Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Patient #
. . SS#/SIN
Patient Information (coNFIDENTIAL Date
Name Birthdate Home Phone
, State/ Zip/
Address City Prov. PC.
Email Cell Phone
Check Appropriate qux: CMinor [Single  [Married U Divorced [ Widowed DSeparagigl &/ Fll _ Pan
If Student, Name of School/College City Prov. OTime U Time
Patient or Parent/Guardian’s Employer Work Phone
' i i State/ Ipé

Business Address City Prov. PC:
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referving you?
Person to contact in case of emergency Phone
Responsible Party e

Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ____ Financial Institution
Employer Work Phone SS#SIN

Is this person currently a patient in our office? U Yes LINo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

U] Cash U Personal Check Credit Card J VISA [ MasterCard U1 wish to discuss the office’s payment policy.
Insurance Information -2
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer U'nion orlocal#. "~ "~ - \é\{gi{/ Phone v
Address of Employer City Prov. ELC.
Insurance Company Gtoup# gct)cllit?/’/lD# Ze7
Ins. Co. Address City Prov. PC.
How much is your deductible? How much haveyouused? _____ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes O No IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#_____ Work Phone

_ State/ Zip/
Address of Employer City Prov. PC.
Insurance Company Group# Policy/ID#

) Stateé/ Zip/
Ins. Co. Address City Prov. PC.
How much is your deductible? How much have you used? Max. annual benefit

Over Please
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-, Patient Medical History r
| = Physician Office Phone Date of Last Exam "' ,
s, BEBH
Lo 1.Areyou under medical treatment nOW?...........oc.oveveveenrivnensennen EAPE JOU WEATING COMMACCIENSES Kivin v svsrivit OV snovnf t
! = 2. Have you ever been hospitalized for any Il.fne ﬁ%ﬁc?mﬁa%ﬁj Mdary;ma:onstot}wjoﬂawmg? EVer E
| surgical operation or serious illness within the last 5 years? .......... g d e .”-n ey ;.g. R e N T 0 V‘Eﬁl
Ifyes, please explain SPC';CIDM or any other Antibiotics ...................c....... 0 % £
- - « WA LINUPS i ovsae eavemTesss¥ihnsn o nnsast Bosdurnivnitoeson s E
E : — Barbiburates lsher i S UME IR e ie ST VN5 S R |
L~ 3. Areyou taking any medication(s) Sedatives 0O [ ™
including non-prescription medicing?.........ccccoeoevvveveiinniniiinnnn: [ i) bootogmn & e B R SR R S s EIab E 1
[ i: Lot nediation® ey taking? ASPAPIN 02 2 st b s i s Y T
’ 4. Have you ever taken Fen-Phen/Redux? ...........cccccouvieiiiniiivininnns ] 1] ?:{ochgttjﬁlspeg.g. hickel, mercury, €t6) .....c.ovisrivecians. % % :«}
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Other (please Ilst) """"""""""""""""""""""""" =N
N3] s e i A0 0O 12 Dot oot g ;i.
b s 3 ; Eligil] associated with a known illness (lasting more than 3 weeks)?..... g il
in the last 24 hoturs g dainieitim dismsamthsitntstsrmunt wE 13. Women Only: E
» 7. Do you use tobacco? .........cvvvuencen.. ; : ;i 5 O 0
b 8. Do you use controlled SUBSLANCES?...............eeveverioecreesessee e Lail] M oredong regan. on Shinkgon may be prenatioans EFSEL
=9 Do’you have or have you had any of the following? RS e 0 JF¢)
Yes No Yes No Yes No
: High Blood Pressure........................ O O Heart Disease.....ooweooeruce Elte [ s ChostPaing ol s i s <)
’ Heart Attack U O  cardiac Pacemaker ... R Easily Winded 0. t‘]
Rheumatic Fever L) O Heart Murmur.......oooooocoe B M S0 T Sty el s E 1% 3] =
(¢  Swollen Ankles..........coocccnonnnnene [5a] Angindiilaldaiandiia sl ) O  Hay Fever/ Allergies......oocc.. - [ i
{ = Fainting / Seizures 5w B Frequently Tired .... O] O  Tuberculosis........ [ |
Asthmd.......cooeonunnene R s e i [J [  Radiation Therapy [ E
 Low Blood Pressure..... gl O O  Glaucoma.....oor.... Elds |
» = Epilepsy / Convulsions. % g % % Recent Weight Loss g % .
s  Leukemia............... Liver Disease............... =
Digbetes:s ot s Taas s i B Joint Replacement or Implant........ (1 [J Heart Trouble......cocooveeeeeerenn.. B = ]
. Kidney Diseases............cccccccuueueenn.. EpS T Hepatitis / Jaundice...........c.cccc.ccun... U Respiratory Problems ...................... OO
| = AIDS or HIV Infection.. o2 il s Sexually Transmitted Disease ....... J U  Mitral Valve Prolapse................... Bl E | 8
Thyroid Problem ..., U O  Stomach Troubles / Ulcers............ O O oOther R E ]
4
i~ Patient Dental History |
" Name of Previous Dentist and Location Date of Last Exam E 4
Yes No 4 Yes No ™~
E 1. Do your gums bleed while brushing or flossing?.........coweeun. [l 8. Do you have frequent headaches?............c...ccccooonurcunncren. Gl -t
‘= 2. Are your teeth sensitive to hot or cold liquids/foods? ............... L35k 9. Do you clench or grind your teeth?...............cccooeoeenen..... BN =
3. Are your teeth sensitive to sweet or sour liquids/foods?............. L) 0O 10 Do you bite your lips or cheeks frequently? ..................... ] 5 E,.J
{2 4. Do you feel pain to any of your teeth? .........cccoovveiimerrecionrrrrcinn. U O 11.Have you ever had any difficult extractions
?; 5. Do you have any sores or lumps in or near your mouth?.......... O o T e AR o S o o S B e R 2 e T
6. Have you had any head, neck or jaw injuries?.............c......... ESA P Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Sollowing extractions?..........cooeeccerevoeonmrmeeonsreeeneceeseeenen, Bl
& problems in your jaw? 13. Have you had any orthodontic treatment? 9] I e 11
| RN e e L e e i o I S Do you wear dentures or partials?.............ccuue.... e EISE J
Pain (joint; ear; side of face).:..cuiiisimmmmsamsissinsssision Ll If yes, date of placement .
e Difficulty in opening or closing.... O O 15 Have you ever received oral hygiene instructions |
Ls Difficulty in CREWING ........co.cooerereeecesccevesiencereeiis e L[] regarding the care of your teeth and gums? .. E]} % = l
. . 16. Do you: like YoUrsSmile?..vivuliusimsmtomhiamio b E
Authorization and Release ;

i j I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.

I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the E
diadgnosis and the records of any treatment or examination rendered to me or my child during theferiod of such Dental care to third party payors =
. and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits i
= otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. | agree to be responsible |
[‘é for payment of all services rendered on my behalf or my dependents. )
- X -@J
[' = Signature of patient (or parent/guardian if minor) Date

‘?zmvl i

Doctor’s Comments

Wy
|

Signature Date
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A GHAREEB DENTAL GROUP AFFILIATE

.\?eéect Dental

Financial Policy

Welcome to our office. It is our hope that you will understand that our financial and billing policies are necessary
to maintain vital dental health care to our patients and the community. The following are our office's current
financial policies that may be changed at any time without notice.

Insurance

We will bill all PRIMARY insurance carries and any SECONDARY carries for our patients. Please provide us with
complete and accurate insurance information, as well as any changes of address, telephone number or employer.

Co-Payments and Deductibles

Co-payment and deductibles will be collected on the day of your appointment. All insurance companies require that
the doctor collect co-pays and deductibles from the patient. Payments can be made with cash, check, VISA,
MasterCard, Discover, American Express and Care Credit.

Your insurance coverage is a contract between you and your insurance company. You are responsible for
payment of your account. If you have questions regarding the insurance payment, it is your responsibility to

contact your carrier. The “usual and customary charge” is the amount paid by the insurance company and is
determined by their budget. This DOES NOT reflect the actual charge for a particular procedure.

NON-Insured
Payment is due at the time of treatment.

If you have any question about these policies, please contact us at (304) 453-6765, Monday- Thursday 9:00am to
5:00pm. You are important to us and we want to do everything we can to make your visit a pleasant experience.

I have read and understand this financial policy.

I understand that my insurance coverage is a contract between the insurance carrier and myself, and I
agree to accept financial responsibility for payment of charges incurred.

Signature Date

(parent or guardian if patient is a minor)




A GHAREEB DENTAL GROUP AFFILIATE

DSelect Dental

PATIENT CONSENT

I give this practice/clinic my consent to use or disclose my protected health information to carry out my
treatment, to obtain payment from insurance companies, and for health care operations like quality reviews.

I have been informed that I may review the practice/clinic's Notice of Privacy Practices (for a complete
description of uses and disclosures) before signing this consent.

I understand that this practice/clinic has the right to change their privacy practices and that I may obtain any
revised notices at the practice/clinic.

I understand that I have the right to request a restriction of how my protected health information is used.
However, I also understand that the practice/clinic in not required to agree to the request. If the practice/clinic
agrees to my requested restriction, they must follow the restriction (s).

I also understand that I may revoke this consent at any time, by making a request in writing. Revocation of this
consent is only applicable from the date of revocation forwards and cannot be applied to past information used or

disclosed.

I authorize and request my insurance company to pay directly to the dentist or dental group, insurance benefits
otherwise payable to me.

I certify that all answers on my health history and patient registration information have been answered accurately
to the best of my knowledge. I understand that providing incorrect or incomplete information can be dangerous to

my health.

T consent to the disclosure of my records (or my child's records) to the following persons who are involved in
my care (or my child’s care) or payment for that care:

Name (s):

Patient Print: Signature: Date:

If patient is a minor,

Parent/Guardian Print: Signature:
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