PATIENT INFORMATION DATE

Dr. Mr. Mrs. Ms. PATIENT NAME

(Last) (First) (MI)
Street Address City
State Zip How would you like to be confirmed? (check one) text _ e-mail __phone call
Home Telephone: Bus Telephone: Cell #:
Birth date ___/ / Social Security # / / E-mail:
Whom may we thank for referring you? Name Insurance Co.
Other
IN CASE OF EMERGENCY, WHO SHOULD WE NOTIFY? Relationship:
Name Address/City/ Phone
PERSON RESPONSIBLE FOR ACCOUNT IF OTHER THAN YOU, PLEASE COMPLETE
NAME NAME Relation
Address/City/State/Zip Address/City/State/Zip
Telephone# Telephone#

IF YOU ARE COVERED BY DENTAL INSURANCE, PLEASE FILL OUT FOLLOWING
Is this policy in your name? YES NO

If NO, whose name is It under?

Relationship to you?  Spouse Parent (If parent, is name different from patient?

Birth date of the policyholder Soc Security# of policyholder

Name of group dental program Subscriber ID Number Group#

Employer Name

Employer Address/City/State/Zip

Insurance Company

Insurance Company Address/City/State/Zip

Insurance Company Telephone#

AUTHORIZATION | authorize insurance payment to be paid directly to the dental office. | understand that | am
responsible for all costs of dental treatment and for balances not covered by the insurance carrier.
| authorize the dental office to administer such medications and perform diagnostic and
therapeutic procedures necessary for proper care. The above information is correct to the best of my
knowledge.

Please allow us the courtesy of at least a 24 hours notice for any appointment
change, or a charge will be applied.

SIGNATURE DATE
]



FERGRRA L SRS s v e e sl S e B i L
Health History Form ADA.

] American Dental Association

| E-mail: Today’s Date: “rww‘ada_org

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

p
Name: Home Phone: Include area code Business/Cell Phone: Include area code )
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
QOccupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) ( )

Include area codes

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don't Know the to the tion) Yes
ACHVE TUDRREOIOSIS . coivisinunissaivessaitss s smsssis v mi s s sva s Ve £ ms ol S e oS P OREAT F A S Py g PR S PERAS PP T AR 08

Persistent cough greater than a 3 week duration
COUGN that PrOTUCES BIOOT. .....er ettt s s sS4 EE S8 0000010400100
Been exposed 10 aNYONE WIth TUDBICUIDSIS .........o.. it cs s s e bbb b
|_If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Onooeg
Ooooog

D en ta I I n fO rm at ION For the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK ]
Do your gums bleed when you brush or floss? ..o [0 [0 [ Doyou have earaches or neck pains?..........coooivmiiininninns B i O
Are your teeth sensitive to cold, hot, sweets or pressure? ......... [1 [0 [ Do you have any clicking, popping or discomfortin the jaw?.... 0 [ O
Does food or floss catch between your teeth?. . O O O  Doyoubruxorgrind your teeth? ..o o o o
IS YOUr MOULN dry?....occvviiiiirieicriee e [0 [ [ | Doyou have sores or ulcers in your mouth? ..., o o d
Have you had any periodontal (gum) treatments?....................... 0 [ [0 Do you wear dentures or partials? ... O & E
Have you ever had orthodontic (braces) treatment? .................. [0 [ [ Do you participate in active recreational activities? ................... o o o
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? ... [0 [ [
AT o b T v S T G A o o o Date of your last dental exam:
Is your home water supply fluoridated? .. o O O O \what was done at that time?
Do you drink bottled or filtered water? ... O O 0O
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?....... 0 O [
What is the reason for your dental visit today?
How do you feel about your smile?

M ed ICa I I nfO 'm at 10N Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
Are you now under the care of a physician?.............cccoocovenee. 1 0 [0 | Have you had a serious illness, operation or been
Physician Name: Phone: include area code hospitalized in the past 5 years? .......cccovvivcivniiieineinn o o o

( ) If yes, what was the iliness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription

ATE SN INE00H BART s npimsrmprmme et spmersssrenyne O O O | oroverthe counter medicing(s)? ........ccccosimimiiininsiiesiiniessiinins o o g
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
the PESTYBA? ..ot [0 [ [O andfor diet supplements:

If yes, what condition is being treated?

Date of last physical exam:

"

© American Dental Association, 2006
Form 5500




M e d ICa I | n fO 'ma tl ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact [enses?..........cccocveveevcvevnvisivissssisssennee. 1 [ [0 | Do you use controlled substances (drugs)? ..........cocoovivivneicinnee e 0]
Are you taking, or have you taken, any diet drugs such as Do you use tobacco (smoking, snuff, chew, bidis)? ................... O [0 [0
Pondimin (fenflluramine), Redux (dexphenfluramine) or If so, how interested are you in stopping?
phen-fen (fenflluramine-phentermine combination)?..................... o o o (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? .........cccociiciiciiiniciinnienee & o 0
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease?.............coiveveemcicininnincinniinens O O O | If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates Pregnantiiibms st s s LT 0
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? ...........ccc....... O 0O O
OF iEtastatic CANCEITY . s s O O B | NUSINGYmsmsmsiannmmmmnsaimasnamss smsmmmmnssas DD o2
Date Treatment began:
Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? ... O O O
Date: If yes, have you had any complications?
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals o o o
Local anesthetics O O [O Latex (rubber) O o o
Aspirin O O O lodine [ |
Penicillin or other antibiotics [0 [ [ Hay fever/seasonal Y O O
Barbiturates, sedatives, or sleeping pills 0 O O Animals 1 A i
Sulfa drugs O O O Food B8 B
Codeine or other narcotics E: & B Biher O 4a d
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK Yes No DK
Heart MUMMUl e D1 O O | ARMIE.. s O [ [ Chronic pain.....coeeree. - 1 [ Sleep disorder............... [ [ [
Mitral valve prolapse......... ][] [l Blood transfusion .............[1 [ [ Diabetes Typel or l.....[0 [0 [ Mental health disorders.....(0 [ O
Artificial heart valves ......[0 O O If yes, date: Eating disorder .. w0 B Specify:
Rheumatic fever .........0 [ [0 | Hemophilia......ccoovvvennivns O O O Malnutrition .. ....0 [ [ Recurrent Infections........... 1 [ [

AIDS or HIV infection......... ] [ [ Gastro:ntestmal d|sease sl e B Type of infection:
Cardiovascular disease. ...... L1 [0 [ Arthritis .....cccocoiiiiiiinnnee 0O O 0O GE Refluxfpersmtent Kidney problems................. 0 B B
ANGINA ..cccooviieiiiineveneen L O 0 Autoimmune disease .........[] 00 0O  heartburn.. ... 0O O Nightsweats .. 07 El G
Arteriosclerosis ... O O [ Rheumatoid arthritis .......... O O 0O Ulcers.. ; L0 O 0O Osteopor05|s =0 B O
Congestive heart failure..... ][I [0 Systemic lupus Thyroid prob!ems .0 O [ Persistent swollen glands
Coronary artery disease...... O o O erythematosus.... ... O 0O Stroke... .0 O O inneck....cocevcveeeeee. 0 O [
Damaged heart valves........ O O O Asthma....oo.. S I B B Glaucoma.__._____ e 1 [ [ Severe headaches/
Heart attack............cooec.... - O [0 Bronchitis......ocoeevvveeeeee. 0 O [0 Hepatitis, |aund|ce or migraines .. T 5 A 52 |
Low blood pressure ........... 0O O O Emphysema....ccoonee.. 8 O liver disease... L. O O Severeor rapld welght loss o o o
High blood pressure.......... ] [ [ Sinus trouble..................... 0 [ [ Epilepsy... L [0 [ Sexually transmitted disease. 1 [ [
Congenital heart defects.... 1 [ [ Tuberculosis ...........cccene. [0 [ [ Fainting SpE”S orseizures ... 1 [ [ Excessive urination..........[] [ [
Pacemaker .. v 00 O Cancer/Chemotherapy/ Neurological disorders ......[1 [ [
Rheumatic heart dlsease .O0 O O Radiation Treatment.......[1 O [J If yes, Specify:
Abnormal bleeding............ 0 O [ Chest pain upon exertion...[] [ [l
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ...........cocoviiiiiii, 8 A 7 |
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ..o 0 O O
Please explain:
[ NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.
Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST
Comments:




CD LONGWOOD GROUP

where science meels a

FINANCIAL POLICIES

We are dedicated to providing you the highest quality dental care and personal service. Providing
our patients this level of customer service requires some financial and insurance policies. It is very

important that you read carefully and understand each of the following statements.

INSURANCE
As a courtesy and convenience to our patients we are happy to assist in filing your insurance claims.

However, your insurance is a contract between you, your employer and the insurance company.
Longwood Dental Group is not a party to this contract. Therefore, all charges are your responsibility.
Our office will submit your dental claims to your first and if applicable your secondary insurances as a
courtesy. Itis your responsibility to provide us with your current insurance information, understand

your benefits, monitor what has been paid to our office and be aware the balance remaining in

your insurance benefits.

CHARGES
We require all deductibles and co-payments be paid at time of service. We have no control over what

your insurance company will or will not pay. We will estimate your dental treatment to the best of our
ability. However, all charges for treatment are ultimately the patient’s responsibility. Please be
advised: if your account becomes *90 days delinquent, the account will automatically be sent to a

collections agency and a 50% service fee assessed.
* excludes payment plans in compliance, extending beyond 90 days

APPOINTMENTS
We require confirmations of all appointments. You may choose the method of confirmation most

convenient (email / phone / text).
We require 48 hour notice (2 business days) to cancel or reschedule an appointment. All cancellations
must be received by phone. Please be advised, there may be a charge up to $100.per hour of the

doctor or hygiene time for appointment cancelled without 2 business day notice.

| grant permission to the staff of Longwood Dental Group to contact me by phone at home, work or on
my cell to discuss matters related to the above. | have read, understand and agree to the above

statements.
(minors must have signature of parent or guardian before being seen)

DATE

SIGNATURE




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

LONGWOOD DENTAL GROUP

I understand that, under the Health Insurance Portability & Accountability Act of 1966
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and indirectly.

e (Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and physician
certifications.

I acknowledge that I have been informed by you of your Notice of Privacy Practices
containing a more complete description of the uses and disclosures of my health
information. I have been given the right to review such Notice of Privacy Practices prior
to signing this consent. I understand that this organization has the right to change its
Notice of Privacy Practices from time to time and that I may contact this organization at
any time at the address below to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

I understand that I may revoke this consent in rigthing at anytime, except to the extent
that you have taken action relying on this content.

Patient Name:

Signature:

Relationship to Patient:

Date: / /

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below.

Date: / / Initials: Reason:




	001
	002
	dentalphobia-patient_forms
	patient_form_1
	patient_form_2


	003
	004

