Jf]) EasT LimesTONE

Patient and Insurance Information

' Name; Preferred name: DOB;
S8# Please circle one: Minor  Single Married  Please circle one: Male Female
Address; City: State: Zip:
Phone #: Work # Cell #:
Employer:
Email address:
Spouse or parent's name: Phone #:

How did you hear about our office?

(friend/ffamily, flier, drove by, other)

Dental Insurance Information

Mame of Insured:; DOB: Relaticnship to patient;
SS#: Employer: Phone #:
Insurance: Group # 1D #:

Responsible party
Name: DOB: S5#:
Address: City: State: Zip:
Employer: Work #:

As required by law, our office adheres to written policies and procedures te protect the privacy of information about you that we cieate, recaive, of
maintain. Your answers are for our records only and will be kept confidential subject to applicable laws. Flease note that you will be asked some
questions about your responses to this questionnaire and there may be additicnal i ing your health. This infarmatien is vital to allow
F care for you. Medications and health itions can i affect your oral health and it is impontant for accurate
diagnosis to have accurate information.

We are a latex free office and will notify you if metal is necessary for any restorations.

us o provide:

PLEASE COMPLETE THE FOLLOWING 2 PAGES =s=s=assesasemsnsnsas -




HEALTH AND DENTAL HISTORY

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

-_

Dental Information: ' prease mark yes or no
Do your gums bleed when you brush or floss?..
Date of last dental exam

Are your teeth sensitive to cold, hot. or pressure? ..
Do you have dry mouth?.
Have you had any periodontal (gum) Hs?, =
Have you ever had any ﬂmblems associated with dental tfreatment?.. __ Yes _ No
Are you currently Ti g dental pain or di fort?

How do you feel aboul yaur smile?

U under Ihe care of a physlqan” Yes Mo
MName of Physician; Fhone:
Have you had any serious illness, operation, or been hospitalized in the past 5 years? __ Yes . Na
If yes, what was the illness or problem?.
Are you currently taking any prescription or over the counter medicalions? o Yes No
If yes, please list all including vitamins, naturalmerbalidiet supplements. (If you have a fist we can make a copy for you)

Drug/Dosage Prescribing Physician Taken For

t_:- Have you had an orthopedic joint (hip, knee, elbow) replacement? ___Yes __ No Date
ended that you take antibiotics prior to your dental treatment? __Yes___No

Mitral valve prolapse
Artificial heart valves

Rheumatic Fever.... o es
Cardiovascular Disease. Yes . No
Angina {chest pain)..... Yes __ No Emphyserna
Cengestive heart failure, Yes  "Ho Tubercilosis
5 Cancer..
Chronic pain
ST

Diabetes
Gastrmmestlnar D
Reflux/Heartbum

Neurolagical disorders......__Yes __ No
Please explain any disorders araf:soases along with any condition or problem not listed above:

Allergies: Please mark yes or no. To all YES responses, specify the type of reaction,

Local anesthetics. _Yes. HNo L iyEs NG
.__Yes_ No
. Yes Mo
Hay fever/Seasonal __Yes Mo
Food.... _yes: No
Other... .___Yes. No

Women Only: Pfease mark yes or no
Pregnant: __ Yes_ No Number of weeks: Nursing: ___Yes_ Mo Taking birth controlihormones: ___Yes_ Mo

Signature of Patient/Legal Guardian:




SURANCE FINANCIAL POLICY

At East Limeslone Family Dental, we befieve that you deserve the best care. For palients with dental insurance that means gelting
the most benefits for you. Here are some office policies and important information you should know.

® Your dental benefits are based upon a contract between your empsuyer and insurance company. If you have any
queslions about your dental benefits contact vour employer or i directly. Most dental plans do not
cover procedures completaly.

¢ Ve currently accept many private insurance company plans. We estimate your portion based on the most up to date
insurance information we have, but it is ONLY AN ESTIMATE. Our office can file a pre-treatment authorization with your

insurance company at your request. The authorization is not a guarantee of ouvsrage ofpayment

Our ul'f'ce will bill the insurance campany pm\ﬂded to us. [t is you ira

3 no ays

. ‘r’ou are vesponsmle for all charges mcurmd ln cur a:’foe Ifactlon has to be taken regard:ng your aocount a fee of $50.00
will be added to your account. The undersigned agrees to pay all legal fees and court costs incurred by East Limestone
Family Dental in the collection of this account,

e East Limestone Family Dental does require payment in full of your estimated portion at the time of service. We accept
most miajor credit cards, which will include a 3.9% fee for service, cash and personal checks. A fee of $50.00 will be
charged per returned check.

e Aspecific amount of time |s reserved especially for you in our office. Although, we understand situations arise that
cannot be avoided. If you must change or cancel your appointment, we require at least 24 hour notice. A
cancellation fee of $75.00 per hour per patient for a cleaning intment, a liation fee of $100.00 per hour
per patient on the doctors schedule and $200.00 cancellation m for crown or bridge appointments on the
doctors schedule will be charged without a 24 hour notice.

*  Curoffice cenfirms appointments by emall, phone call and text message.

HOURS OF QINTMENT TIME, Y I TMENT IS UNCONFI| AND THE APPOINT

BE CANCI

| understand and agree with all the above infarmation and conditions

Print Name Date

Patient/Guardian Signature _

LTH INFORMAT CY PROTECTI HIPPA

Effective April 14, 2003 federal law requires physicians & health care providers to obtain written conzent before dis¢losing your
personal information to any health care professional or any facllity, To provide optimal care it may be necessary fo disclose your
information to other professionals or facilities. A copy of this letler is available at your request.

I understand and agree with all the above information and conditions

Print Name Date

Patient/Guardian Signature




