Patient Information (CONFIDENTIAL)

	Soc. Sec. #
	Enter Text	Date
	Enter Text


	Name
	Enter Text	Birthdate
	Enter Text


	Address
	Enter Text	City
	Enter Text	State
	Enter Text 
	Zip
	Enter Text


	Home Phone
	Enter Text	Work Phone
	Enter Text	Cell Phone
	Enter Text


	Check Appropriate Box: ☐ Single   ☐ Married   ☐ Divorced   ☐ Widowed   ☐ Separated



	Patient Employer
	Enter Text


	Work Address
	Enter Text	City
	Enter Text	State
	Enter Text	Zip
	Enter Text


	Spouse Name
	Enter Text	Employer
	Enter Text	Work Phone
	Enter Text


	Person to Contact in Case of Emergency
	Enter Text	Phone
	Enter Text


	Nearest Relative NOT Living with you
	Enter Text	Phone
	Enter Text


Children on Account:

	Name
	Enter Text	SS#
	Enter Text	Birthdate
	Enter Text


	Name
	Enter Text	SS#
	Enter Text	Birthdate
	Enter Text


	Name
	Enter Text	SS#
	Enter Text	Birthdate
	Enter Text


Insurance/Responsible Party

	Name of Insured
	Enter Text	Relationship to Patient
	Enter Text


	Birthdate
	Enter Text	SS#
	Enter Text	Date Employed
	Enter Text


	Name of Employer
	Enter Text	Work Phone
	Enter Text


	Employer Address
	Enter Text	City
	Enter Text	State
	Enter Text	Zip
	Enter Text


	Name of School/College
	Enter Text	City
	Enter Text	State
	Enter Text	☐Full☐Part 



	Insurance Company
	Enter Text	Group#
	Enter Text	Policy/ID#
	Enter Text


	Ins. Co. Address
	Enter Text	City
	Enter Text	State
	Enter Text	Zip
	Enter Text


	Ins. Co. Phone
	Enter Text	









DENTAL OFFICES OF
ALL SMILES DENTISTRY
ARTHI K. MARTI, D.D.S.
540-635-4497

OFFICE POLICIES CONTRACT
Unless cancellation is received 24 hours in advance, I agree to pay a fee, which is based on the amount of chair time that has been reserved to me or a member of my family. I understand that I am responsible for payment of charges for cancelled and failed appointments and am aware that these cannot be billed to my insurance company. An answering device is available 24 hours a day to take a message should an appointment need to be cancelled before or after daily working hours. 

A fee may be charged for the production of reports, letters or copies of notes that I request or that are requested on my behalf. 

It is the decision of the responsible party to either carry a credit on the account or request a refund check, provided there is no pending balance due either by an individual on the account or by an insurance carrier. Once there is no pending balance, refund checks are issued twice monthly upon request. 

Payment in full is expected at the time services are rendered and can be made by CASH, CHECK, VISA, MASTERCARD, AMERICAN EXPRESS, AND/OR DISCOVER. 

If you have dental insurance, your co-payment and/or deductible is expected at the time of service. 

There will be a $25.00 Charge for all returned checks. 

Billing fees of $5.00 a month are placed on accounts with balances 60 days overdue each month until paid in full. In the event my account has a balance that is 90 days past due and I have not maintained a consistent monthly payment schedule, I understand that the account will be turned over to an attorney/collection agency. If this becomes necessary, I/we agree jointly and severally to make full payment of the balance due, and if not paid, to pay all costs of collecting same, including fees of 40% of all amount due and court costs. 

PATIENTS WITH INSURANCE PROCEED WITH THE FOLLOWING:

I am aware that I am ultimately responsible for the payment of all charges incurred. Filing of forms with insurance carriers or any other party does not remove mu ultimate responsibility for payment. I understand that my dental insurance carrier may pay less than the actual bill for services. I further understand that filing of insurance is a courtesy service only and that I am solely responsible for being familiar with my insurance policy and may occasionally be asked to obtain preauthorization that my insurance carrier may require. I understand that this office will supply information as requested for any such preauthorization required by my policy and that I will be responsible for payment of the costs associated with this process: i.e., x-rays, etc. 

In the event my insurance carries has not paid a claim that is 60 days outstanding, I understand it is my responsibility to pay for those services in full and seek restitution form my insurance carrier. 

I am responsible for informing the administrative staff of any changes in my insurance and understand there will be a charge for re-filing and claim should an error occur on my behalf. 

I understand that if I disagree with the amount paid by my insurance carrier that this dispute does not remove my responsibility for prompt payment of my balance. I will resolve any such dispute with my insurance carrier directly. 

MY SIGNATURE BELOW INDICATES I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION.
(Please ask if you have any question.)

	Patient 
	
	Date
	Enter Text



	Parents/Legal Guardian (if Child)
	



DENTAL HISTORY
	Name
	Enter Text
	Date
	Enter Text



	Name of Previous Dentist and Location
	Enter Text



	Date of Last Exam
	Enter Text



	Have you EVER been told you have periodontal disease or require special cleaning?
	☐ Yes     ☐ No



	Do your gums bleed while brushing or flossing? ☐ Yes     ☐ No


	
	Do you have frequent headaches? ☐ Yes     ☐ No



	Are your teeth sensitive to hot or cold liquids or foods? ☐ Yes     ☐ No



	Do you clench or grind your teeth? ☐ Yes     ☐ No



	Do you feel pain in any of your teeth? ☐ Yes     ☐ No



	          If Yes, Please Explain
	Enter Text	



	Do you have any sores or lumps in or near your mouth? ☐ Yes     ☐ No



	Have you had and head, neck, or jaw injuries? ☐ Yes     ☐ No



	          If Yes, Please Explain
	Enter Text



	Have you ever experienced any of the following problems in your jaw?     See Below



	Pain (Joint, Ear, Side of Face)? ☐ Yes     ☐ No



	          If Yes, Please Explain
	Enter Text



	Difficulty in chewing? ☐ Yes     ☐ No



	Do you bite your lips or cheeks frequently? ☐ Yes     ☐ No



	          How Often?
	Enter Text	



	Have you ever had any difficult extractions in the past? ☐ Yes     ☐ No



	Have you ever had any prolonged bleeding from extractions? ☐ Yes     ☐ No 



	Have you had orthodontic treatment? ☐ Yes     ☐ No



	Do you wear dentures or partials? ☐ Yes     ☐ No



	          If Yes, What Do You Wear?
	Enter Text


	          If Yes, Date of Placement?
	Enter Text



	What would you like to change if anything about your teeth or smile?



	Enter Text	

	Enter Text	





PATIENT CONSENT FORM
HHS-HIPAA UPDATED
TRANSMITTING/TRANSFERRING OF PROTECTED HEALTH INFORMATION
All Smiles Dentistry

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice before signing this consent by requesting a copy from the receptionist. The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by contacting our office.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment and healthcare operations. You have the right to revoke this Consent, in writing, signed by you. However, such a revocation shall not affect any disclosures we have already made in reliance on your prior Consent. The Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:
▪ Protected health information (PHI) may be disclosed or used for treatment, payment or health care operations
▪ The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this notice
▪ The Practice reserves the right to change the Notice of Privacy Practices
▪ The patient has the right to restrict the use of their information, but the Practice does not have to agree to those restrictions
▪ The patient may revoke this Consent in writing at any time and all future disclosures will then cease
▪ The Practice may condition treatment upon execution of this Consent

Below is a list of ways the office may contact you. Checking a box will give permission to leave, as thorough of a message as needed, from your dental office. This will include, but not limited to, appointments day, time and treatment scheduled, documents to be signed, financial and collection concerns or pre and post treatment directions. Any source other than the USPS, example: cell phones, email and fax lines, are not considered 100% secure. Contact information will be verified by patient.

☐ Patient gives office permission to use any contact written on patient registration form.

Please check any that you want the office to call, we will be using the numbers/emails you have updated, on your
Account information. All information is subject to availability to verify and validate.

	☐
	Home Phone
	☐
	Work Phone
	☐
	Home Email
	☐
	Home Text
	☐
	All The Above

	☐
	Home Cell
	☐
	Work Cell
	☐
	Work Email
	☐
	Work Text
	
	












Please List the names of any individual you would like to have access to your account, their relationship to you, and the access level in which you give (Example: Financial, Clinical, Confirm Appointments, or All). 

	Name:
	
	Relationship:
	
	Access Level:

	1. Enter Text
	
	1. Enter Text	
	
	1. Enter Text	

	2. Enter Text
	
	2. Enter Text	
	
	2. Enter Text	

	3. Enter Text
	
	3. Enter Text
	
	3. Enter Text	



☐ Patient gives office permission to forward any verified contact information and PHI to patient’s specialists. Office may discuss pertinent patient chart information, including PHI, with labs, and product representatives involved in patient's case through verified unsecured, unencrypted means. The Privacy Rule allows those doctors, nurses, hospitals, laboratory technicians, and other health care providers that are covered entities to use or disclose protected health information, such as X-rays, laboratory and pathology reports, diagnoses, and other medical information for treatment purposes without the patient’s authorization. This includes sharing the
information to consult with other providers, including providers who are not covered entities, to treat a different patient, or to refer the patient. See 45 CFR 164.506. Any source other than your Healthcare Providers, will sign a Business Associate Agreement. Patient understands if permission is not granted, USPS, is the only means of communication with those involved in patients’ case, which is considered HIPAA compliant. Treatment may take considerably longer in this case. This office will not be held responsible for any delay in mail which then causes an increase in treatment time or treatment costs. Patients or approved contacts may request and pick up copies of PHI to be hand delivered.
__________________________________________________________________________________________________________


	Print Patient’s Name:
	Enter text	
	Date:
	Enter text		



	Print Legal Guardian’s Name:
	Enter text	
	Date:
	Enter text		



	Signature of Patient or Legal Guardian:
	Enter text	
	Date:
	Enter text	




☐ Patient refused to sign HIPAA Consent. Patient has the right to refuse. USPS or patient pick up will be used for PHI transfer.

	Office Staff Signature:
	Enter text	
	Printed Name:
	Enter text	
	Date:
	Enter text



	Witnessed Staff Signature:
	Enter text	
	Printed Name:
	Enter text	
	Date:
	Enter text









Medical History

	Patient Name:
	Enter text	Birth Date:
	Enter text	Today’s Date:
	Enter text


	Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the following questions.



	Are you under a physician’s care now?
	☐  Yes   ☐  No
	If yes
	Enter text


	Have you ever been hospitalized or had a major operation?
	☐  Yes   ☐  No
	If yes
	Enter text


	Have you ever had a serious head or neck injury?
	☐  Yes   ☐  No
	If yes
	Enter text


	Are you taking any medications, pills, or drugs?
	☐  Yes   ☐  No
	If yes
	Enter text


	Do you take, or have you taken, Phen-Fen or Redux?
	☐  Yes   ☐  No
	If yes
	Enter text


	Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? 
	☐  Yes   ☐  No
	If yes
	Enter text


	Are you on a special diet?
	☐  Yes   ☐  No
	



	Do you use tobacco?
	☐  Yes   ☐  No
	



	Do you use controlled substances?
	☐  Yes   ☐  No
	If yes
	Enter text


	Women: Are you…
	☐  Pregnant/Trying to get pregnant?
	☐  Nursing?
	☐  Taking oral contraceptives?



	Are you allergic to any of the following?

	☐  Aspirin
	☐  Penicillin
	☐  Codeine
	☐  Acrylic

	☐  Metal
	☐  Latex
	☐  Sulfa Drugs
	☐  Local Anesthetics

	☐  Other?        (Please Explain Here)
	Enter text


	Do you have, or have had, any of the following?    (Y – Yes   N – No) 

	AIDS/HIV Positive
	☐Y ☐N
	Cortisone Medicine
	☐Y ☐N
	Hemophilia
	☐Y ☐N
	Radiation Treatments
	☐Y ☐N

	Alzheimer’s Disease
	☐Y ☐N
	Diabetes
	☐Y ☐N
	Hepatitis A
	☐Y ☐N
	Recent Weight Loss
	☐Y ☐N

	Anaphylaxis
	☐Y ☐N
	Drug Addiction
	☐Y ☐N
	Hepatitis B or C
	☐Y ☐N
	Renal Dialysis
	☐Y ☐N

	Anemia
	☐Y ☐N
	Easily Winded
	☐Y ☐N
	Herpes
	☐Y ☐N
	Rheumatic Fever
	☐Y ☐N

	Angina
	☐Y ☐N
	Emphysema
	☐Y ☐N
	High blood Pressure
	☐Y ☐N
	Rheumatism
	☐Y ☐N

	Arthritis/Gout
	☐Y ☐N
	Epilepsy or Seizures
	☐Y ☐N
	High Cholesterol
	☐Y ☐N
	Scarlet Fever
	☐Y ☐N

	Artificial Heart Valve
	☐Y ☐N
	Excessive Bleeding
	☐Y ☐N
	Hives or Rash
	☐Y ☐N
	Shingles
	☐Y ☐N

	Artificial Joint
	☐Y ☐N
	Excessive Thirst
	☐Y ☐N
	Hypoglycemia
	☐Y ☐N
	Sickle Cell Disease
	☐Y ☐N

	Asthma
	☐Y ☐N
	Fainting Spells/Dizziness
	☐Y ☐N
	Irregular Heartbeat
	☐Y ☐N
	Sinus Trouble
	☐Y ☐N

	Blood Disease
	☐Y ☐N
	Frequent cough
	☐Y ☐N
	Kidney Problems
	☐Y ☐N
	Spina Bifida
	☐Y ☐N

	Blood Transfusion
	☐Y ☐N
	Frequent Diarrhea
	☐Y ☐N
	Leukemia
	☐Y ☐N
	Stomach/Intestinal Dis.
	☐Y ☐N

	Breathing Problems
	☐Y ☐N
	Frequent Headaches
	☐Y ☐N
	Liver Disease
	☐Y ☐N
	Stroke
	☐Y ☐N

	Bruise Easily
	☐Y ☐N
	Genital Herpes
	☐Y ☐N
	Low Blood Pressure
	☐Y ☐N
	Swelling of Limbs
	☐Y ☐N

	Cancer
	☐Y ☐N
	Glaucoma
	☐Y ☐N
	Lung Disease
	☐Y ☐N
	Thyroid Disease
	☐Y ☐N

	Chemotherapy
	☐Y ☐N
	Hay Fever
	☐Y ☐N
	Mitral Valve Prolapse
	☐Y ☐N
	Tonsillitis
	☐Y ☐N

	Chest pains
	☐Y ☐N
	Heart Attack /Failure
	☐Y ☐N
	Osteoporosis
	☐Y ☐N
	Tuberculosis
	☐Y ☐N

	Cold Sores/Fever Blisters
	☐Y ☐N
	Heart Murmur
	☐Y ☐N
	Pain in Jaw Joints
	☐Y ☐N
	Tumors or Growths
	☐Y ☐N

	Congenital Heart Disorder
	☐Y ☐N
	Heart pacemaker
	☐Y ☐N
	Parathyroid Disease 
	☐Y ☐N
	Ulcers
	☐Y ☐N

	Convulsions
	☐Y ☐N
	Heart Trouble/Disease
	☐Y ☐N
	Psychiatric Care
	☐Y ☐N
	Venereal Disease
	☐Y ☐N

	
	Yellow Jaundice
	☐Y ☐N



	Have you ever had any serious illness not listed above?
	☐  Yes   ☐  No
	If yes
	Enter text


	Comments:

	Enter text


	To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or Patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.



	Signature of Patient, Parent of Guardian:



	X
	Enter text	Date:
	Enter text


