Personal Information-Health History
Dr. Vicki Borowski, D.D.S.

17300 Preston Road, Suite 100, Dallas, TX 75252

Phone: 972-380-6223    Fax: 972-248-6560 

                                                                 Email: info@vickiborowski.com  web: www.vickiborowski.com
NAME ______________________________________ Birthday___________________ Social Security #  ____________________

Mailing Address________________________________________   City, State, Zip Code ______________________________

HOW OR WHO REFERRED YOU TO OUR OFFICE?______________________________________________________________

PHONES:  Work_______________________  Home ________________________  FAX ______________________
    
 Cell _____________________________   Email _____________________________________________


OCCUPATION ______________________________  EMPLOYER ___________________________________________________

Dental Insurance:  Name of Ins. Company  ________________________  Telephone Number   ___________________ 

                                        Are you the primary policy holder ( Yes  ( No   If No please enter policy holders information below

Spouse’s OCCUPATION ___________________________  EMPLOYER  _____________________________________________
ACCOUNT RESPONSIBILITY if someone other than yourself:    Name _______________________________________

                    Their Social Security No. _______________________       Birthday ______________________

Mailing Address _________________________________________
Daytime Phone _______________________
HEALTH HISTORY (please check if you have or had any of the following:)

( Yes  ( No
Are you in good health?

( Yes  ( No
Has your health changed in the last year

( Yes  ( No
Chest pain, shortness of breath

( Yes  ( No
Bleeding problems, bruise easily

( Yes  ( No
Headaches, ringing in ears

( Yes  ( No
Joint pain or stiffness, arthritis

( Yes  ( No
Fainting or seizures

( Yes  ( No
Heart disease, murmurs, rheumatic fever, prosthetic heart valve

( Yes  ( No
Pacemaker

( Yes  ( No
High Blood pressure

( Yes  ( No
Hepatitis or liver disease

( Yes  ( No
TB, emphysema or lung disease

( Yes  ( No
Diabetes

( Yes  ( No
Tumors, cancer

( Yes  ( No
Radiation treatment

( Yes  ( No
Psychiatric care

( Yes  ( No
Kidney or bladder disease

( Yes  ( No
VD, herpes

( Yes  ( No
HIV positive, AIDS, ARC

( Yes  ( No
Pregnant: month________________

( Yes  ( No
Birth control Pills

( Yes  ( No
Recreational drugs

                                smoking/ alcohol

( Yes  ( No
Frequent/Heavy Snoring

( Yes  ( No
Significant daytime drowsiness

( Yes  ( No
Been told you stop breathing while 


sleeping


( Yes  ( No
Gasp at times when waking up

( Yes  ( No
Feel unrefreshed in the morning

( Yes  ( No
Have morning Headaches

List any and all ALLERGIES _________________________________________________________________________________

List any and all DRUGS/MEDICATIONS you are taking ____________________________________________________________

List any and all SURGERIES _________________________________________________________________________________

( Yes  ( No
Are you being treated by a Doctor now? Who?___________________________________________________

The above information is true and correct to the best of my knowledge:

PATIENT SIGNATURE: ___________________________________________________ 
DATE:__________________________

GETTING TO KNOW YOU
Dr. Vicki Borowski, D.D.S.

17300 Preston Road, Suite 100, Dallas, TX 75252

Phone: 972-380-6223    Fax: 972-248-6560 

     email: info@vickiborowski.com    web: www.vickiborowski.com
NAME  _____________________________________________________   DATE ________________________

What name would you like us to call you?  _______________________________________________________

Please describe the reason for your consultation today:

____________________________________________________________________________________________

____________________________________________________________________________________________

How long has this been going on and what other events apply to today’s visit?

____________________________________________________________________________________________

____________________________________________________________________________________________

Why have you decided to deal with this now?

____________________________________________________________________________________________

Have you consulted with any other dentist about this?  ( Yes  ( No     If yes, what was discussed or done?

____________________________________________________________________________________________

____________________________________________________________________________________________

When was your last dental exam? __​​​​​​​​​​​​______________

Who is your regular or previous dentist? __________

Would you like us to request records? ____________

On a scale from 1-10 with 10 being the highest rating:

How important is your dental health to you?                        Where would you rate your current dental health?

            1  2  3  4  5  6  7  8  9  10                                                                     1  2  3  4  5  6  7  8  9  10

Have you experienced or has any dentist or hygienist ever told you that you:

Have gum disease (gingivitis)       ( Yes  ( No


Grind your teeth 

( Yes  ( No

Clicking or popping jaw

( Yes  ( No

Jaw Pain or tiredness

( Yes  ( No

Pain around ear


( Yes  ( No

Experience nasal Congestion
( Yes  ( No

Lip or cheek biting

( Yes  ( No

Loose or broken teeth or fillings
 ( Yes  ( No

Food collection between teeth
   ( Yes  ( No

Sores, blisters or growths 
   ( Yes  ( No

Bad Breath


   ( Yes  ( No

Do you wear a CPAP?


When did you start?
     __________


Frequent Eye Infections?



Sensitivity to:  cold ____, heat ____, sweets ____

   

Dr. Vicki Borowski, D.D.S.

17300 Preston Road, Suite 100

 Dallas, Tx 75252

FINANCIAL Guidelines

Thank you for choosing our office as your dental health care provider.  We are committed to providing you with the highest quality lifetime dental care, so that you may fully attain optimum oral health.  Please understand that payment of your bill is considered part of your treatment.  


Do You Have Insurance?
· As a courtesy to you we will help you process all your insurance claims.  Please understand that we will provide an insurance estimate to you, however it is not a guarantee that your insurance will pay exactly as estimated.  Your insurance company and your plan benefits ultimately determine the amount paid.  We will, of course, do all we can to make sure your estimate is as accurate as possible.  You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates. We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance company.  Your insurance policy is a contract between you, your employer, and your insurance company.  Our office is not a party to that contract.

· We ask that you sign this form and/or any other necessary documents that may be required by your insurance company.  This form instructs your insurance company to make payment directly to our office.

· We ask that you pay the deductible and co-payment, which is the estimated amount not covered by your insurance company, by cash, check, MasterCard, Visa, American Express or Discover at the time we provide the service to you.

· We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being paid.  Our office will not, however, enter into a dispute with your insurance company over any claim.


Missed Appointment
· If you need to reschedule an appointment please notify us as soon as possible.  There will be a $50.00 fee charged to your account for any appointment missed without prior 24 hour notification. 
Returned Check Fee
· Returned checks will be subject to a $50.00 charge.  In the case it becomes necessary for our office to enlist a collection service and/or legal assistance; you will be responsible for any collection and/or legal charges 
 incurred.
We thank you for the opportunity to serve your dental health care needs and welcome any questions you may have concerning your care or our financial policy.
I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS.  I AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO MY DENTAL OFFICE.

_____________________________________


___________________ 
Patient Signature            






  Date
Dr. Vicki Borowski, D.D.S.

17300 Preston Road, Suite #100

Dallas, Texas 75252

972-380-6223

www.vickiborowski.com

Authorized Credit Card Payment Form

              I authorize Vicki Borowski, DDS to keep my signature on file and to charge my credit card for:                           
· Balance of charges not paid by insurance within 30 days:

· All visits this year.

· Recurring charges (on-going treatments) of $__________every_________from___________

                                                                                                           (frequency)                 (date)

        to____________.

             (date)

I assign my insurance benefits to the provided listed above.  I understand that this form is valid for one year unless I cancel the authorization through written notice to the health care provider. I also understand that I will be notified monthly or whenever charges are going to be put onto this card.  

Patient Name


Cardholder Name


Cardholder Address


City                                                                State                                                     Zip


Credit Card Account Number                            Security Code                                    Expiration Date


Cardholder Signature                                                                                  Date

Complaints

Complaints about your privacy rights or how this practice has handled your health information should be directed to our Privacy Officer by calling this office.  

If you are not satisfied with the manner in which this office handles your complaint, you may submit a formal complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.

Room 509F HHH Building

Washington, DC 20211

This notice is effective as of ______/______/______

I have read the Privacy Notice and understand my rights contained in the notice.  

By way of my signature, I provide this practice with my authorization and consent to use and disclose my protected health care information for the purpose of treatment, payment and health care operations as described in the Privacy Notice. 

__________________________________________________

Patient’s Name (print)

__________________________________________________
__________________

Patient’s Signature






Date

__________________________________________________
__________________

Authorized Facility Signature





Date

Confidential Information Agreement 

Please list the family members or other persons, if any, with whom we may discuss your dental treatment and/or your diagnosis: 

Name_____________________________ Phone_________________________ 

Name_____________________________ Phone_________________________ 

Name_____________________________ Phone_________________________ 

Please list the family members or other persons, if any, with whom we may discuss your dental treatment ONLY IN AN EMERGENCY. 

_____Same as above 

_____No one 

Name_____________________________ Phone_________________________ 

Name_____________________________ Phone_________________________ 

Name_____________________________ Phone_________________________ 

Please print the telephone number, if any, where you want to receive calls about appointments, billing and insurance inquiries, or dental healthcare questions. 

Telephone Number____________________ 

May confidential messages be left on the answering machine or voicemail number given above?
          Yes_______ No_______ 

If you do not have an answering machine or voicemail, may a confidential message be left with a secretary or personal assistant? Yes_______ No_______ 

I understand that this agreement remains in effect until revoked by me in writing. If I revoke my consent, such revocation will not affect any actions that Dr. Vicki Borowski took before receiving my revocation. 
______________________________________                                __________________________ 

Patient’s Signature                                                            Date 

