parent, Guardian or Personal Reprasentative
SS#
Spouse's Employer Please print name of Palient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? T e G e
:s PHONE NUMBERS
Home ( ) Work { ) Ext Cell Phone ( )
Spouse's Work (. ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone ) Work Phone ( )
DENTAL HISTORY
Reason for today's visit Burning sensation on tongue ~ []1Yes [JNo Mouth breathing [Yes [INo
Chew on one sids of mouth CYes [ONo Mouth pain, brushing [OYes [ No
3 Cigarette, pipe, or cigar smoking [JYes [JNo Orthodontic treatment CYes TINo
Former Dentist Clicking or popping jaw [1Yes [JNo Pain around ear CYes INo
Cily/State Dry mouth [JYes [JNo Periodontal treatment [ClYes [ No
Fingernail biting [JYes [JNo Sensitivity to cold [JYes [INo
i o B Food collection betwaen the teeth []Yes []No Sensitivity to heat OYes [INo
Date of last dental X-rays Foreign objects [JYes [INo Sensitivity to sweets [IYes [JNo
Place & mark on “yes" or "no” to indicate if you  Grinding teeth [JYes [JNo Sensitivity when biting OYes CINo
have had any of the following: Gums swollen or tender [JYes [JNo Sores or growths in your mouth [JYes [ No
Bad breath OYes [JNo Jaw pain or tiredness ClYes [JNo How often do you floss?
Bleeding gums [OYes [ONo Lip or cheek biting [IYes [JNo
Blistars on lips or mouth OYes [ONo Loose teeth orbrokenfilings [JYes [JNo How often do you brush?
(Vars D2SSS) ~-OVER~- #20556 — © 2004 Medical Ans Press” 1-800-328-217%




j HEALTH HISTORY

Physician’s Name Date of last visit

Have you ever taken any of the group of drugs collectively referred lo as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexdenfiuramine). CT1Yes [ No

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

AIDSHIV [JYes []No Epllepsy CIYes []No Respiratory Disease [OYes []No
Anemia OYes [JNo Fainting or dizziness COYes [No Rheumatic Fever [JYes []No
Arthrilis, Rheumatism CYes [ONo Glaucoma CYes [JNo Scarlet Fever [JYes []No
Artificial Heart Valves [JYes [}No Headaches ClYes [INo Shortness of Breath [CIYes []No
Artificial Joints OYes [No Heart Murmur CYes [JNo Sinus Trouble [JYes [JNo
Asthma [CdYes [INo Heart Problems ClYes [No Skin Rash [OYes [JNo
Back Problems CJYes []No HepatitisType _____~  [JYes [JNo Special Diet [JYes []No
Bleeding abnormally, with OYes [INo Herpes CYes [ONo Stroke OYes [J]No
exiractions or surgery High Blood Pressure CIYes [INo Swollen Feet or Ankies [Yes [INo
Blood Disease OYes [INo Jaundice ClYes [ONo Swollen Neck Glands OYes [INo
Cancer OYes [No Jaw Pain TYes [JNo Thyroid Problems [Yes [INo
Chemical Dependency OYes [1No Kidney Disease ClYes [INo Tonsllitis [Yes [INo
Chemotherapy OlYes [JNo Liver Disease ClYes [INo Tuberculosis [JYes [INo
Circulatory Problems COYes [INo Low Blood Pressure CIYes [INo Tumor or growth on head or  [JYes [JNo
Congenital Heart Lesions CJYes [JNo Mitral Valve Prolapse CIYes [INo neck
Cortisone Treatments [JYes []No Nervous Problems ClYes [JNo Ulcer [CYes [JNo
Cough, persistent or bloody []Yes [JNo Pacemaker CYes [INo Venereal Disease COYes No
Diabetes ClYes []No Psychlatric Care ClYes [INo Weight Loss, unexpiained  [IYes [JNo
Emphysema CYes []No Radiation Treatment CYes [No
Do you wear contact lenses? [JYes [JNo
Women:
Are you pregnant? [JYes [ No Cuncale - .0 .o Are you nursing? []Yes [ No
Taking birth control pills? (] Yes [J] Na
MEDICATIONS ALLERGIES
L:tenymedleaﬂnnayoumeummvylaldngwmoomimm [ Aspirin [J Local Anesthetic
sis:
[ Barbliturates (Sleeping pills) O Penicliin
[C] Codeine (] Sulfa
Pharmacy Name. [l lodine [] Cther,
Phone ( ) [ Latex

:‘ UPDATES (To be filled in at future appointments)
Has there been any change In your health since your last denlal appointment? [JYes [ No
For what conditions?

Are you laking any new medications?. If s0, what?
Patient's Signature Dats
Doctor's Signature Dale

T sassesnans

Has there been any change in your health since your last dental appointment? [JYes [ No
For what conditions?
Are you taking any new medications? If so, what?
Patient's Signature Date.
Doctor’s Signature Date




Acknowledgement of
Receipt of Notice of
Privacy Practices

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.

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

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

{Please Print Name}

{Signature}

{Date}

For Office Use Only

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

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

o o o ad

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



