Patient Information

CM
D E N s A 18

First Name: Last Name: Middle Initial: ___
Preferred Name/Pronouns: DOB: Sex: Male Female
Social Security Number: Marital Status: Single Married Divorced Widowed
Address Apt #

City State Zip Code Referral Source:

Home Phone Work Phone Cell Phone

Email Address

Would you like to receive appointment confirmations via email or text message? Yes No

Responsible Party (if other than the above patient)

First Name: Last Name: Middle Initial: ___
Relationship to patient: DOB: Sex: Male Female
Address

City State Zip Code

Home Phone Work Phone Cell Phone

Email Address

Primary Insurance Information
Subscriber’s Name:

Insurance Company:

DOB:

Relationship to patient:

Subscriber’s Member ID:

Insurance Phone Number:

Claims Mailing Address:

Employer:

Secondary Insurance Information
Subscriber’s Name:

DOB:

Relationship to patient:

Subscriber’s Member ID:

City: State: Zip Code:
Insurance Company:

Insurance Phone Number:

Claims Mailing Address:

City: State: Zip Code:

Employer:




CM
D E N s A 18

Dental History

What is the reason for your visit today?

Are you currently in pain?

Have you ever had any serious/difficult problems with dental treatment? ____ If yes, please explain

Previous Dental Provider’s Name: Phone Number:

When was your last dental cleaning? Were x-rays taken?

How many times do you brush a day? How many times do you floss a week? Do your gums bleed?
Is there anything you would like to change about your smile? If yes, explain

Do you have any concerns about having dental treatment done? _____ If yes, explain

Medical History — Please use the reverse side for list of medications, or attach separately

Are you under a physician’s care now? Yes No If yes,
Have you ever been hospitalized or had a major operation? Yes No If yes,
Have you ever had a serious head or neck injury? Yes No If yes,
Are you taking any medications, pills, or drugs? Yes No If yes,
Do you require a premed (Antibiotic) prior to your dental Yes No If yes,

appointment?

Are you taking any blood thinners? Yes No If yes,

Have you ever taken Fosamax, Boniva, Actonel or any Yes No If yes,

other medications containing bisphosphonates for
Osteoporosis?

Do you snore or have you been diagnosed with sleep Yes No If yes,
apnea?

Do you use tobacco? Yes No

Do you have any allergies? Yes No If yes,

Women: Are you pregnant? Yes No If yes, Due date




Any other medical conditions not listed above? Yes No

I understand the information | have provided to is correct to the best on my knowledge. | also understand and accept my
responsibility to inform this office of any changes in my personal information, insurance changes and medical status.

Print patient’s name

Patient/Guardian’s Signature

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever
Qsteoporosis

Pain in Jaw Joints
Parathyroid Disease

Venereal Disease

Hemophilia

Hepatitis &

Hepatitis Bor C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rash

Sickle Cell Disease

Sinus Trouble

Spina Bifida
Stomach/Intestinal Disease
Stroke

Swelling of Limbs
ThyroidDisease

Chest Pains

Cold Sores/Fever Blisters
Congenital HeartDisorder

Heart TroublefDisease
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CortisoneMedicine
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease
Mitral Valve Prolapse
Tuberculosis
Tumears or Growths

Ulcers

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Asthma

Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Heart Attack/Failure
Heart Murmur
Heart Pacemaker

Psychiatric Care
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ACKNOWLEDGEMENT RECEIPT NOTICE OF HIPAA PRIVACY PRACTICES

| acknowledge that | have received a copy of the Notice of Privacy Practices for Hilldale Dental. The
Notice of Privacy Practices describes the types of uses and disclosure of my protected health
information that might occur in my treatment, payment for services, or in the performance of the office
health care operations.

The Notice of Privacy Practices also describes my rights and the responsibilities and duties of Hilldale
Dental with respect to my protected health information. The Notice of Privacy Practices is also posted in
the facility. Hilldale Dental reserves the right to change the privacy practices that are described in the
Notice of Privacy Practices. If privacy practices change, | will be offered a copy of the revised Notice of
Privacy Practices at the time of my first visit after the revisions become effective. | may also obtain a
revised Notice of Privacy Practices by requesting that one be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Notice of Privacy Practices, | hereby specifically
authorize disclosure of my protected health care information to the persons indicated below.

ANY MEMBER OF MY IMMEDIATE FAMILY LJ YES LINO
NO SPOUSE/PARTNER ONLY LJ YES LI NO
OTHER (PLEASE SPECIFY) LJ YES 1 NO

| understand that | have the right to terminate disclosure to have above person(s) at any time with a
written request.

MY SIGNATURE BELOW ACKNOWLEDGES | HAVE RECEIVED A COPY OF THE NOTICE OF PRIVACY
PRACTICES. ALL OF MY QUESTIONS HAVE BEEN ANSWERED AND | UNDERSTAND THAT | MAY MAKE
INQUIRY TO THIS ACKNOWLEDGEMENT AND/OR CHANGES IN THE ADDITIONAL DICLOSURE
AUTHORITY AT ANY TIME

PRINT PATIENT’S NAME DATE

PATIENT/GUARDIAN’S SIGNATURE




General Consent Form

Consent of Treatment

| hereby consent to receive dental services from Hilldale Dental, including but not limited to dental
examinations, x-rays, fillings, crowns, local anesthetics, sedative drugs, orthodontic care, routine dental
prophylaxis, full mouth debridement, scaling and root planning. | understand my first initial visit will
consist of x-rays which will be necessary for Hilldale Dental to determine a proper diagnosis and present
me with a treatment plan. Although a treatment plan will be presented to me, | understand that my
treatment may change during the procedure due to conditions not found during my initial visit. Hilldale
Dental has my consent to perform treatment changes based on the condition of my tooth. Some of
these changes may include crowns, extractions and root canal therapy. | further understand that
clicking, popping, and pain in the jaw joint may occur as a normal part of treatment; however, should
the discomfort become intolerable, | may be referred to a specialist for treatment, the cost of which is
my responsibility.

Treatment Outcome

| understand that the Hilldale Dental and my treating dentist cannot guarantee treatment outcomes. It
my responsibility to review the treatment plan and asking any questions | may have prior to receiving
treatment. | have the right to accept or reject treatment recommended by my treating dentist. By
consenting to my dentist’s treatment plans, | acknowledge that | accept known risks and complications
of such treatments. It is my responsibility to fully inform the dentist of my medical history, all
medications or other drugs that | am using and otherwise truthfully answer all questions related to my
care. It is also my responsibility to follow my dentist’s pre- and post-treatment instructions and oral care
instructions. | acknowledge that failure to comply with these requirements may increase the chance of
poor treatment outcomes.

CONSENT TO PHOTOGRAPH

| understand photograph images may be taken for identification, treatment and payment purposes.
These will be part of my record and will not be used for any marketing or other purposes. | will
specifically authorize in writing any other use or disclosure of any image or recording.
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GENERAL CONSENT FORM, continued.

RELEASE OF INSURANCE BENEFITS

| agree to be responsible for all charges for dental services and materials not paid by my dental benefit
plan, unless prohibited by law or the treating dentists or dental practice has a contractual agreement
with my plan prohibiting all or a portion of such charges. To the extent permitted by law, | consent
Hilldale Dental use and disclose of my protected health information to carry out payment activities in
connection with insurance claims. | hereby authorize and direct payment of the insurance benefits
otherwise payable to me, directly to Hilldale Dental.

Print patient’s name Date:

Patient/Guardian’s Signature




Financial Policy

Thank you for selecting Hilldale Dental as your dental health care provider. Our goal is to provide you with optimal
dental care. We want you to feel welcome and comfortable throughout your dental. We encourage you to ask
questions and be involved in your treatment decisions. This includes understanding your treatment plan as well as
our financial policy.

Insurance Assistance

Insurance companies can be difficult and challenging to understand. Our team will assist you with providing a
treatment estimate. Please understand treatment estimates are provided to you as a courtesy and not a
guarantee of benefits. Full benefits will be determined by your insurance company when the claim is submitted
and processed according to your plan benefit. Hilldale Dental will not be liable for any services not covered by
your insurance company.

Payment

FULL PAYMENT is due at the time of service. If insurance benefits apply, ESTIMATED PATIENT CO-PAYMENTS AND
DEDUCTIBLES WILL BE DUE AT THE TIME OF SERVICE. Unpaid balances over 30 days will be subject to monthly
interest of 1.5% interest. Unpaid balances over 90 days will be forwarded to collections.

Financial Assistance
We offer the following financial options for treatment

a. For patients who do no have insurance, we offer a courtesy discount of 5% on cash or check. Due to
credit card processing fees, no discount will be given for credit card payments. Payment must be made
at the time the appointment is scheduled to receive the discount.

b. We accept all major credit cards such as Visa, MasterCard and Discover.

c. We are pleased to partner with Care Credit for third party financing. Our team would be happy to help
you apply for them at the time treatment is scheduled.

Missed Appointments

At Hilldale Dental, we are truly fortunate to have wonderful patients. Please understand the appointment times
are reserved for you and we strive to help with your dental needs. We are aware that life can present all of us with
unexpected turns but we request, if possible, that you give us a 48-hour notice so that we may offer the time to
someone in need of an appointment. If two or more appointments are missed without proper notice, we reserve
the right to assess a “missed appointment” fee of $45.00 which will have to be paid prior to any appointments
being scheduled.

By signing, | acknowledge | have read, understand and agree with the terms and conditions of this
financial agreement.

Signature Date:
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