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Patient Information






Date: 
	Patient Name 
	SS#
	Home Phone

	Preferred Name
	Birthdate
	Cell Phone

	Home Address
	City, State, Zip
	Email Address

	[image: image1.jpg]Male             Female  
	Dental Insurance Name (if applicable)
	

	Occupation
	Group Number of Insurance
	Policy Number of Insurance


Responsible Party (if different from patient)
	Name
	SS#
	Home Phone

	Home Address
	City, State, Zip
	Cell Phone

	Relationship to Patient
	Birthdate
	Email

	Responsible party Employer
	Occupation
	Work Phone


In the event of emergency, please contact:
Name ________________________________ Phone Number ______________________________
How did you hear about our office? Circle all that apply
Referred by Friend/Family  
Yellow Pages 



Radio/TV Ad 



Insurance Company 

South Brunswick Magazine

Newspaper Ad

Business Card/Flyer 

Other _______________________

Dental History 

Why have you come to see us today? _______________________________________________________________
Previous Dentist ______________________ Last Visit _________________Date of last cleaning ________________
Reasons for changing dentist ______________________________________________________________________
Are you nervous about seeing a dentist? ____________ How often do you brush? _________ Do you floss? _______
What are your dental priorities? ____________________________________________________________________
Yes   No   I clench or grind my teeth  




Yes  No   My gums feel tender or swollen  
Yes   No   My gums bleed while brushing or flossing  


Yes  No   I have problems eating

Yes   No   I like my smile





Yes  No   I have had braces

Yes   No   I prefer tooth colored fillings




Yes  No   I have had a facial or jaw injury

Yes   No   I avoid brushing part of my mouth due to pain


Yes  No   I want my teeth whiter

What Pharmacy do you use? _______________________  Pharmacy phone # ________________________
CONSENT / TERMS AND CONDITIONS
CONSENT:  The following are possible risks that may occur from various treatment procedures: 



Risks: Included (but not limited to) are complications resulting from the use of dental instruments, drugs, sedation, medicines, analgesics (pain killers), and injections.  These complications include: swelling, sensitivity, bleeding, pain, infection, numbness, tingling sensation of the lip, tongue, chin, gums, cheeks and teeth, reaction to injections, changes in occlusion (biting), jaw muscle cramps and spasms, temporomandibular (jaw) joint difficulty, loosening of teeth, referred pain to ear, neck and head, nausea, vomiting, allergic reactions, delayed healing, sinus perforation and treatment failure, and allergic reactions to medications prescribed.  On rare occasions, numbness or tingling from local anesthetic can be permanent.  
Financial policY:  PAYMENT IN FULL IS EXPECTED AT THE TIME OF TREATMENT

CASH or CHECK – This includes personal checks, cashier’s checks, and money orders.  There is a $30 returned check fee.

CREDIT CARDS – Cards accepted include Discover, Visa and Mastercard, American Express
YOUR DEDUCTIBLE AND CO-PAYMENT ARE DUE THE DAY OF YOUR DENTAL VISIT.  ALL CLAIMS NOT PAID BY YOUR INSURANCE COMPANY WITHIN 60 DAYS THEN BECOMES YOUR RESPONSIBILITY, AND MUST BE PAID TO US IN FULL. 
As an extended service, we will file and process your dental claims for you.  If dental treatment is necessary, we will estimate the portion of your dental treatment not covered by your insurance, this estimate (co-payment) is due at the start of any dental treatment.  Our estimates are based on the information you have furnished us regarding the benefits of the insurance plan you company or you have chosen.  We cannot guarantee what your insurance will pay.  Any balance not paid by insurance within 30 days will be billed to the patient and is due immediately.

CANCELLATION POLICY:  Our time is very important to us and our patients.  If you are unable to keep an appointment, we expect a MINIMUM of 24 hours’ notice.  Failure to do so will result in a fee of $35 per cancellation.  After three failed/short notice cancellations, you may be dismissed from the practice.
After explanation by the doctor, I hereby authorize the performance of dental services upon the above named patients and whatever procedures that the judgment of the doctor may decide on in order to carry out these procedures.  I also authorize and request the administration of any anesthetics and x-rays as may be deemed necessary and advisable by the doctor. 

Signed _______________________________________        Date _______________________________________
Print Name ____________________________________
