WELCOME TO ASSOCIATED DENTAL

PATIENT INFORMATION

Patient Name Date of Birth Age
Address City State Zip
Sex: Male Female Single _ Married _ Divorced __ Other

E-Mail Home Phone ( ) Cell Phone (__ ) ______ Work Phone { )

If Patient is a minor, name of person(s) with Patient at exam Relationship to Patient

If Patient is a minor, Custodial Parent/Legal Guardian

If Patient is a full time student, Name of School R Location

How did you hear of our office? Ins Yellow Pages Sign Friend Relative Employee

Name of person we may thank for referring you? o

In case of emergency whom should we contact? e Phone ( )

@ &
RESPONSIBLE PARTY INFORMATION

Person Responsible for Account R -

Relationship to Patient. . A —

Address City...... = e State Zip

Phone ( ) . Alternate Phone (

Social Security Number o Employer L

¢ ¢
PRIMARY DENTAL INSURANCE SECONDARY DENTAL INSURANCE

Subscriber Subscriber

Name of plan o Name of plan

Group # 1D# Group # ID#

Insurance Phone ( ) Insurance Phone ( ) -

Employer Employer

Occupation Occupation

Date of Birth SS# Date of Birth SS#

Work Phone ( ) Work Phone ( )

S 4

Minor/Child Consent:
I, being the parent or guardian of

do hereby request and authorize the doctor(s) and/or

staff of this dental office to administer such medication and to perform such diagnostic and therapeutic procedures as may be necessary
for proper dental care, as agreed upon through consultation with me. The information, which appears on these dental and medical

histories, is correct to the best of my knowledge.

Patient/Guardian Signature

Date
&

¢

Signature On File

By signing this form, | authorize Associated Dental Care Providers to use this signature as authorization of all my insurance claims
submissions. | authorize release of information to all my insurance carriers. | authorize payment to be made directly to Associated
Dental. | permit a copy of this authorization to be used in place of an original claim form. | understand that | am responsible for my bill
and that Associated Dental is acting as an agent to help me obtain payment from my insurance carrier.

Patient/Guardian Signature

Date



L 4

MEDICAL / DENTAL HISTORY

Patient Name Date
Family Physician Physician's phone number ( )
Last physical exam Your current physical health is Good Fair Poor
List any medications being taken B - )
List allergies to any medication N L
Allergies to Anesthetics? - o
Other Allergies? Latex? ~ Metals? _ Other? -
Women Only - Are you Pregnant? Yes _ No -
Do you smoke or use tobacco in anyform? Yesi... oo NO o Alcoholabuse ~ Drug abuse
Has the Patient been diagnosed or treated for any of the following? Please circle Yes (Y) or No (N).
Heart problems: Other llinesses / Treatments:
Y /N Arificial Valve Y /N AIDS/HIV Y /N Excessive Bleeding Y /N Shunts
Y /N Chest Pain Y /N Fainting Y /N Respiratory Problems Y /N Stents
Y /N Congenital Heart Defect Y /N Hepatitis Y /N Artificial Joints/Limbs Y /N Stroke
Y /N Heart Attack Y /N Cancer Y /N Herpes Y /N Tuberculosis
Y /N Heart Murmur Y /N Chemotherapy Y /N Kidney Disease/Dialysis Y /N Asthma
Y /N Mitral Valve Prolapse Y /N Diabetes Y /N Nervous/Anxious Y /N Emphysema
Y /N Pacemaker Y /N Osteoporosis Y /N Radiation Therapy
Y /N H/L Blood Pressure Y /N Thyroid Y /N Sinus Problems
Y /N Circulatory Problems Y /N Epilepsy/Seizures Y /N Rheumatic/Scarlet Fever
Other:
Comments: . -
Last Dental Visit Reason for today's visit._
Has fear of discomfort kept you from regular visits?  Yes No
Have you ever been medicated for dental treatment? Yes __ No Please describe
How do you describe your dental health? Good____ Fair _ Poor ‘
Home care: Brush? Yes No Floss? Yes No Water Jet? Yes No __ Other?

Have you had any unusual effect from previous dental treatment? Yes No

Please describe:

Have you ever had any of the following? Please circle Yes (Y) or No (N).

Y /N Bad Breath Y /N Gums Bleeding Y /N
Y /N Bite lips or cheeks regularly Y /N Gums Swollen or Tender Y /N
Y /N Blisters or sores on lips or mout Y /N Jaw Pain or Tiredness Y /N
Y /N  Dry Mouth : Y /N Mouth Breathing Y /N
Y /N Food collection between teeth Y /N Orthodontic Treatment Y/N
Y /N Grinding Teeth Y /N Pain Around Ear Y /N

Periodontal gum treatment
Sensitivity to hot or cold
Snoring

Swelling

Sleeping Problems
Unusual Lumps

¢¢¢¢OFFICE USE ONLY¢¢¢¢

INITIAL BLOOD PRESSURE DOCTOR SIGN: DATE
MEDICAL HISTORY UPDATE:

DATE EXCEPTIONS PATIENT/GUARDIAN SIGNATURE B.P. Reviewed by

) Dr.

Dr.

Dr.

Dr.

= r,

Dr.
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ASSOCIATED DENTAL CARE PROVIDERS, P.C.

A Simple Quiz To Help You Obtain The Smile You’ve Always Wanted

SMILE EVALUATION

. Do you like the appearance of your teeth; your smile? Yes [] No []
If not, please explain

. Are your tecth all in alignment (straight)? Yes [] No []
If not, please explain

3. Do you have spaces that you don’t like? Yes [] No[l]

If yes, please explain

. Do you like the color of your tecth? Yes [] No []
If not, plcase explain

. Do you like the shape of your tecth? Yes [] No []
If not, plcasc explain

.ATE your testh....
chipped? Protruding? Hidden?

. Are your teeth wearing on the biting surfaces? Yes [] No []
If yes, please explain

. Are there old fillings or dental work you don’t like Yes [ ] No []
looking at? If yes, please explain

. What would you like to change the most in the appearance of your teeth?

10. How would you like your teeth to look?




Associated Dental Care Providers A.\,
A

Financial Policy Associated Dental

We are pleased that you have selected us as your dental care provider. For your knowledge, our Financial Policy is outlined below.

Promise to Pay. Amounts for dental care services provided to you or your family members may be charged to your Account, unless you
specifically instruct us otherwise. You promise to pay us all amounts owed on your Account (your “Balance”) under the terms of this Financial
Policy when billed. If you have insurance, the amount you owe for services may be estimated based on the amount anticipated to be paid by
your insurance company. We will assist you with an insurance claim; however, insurance is a contract between the policyholder and
insurance company. The anticipated amount to be paid by your insurance company may be charged to your account until we receive payment
from your insurance company. However, in the event your insurance company is slow to pay or disallows a claim, payment of your Account is
your full responsibility. We may also charge to your Account fees set forth below for missed appointments, late payments, returned payments
or collection costs. We will provide to you a statement (your “Statement”) of your Balance, which will be payable when you receive your
Statement. We may indicate on your Statement that your Balance is “pending insurance” and thus not yet payable by you. If you have

insurance coverage, we may choose not to send you a Statement until we know or receive the amount reimbursable by your insurance
company.

Missed Appointment Fee. We may charge to your Account $25.00 for a missed appointment or fees for an appointment cancelled without
advance notice of at least 24 hours.

Late Payment Fee. If we do not receive payment in full of your Balance within 30 days of the statement date shown on your Statement, you
will be assessed a Late Payment Fee of 2% of your unpaid Balance per month. We may not allow further appointments, unless in exceptional
circumstances, until we receive full payment of your Balance.

Returned Payment Fee. If any check or other payment that you have made on your Account is returned unpaid, you will be charged a
Returned Payment Fee, which is currently $30.00 and may be adjusted.

Collection Costs. If we do not receive payment under the terms of this Financial Policy and we refer your Account to a collection agency or
an attorney for collection, we may charge to your Account or otherwise collect from you our collection costs, including court costs and
reasonable attorneys’ fees, to the extent not prohibited by applicable law.

No Waiver by Us. We may waive our right to charge a fee to your Account without waiving any other right we have under this Financial Policy
including our right to charge that same fee at any other time.

Credit Reports. We, or a collection agency or attorney acting on our behalf, may report late payments, missed payments or other defaults on
your account to credit reporting agencies. If you believe that we have information about you that is inaccurate or that we have reported or may
report to a credit reporting agency information about you that is inaccurate, please notify us of the specific information that you believe is
inaccurate by writing to us at the address on your account statement.

"W

As used in this Financial Policy, “we,” “us,” “our” and “Provider” mean the service provider named above. “Services” means any services provided by us.
“You,” “your” and “Account holder” mean the person responsible for paying for services. Payment for services is due when services are provided unless as
noted otherwise above. By signing below, you are requesting that we establish an open account for you (your “Account”) as an accommodation to you for
the tracking and payment of amounts due and you agree fo the terms of this Financial Policy.

Yes, | agree to the above terms and conditions.

/ /
Account Holder’s Signature Print Name Date

No, | am not interested in establishing an account and therefore understand that full payment for dental care services is due at the
time of appointment.

Signature Print Name Date

EFFECTIVE 6-1-2010



ASSOCIATED DENTAL CARE PROVIDER, P.C.

GENERAL CONSENT

Patient Name: Date:
Account #:
I hereby authorize my dentist Dr. and whomever he/she may designate

and his/her associate, assistants and/or hygienists, to perform upon me/my child those dental procedures
which we have discussed, and I have accepted in the treatment plan. If any unforeseen condition arises in
the course of these designated procedures requiring, in their judgment, procedures in addition to or different
from those now contemplated, and after appropriate discussion, I further request and authorize whatever
he/she deems advisable. I consent to the treatment plan [ accepted after having been advised on any
alternative treatment available.

[ have been informed and fully understand that there are certain risks in any treatment. These risks include
but are not limited to:

Post treatment pressure, temperature sensitivity, pulpal inflammation, pain or throbbing.
Fracturing of new restorations due to early biting pressures,

Tenderness of abutment teeth after crown preparation and cementation,

Tenderness of tissues under removable appliances,

Post surgical pain, throbbing, swelling, bleeding, re-infection and root fracture during surgery.
Fracturing of files or coronal portion of a tooth during and following endodontic procedures,
Sensitivity of teeth and/or tissues after routine prophylaxis and scaling and root planing.
TMD — jaw pain or tenderness of jaw joint.

Nerve disturbances (e.g., numbness in mouth and lip tissue). These complications may be
temporary or permanent.

[ further consent to the administration of any drugs that may be deemed necessary in my/my child’s case,
including, but not limited to:

e Local anesthetics, antibiotics and analgesics.

I understand that there is an element of risk inherent in the administration of any drug or anesthétic. This
risk includes, but is not limited to the following complications:

e  Adverse drug reaction (e.g. allergic reaction), cardiac arrest, thrombophelebitis, (e.g. irritation and
swelling of a vein), aspiration, pain, discoloration and injury to blood vessels and nerves which
may be caused by injections of medications, drugs or anesthetics.

[ have been given the opportunity to discuss these complications and a more complete explanation is
available to me upon request from the Doctor.

I am aware that, even though there are these complications and risks, my/my child’s treatment is necessary
and desired by me. I realize that the practice of dentistry is not an exact science and I acknowledge that no
guarantees have been made to me concerning the results of the procedures.

Date Patient / Parent / Guardian Signature Witness
Y
A

L

3/1/2005







