
PATlENT INFORMATION 
Today's Date: 

Name: Date of Birth: 

Address: Social Security #: 

Home Phone #: 

Cell Phone #: 

Age: Sex: Marita I Status: Work Phone #: 


E-l11ai I: _ ____________________ (will only be used for office communications) 


Please list a/l tlte ways you IlfIve seen or Iteard abottt us? 
Radio _Leesburg Today _Drive by/Sign _ Online Search Engine Lansdowne Connection 
LoudOlln Times Curd in tltemail Movies _Coupon Packet(i.e. Val Pak) 

_ River Creek Reflectiol1s Churclt bulletin Belmont News 

I f you were referred to our office by a current patient outside of your immediate fam il y , our CARE TO SHA REprogram allows you 
both to earn a $25 credit on both of your accounts! 

PRIMARY iNSURANCE INFORMATION 

Pol icy Holder: Relationsh ip to Patient: 

Address: Date of Birth : 

Social Security #: 

Employer: Phone #: 

Insurance Co: Phone #: 

Address: Member ID #: 

Group #: 

EMERGENCY CONTACT / RESPONSIBLE PARTY INFORMATION 

Name: Date of Bil1h: 

Address: Social Security #: 

Home Phone #: 

Cell Phone #: 

Relationsh i P to Patient: Work Phone 14 : 

E-mail: (will only be used for office communications) 

Is thi s person currentl y a patient in our office? 



PATIENT MEDICAL HISTORY 

Primary Care Physician: Phone #: Date of Last Exam 

Have you ever been told you have one of the following? 
I-!eart Disease Anemia 

Bleeds Easily 

Fain ting/ Seizures 

Hay Fever/Allergies 

Kidney Disease 

Liver Disease: 
Hepatitis 

Jaundice 

Swollen Ankles 

AlDS / HIV 

Emphysema 

Rheumatic Fever 

Stomach Ulcer 
Thyroid Disease 

Other: 

Do you have any allergies to any medications? 

YLS NO 

Asthma 

Heart Attack 

Arthritis 

Cancer 

Diabetes 

Stroke 
Glaucoma 

Heart Murmur 

Shortness of Breath 

Chest Pain - Angina 

Epilepsy/Convulsions 

High Blood Pressure 

Low Blood Pressure 
Leukemia 

Are you under any medical treatment now? If yes, please explain: 

Have you ever had any other serious illness not listed above? If yes, please explain: 

Are you currently tal<.ing any medications? If yes, please explain: 

Have you ever had a bad reaction to local anesthetic or penicillin? If yes, please explain: 
Do you use tob acco? If yes, please explain : 

Do you use alcohol, cocaine, or other drugs? If yes, plpase explain : 

For UJornen only: Are you pregnant or think you may be pregnant? If yes, please explain: 

For UJornen only: If not , are you currently using birth control? 

PATIENT DENTAL HISTORY 

What is the reason for your visit today? 

Do you have any pam or discomfort now? Please explain: 

How many times per day you brush your teeth? Do you floss? How often? 

Height: 

Weight: 

Joint Replacement / Implant 

Recent Weight Loss 

Psyc hiatric Treatment 

Radiation Therapy 

Mitral Valve Prolapse 
Sexually Transmitled Disease: 

Congenital Hf'a rt Defect 

Are your iTeth sensitive to hot or cold liquids? 

Have you ev("r worn braces? 

___________ Or to sweet or sour liquid s/foods? 

I lave you ever had any trauma to you r face or mou th? 

Have you ("ver had prolonged bleeding after extractions? 

Do you ha v(" any sores or lumps in or around your mouth? 

Do yo u have a preference for hand scalers? 

Do you wear Dentures? 

Do you clench or grind your teeth? 

Do you bite your lips or cheeks frequently? 

Do you like your smile? 

Have you ever had a root canal? 

Have you ever rece ived oral hygiene instructions for the care of your t("eth and gums? 

I certify that I have read and understand the above information. To the best of my knowledge, the above questions 
have been accurately answered. I understand that providing incorrect information can be dangerous to my health. 

I LlDderstand that I am responsible for any account balance and payment in full is expected at time of service, 
unless prior arrangements have been made. I authorize and request my insurance company to pay directly to Elite 
Smiles Dental any insurance benefits otherwise payable to me. I understand that my dental insurance carrier may 
pay less than the actual bill for services and Elite Smiles Dental has no leverage on assuring that my claims will be 
paid as estimated. As a courtesy to their patients, Elite Smiles Dental completes and files my insurance claims for 
me. I understand that I am responsible for any unpaid or denied claims. Thank you for understanding that as your 
dental care provider, our relationship is with you and not with your insurance company. 

I authorize the dentist to release any information including the diagnosis and the records of any treatment or 
examination rendered to me or my child during the period of such dental care to third party payers and/or health 
practitioners. I understand that Elite Smiles Dental complies with all HIPAA policies and regulations and that I 
may request a detailed ou tline of such policies. 

(Please Print) Name of Patient S ignature of Patient/ Pare nt or Guardian Today's Date 

S ignature o f Treating Dentist 



FINANCIAL POLICY 

rh;lIlk ~ (lU Il)r choosing I·:lite Silliks J)ent,r/ w; your d~ntJI C<lI'C [ll"ovider. Our oriicc is committed to providing you with lhe highest quality dental 
carc. Please undel'stnnd that [layment of your hill is cons idered as part or-your treutment. The f()/lowing is a statement of our Financial Policy \vh ich 
IIC requi[ 'c you to read and sign [lrim to any t[·eatment. We do provide many payment options to accommodate our patient' s needs. Please discuss 
yllllr optiolls with Ollr Sift/Ito Jintl the sollltiollthot is hest jiJryou. 

Payment Options: 

I have Dental Insu rance/Or' in the ruture when you do: 
Your in surance policy is a con tract hetween you and your insurance company. We are not u [larl of the contract. In the event we do acecpt 
assignment of benelits or your insurance com[lany has not [laid your account in full w ithin 60 days. the balance will be your 
responsibility . Please he aware that some. ilnd [ler'ha[ls all. of the services [lrovided may he non-covered services and not con sidered 
reasonable und customary under the terms of your insurunce [loli cy. Our practice is committed to [lroviding the highest lIuality dental 
tr 'e8lment lor' ou r patients and \Ve chmgc what is the usual and customary lor our arca . YOII are re~pollsiblefor payme/lt regardless of lilly 
inStltll//ce compa/ly '.I' arhitrary determ;natio/l of IISI/ol and customary rates. Your complete i nsumnee inlormation lllust he presented at 
the time sel'viees arc provided. Insurance claims cannot be backdated . Most bcnctits w ill be veri lied before your insurance com[l.rny can IlL 
bilkd. 
/\s ,I counes) to all patients \Ve \Viii veriCy your dental insurance henelits, blltyoll are respol/sihle to Iillowyourplal/ coverage, eXc/llJiollS 
IIIId IimitlltiollS. The estimated amount not co vered hy your insurance is due the duy you reserve time with the doctor an d may be [laid hy 
cash. pcr-sona l check . or credit card. We also olfer e\.tendcd [luyment [llans upon qualitication. All estimates are SlIhjecttoJillalllpprovll1 
bl' YOllr dell tal illSllrance plan, there/ore tile IImollllt dlle is SlIhjectto c/uIIIge lifter Jillal rel'iew hy YOllr ;I/SlIrtll/ce CIImpally. 

____Initial 

INITIAL PAYMENT FOR DENTAL TREATMENT: Most [llans cover routine clinical e.xa1l1S and cleaning \v ithout requiring it deductiblc lor 
di,lgllostic or preventative treatment: howcver. some plans do require a co-payment lor ,,-rays and dental exams. Deductihles (payment due by the 
p,llient) are customar'il: charged lor sOllle pnlCcdurcs including. but not limited to: tillings. crowns, ex traction. root cana l therapy and periodontal 
tre,llment. CO-[layments and deductibles are due [lrior to In)" ser'vice being perlormed. 

___Initial 

BOOK ING TREA TtV! ENT WITH NON SEDATION: In order to r'escrve a time w ith our Doctors. we do require hal I' payment down of treatment 
,cheduled. On the day of your reserved time you are required 10 pay the other haiL We do thi s to insure all patient s are able to receive their treatment 
rll ,1 timely 11l '1I111 er. ___Initial 

RESIN-BASED COMPOSITE RESTORAnONS (fillings): Most dental insurance plans do not allow full benctils lor compositcs (white 
lillings) pcrl()rmetl on poster'ior teeth (hack molar's). The [llan benclit \\ ill customarily pay I()\" less e:-; pensive tr'eatment called <I n Amalgum 
(sill crlmcrcury based) In an effort to [lm vidc our patients the highest level 01 ' modern dental carc. we do not do /\mulgaills. rather only com[losite 
lillings. 

PULP-CAP TREATM ENT (medication to protect the pulp chamber): Most dental plans do not allow additional bendit , lor [lul[l-cap treatment 
(the [lroccdur'c in \vhich thc filling is vcr~ ' deep nnd the nearl y eX[loscd pul[l is covcr'ed with a pmtecti vc medication to help \Vith healing and repair 
via I'nrmation ol ' seconclury dentin). At Elite Smiles IJcntal \\ c do this treatment when medically indicated to pwvide the highest lewl oI'tlclltal carc 
1'01' our [l<ltient s. If your insurance cloes not cover thc charges or docs not alIO\\ a se[lmate charge. you will be responsihle t()r payment Il)!" this 

___Inilial 

MISSED APPOINTMENT fEE: Elite Smiles Dental do~s charge (\ missed a[l[lointment fee o f $50 per half hour of <lppointment time COl' all 
,Ippointlllcnts not gi\en at least two husiness thlYS (4ghrs) advance notice. [)kase ca ll us immediately once you realiLe th at you cannot kee[l your 
'lppointmcnt . .In itial 

CHARGES: All rctumed check s arc subject to a $35 fee. /\11 halances over 60 days are subject to interest in the amount or 1.5% per' month. We 
rc~c r\ e Ihe right to appl) a $25 rebilling fee and a $25 late charge. lor any ovadue payments. We have the option to re[lort your over'due balance to 
,111 \' credit reporting agency or credit bureau. Initial 

PAST DUE AMOUNTS: An y accounts OVe!" 90 days [last due will be turned over to a collection agency m attorney: you agree to pay all I'ees 
including hut not limited to attorney fees. court costs and collection agency fcc,. With past due bulnnces A ll famil y memhers in the famil y's lile ,rre 
held responsible. ___Initial 

TRANSfERRING RECORDS: Elite Smiles Dental require, you to sig.n our Records Release Form when rcquesting records. We r'cquirc at leas t 
4~ huurs to com[llete the transfer as requested. We r'eq uirc <It least three (3) business days il'your rccord is more th an two years old and stored in the 
C<l1l1[l<lnyarchive. The processing. i'ces ore $25.00 per r'ecor'd. T he fee is \\a ived if we are relerring yOU to a s[leciuli st. Initial 

Tllallk YOll Iorllnderst{l/ul;l1g our Fil/(lI1cial Policy. I 11/\ V E READ AN 0 UNDERSTAND THE FINANCIAL POI.ICY . /\I ,L OF MY 
()LJISriONS 11/\ VE BEEN ANSWERED TO MY SAT ISFACTION . I M3R[[ TO ABIIJE BY TI-IIS FIN/\NCI/\L POLICY. 

(Please Print) Name of Patient Signature of Puticnt ! Parent or (juardian Today's Date 



 

Please Handle Me With Care… 
 

Patient’s Name: 

 

 

What is most important to you about your overall health? 

 

 

What is important to you in relationship with your healthcare provider? 

 

 

Please CIRCLE the number next to the statements that concern you or describe your situation: 

 

1. I have not been to the dentist for a long time, and I feel worried about what you will say about my teeth and my 

oral hygiene. 

 

2. My teeth are very sensitive. 

 

3. Pain relief is a top priority for me. 

 

4. I'm very anxious about injections. 

 

5. I feel out of control in the dental chair (or I have an extreme problem with lying down). 

 

6. I gag easily. 

 

7. I hate the noise of dental instruments. 

 

8. I hate the sight and/or smell of a dental office. 

 

9. I have a preference for male or female dentist: 

10. Please tell me about the treatment options and the ways these can be carried out. 

 

11. I need to know that you will stop when I give a pre-agreed "stop" signal during treatment. 

 

12. It would help me if you could explain to me what you are doing and why. 

 

13. I have health problems that we need to discuss. 

 

14. I am feeling more stress and anxiety in my life now, than in the past. 

 

15. There are other issues I'd like to talk about that aren't covered on this form: 

 

 

16. What special things can we do in our office to make sure you are well cared for? 
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