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 Infonnation (CONFIDENTIAL)V Date

Nume Birthdate ... .. - Hrm!ré? Phone _____ -
il Zi

Address City Pl o
Email Cell Phone
Check Appropriate Box: OMinor Single  CManvied U Divorced U Widowed [ Scpamlﬁ% / Bl Part
If Student, Name of School/College City Prov OTime O Time
Patient or Parent/Guardian’s Employer Wark Phone :

) - ] State/ Z;%
Business Adcdress City Prov. PC.

Spause or Parent/Guardian’s Name Employer Work Phone

Whom may we thank for referring you?
Person to contact in case of emergency Phone

RKSPOHSible P arg/ Relationship

Name of Person Responsible for this Account {o Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate Financial Institution
Employer WolkPhone —_ SS#SIN
Is this person curvently a patient in our office? [ Yes CINo

For your convenience, we offer the following methods of payment. Please check: the option you prefer: Payment in full at each appointmert.
U Cash U Personal Check Credit Card O VISA O MasterCard T Iwish to discuss the office’s payment policy.

P U Discover [} AMEX
Insurance Information g3
Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Unionor Local#___________ Work Phone ___

! . gawf %;%
Adress of Employer City oy, LE
Insurance Company Group# Policy/ID# :

iate/ /
Ins. Co. Address City Ti‘lgv i i% :

How much is your deductible? ________ Howmuch haveyouused? ___ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? Ll Yes CiNo IF YES, COMPLETE THE FOLLOWING:

Relationsht
Name of Insured to Patient ?

Birthdate i Date Employed

Name of Employer Union or Local# 2 Wo:r'k‘Phoue y
Address of Employer City gfgf" % %

Insurance Company Group# Policy/1D# :
Ins. Co. Address City o %Hsz
How much is your deductible? __________How much have you used? Max. annual benefit

Over Please

¥ Y VWY WY VYT PV Y

v
w
w
"
w
w
w
w
w
w
L




L BB NN BS
Patient Medical History

Respiratory Problems .............
Mitral Valve Prolapse......
Other

AIDS or HIV Infection.....
Thyroid Problem ...
Acid Reflux ...........

Patient Dental History

Name of Previous Dentist and Location

Sexually Transmitted Disease
Stomuch Troubles / Ulcers
OSLEOPOTOSIS. ..o srevseeieniesnens

OO0
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CoO0

Date of Last Exam

-
~
w
Z
=]

1. Da your gums blced while brushing or flossing?.... 8. Do you have Jrequent headaches? ..

2. Are your teeth sensitive to hot or cold liquids/foods?

3. Are your teeth sensitive to sweet or sour liquids/foods?

4. Do you feel pain to any of your teeth? .......eeverens

5. Do you have any sores or lumps in or near your mouth?
6. Have you had any head, nech or jaw injuries? ....coooooovoieceeee.
7.

Have you ever experienced any of the following
problems in your jaw?

=
L 9.Do you clench or grind your teeth
L. 10. Do you bite your lips or checks frequently? ..
L 11 Have you ever had any difficult extractions
Cl in the past
L1 12. Have you ever had any
following extractions? .....ovoereciiereenrnnns
13. Have you had anv orthedontic treatment? ...

(T

prolonged bleeding

O00F

oo

Do0o#

' Physician Office Phone Date of Last Exam '
Yes No Yes No

1. Arve you under medical BEQtMENt ROW? oo cecereescscsessssiernenss L L] 9. Are you wearing _"j”"’f“" ';'"j:““g? """ P -
2. Have you ever been hospitalized for any . mf"“}?;"nﬂ%‘ a3 ('m L-‘:' Exlory ;umb tothe folowing; 0O

' surgical operation or sevious illness within the last 5 years? .......... L} % ACASEVIESYIRLCS N NOVOBUL . vy ciciwsspusssucsisey ] |:. '
2 : Penicillin or any other Antibiotics ..........c.covvvvevinne. L |
If yes, please explain SR IS i ovississsisrmotistysas s s ssissvasssaas i B
i Barbiturates S0 11 508 P

' 3. Are you taking any medication(s) g e Ssda!i\-e.; .................................................. e 27 IS | '
including non-prescription medicine?... - e | L 1y =
gl ves, what medication(s) are you taking? Aspirin L.

' Any Metals (c.g. nickel, mercuny. etedoeeninnciinenn = Ol '
4. Have you ever taken Fen-Phen/Redix? c....evvvceccciciiciicivncncann O O Latex Rubbcr.._...\ ----------------------------------------------- 01 (0

B 5. Have you ever taken Fosamu, Boniva, Actonel or any cancer ”%‘j""' (1;15“5" h-“"_ g T

R L i 3 i o . Do you have a porsistent cough or thiat clearing not
' . g:ﬂ:,ﬁlﬁ‘;gm;;::;?:;"g bisphosphonates? oo.ooocvvcecevev s E , assoeiainl ik c o s Uasting wiore i S oeEh R 08 i '
Xk Al A = 12. Women Only: e

7 Doy usé controlled substances = @ Are you pregnant or think you may be pregnant?...... — O

' .- DY AreYOURBISINGD ovcusiomivuibahopritatsioiioslinsmepsie ; ; 0 '
8 Do you have or have you had any of the following? ) Are you taking oral Conraceplives? e [ T |
Yes  No Yes  No Yes No
High Blood Pressure.. J L] Heart Disease...... L__‘i L1 Chest pains...... @ 0

' Heart Attack........ Q i Cardiac Pacemalker .. L [ Easily Winded G --£] '

B Rheumatic Fever L Heart Munmur......... O O swoke.. C O
Swollen Ankles...... Ly Ld-Anging,. oo LD Hay Fever / Allergies B3

' Fainting / Seizures Lr:} ;! Frequently Tirec D 'm e e % e B '
ASTAME . ovseinesossinrais g Anemid .............. L;J Ll Radiation Therapy... = T
Low Blood Pressure...... Lt L1 Emphysema. L] : - i
; : mERR - ™~ Glaucoma.............. !
Epilepsy / Convulsions. Ly Cancer. oLl Rrcont Wikt Toss 5] =it

' LeUREMIN covvvsisiiciviatioiin L L1 Arthritis G N Liver Dis e 0 '
Diabetes..........oo.... LJ j Joint Replacement or mplant....... ] L] Hl't' 'I'M?!L' """ 0
Kidney Diseases. L Hepatitis / Jaundice......... ] Eayt TONNE O
O

w O A

Uso O

IR L s vssivmaunsinspossasnassnssdissncasnsehod s aResa sss e E [: i: 14. Do ypu wear dentures or partials?.............
Pain (joint, ear, side of face).......... [ If ves, date of placement
Difficulty in opening or closing J p 15. Have you ever received oral hygiene instructions

i

Difficulty in chewing.............. regarding the care of your teeth and gums? .
I i 8 o J) b

16. Do you like your smile? .......oococmrvucirecmmunnnc.

|n)

0

Authorization and Release

I certify that 1 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. 1 authoerize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Denial cave to thind party payors
:lm;:fur health practitioners” I authorize and reguest my insurance company to pay directly to the Jcrz!f.ﬂ or dental group insurance benefits
otherwise payable to me. T understand that my dental insurance carrier may pay less than the actual bill for services. 1 agree to be responsible
for payment of ull services rendered on my behalf or my dependents. i

X
Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

2 28 48 28 €8 2 %2 8 8

4 3 2 2 2 =%

Date

Signature

Pattgrson 1-800-837-1140 #70281568



Alpine Dental Associates, PC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES .

- **You May Refuse to Sign This Acknowledsément**

1, ’ , have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

Please name any specific family member or friend (please specify relationship as well) who you
give permission to discuss your treatment with, if any:

Signature ' . Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be cbtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

oooo




Alpine Dental Associates
Thank you for choosing our office! Our primary mission is to deliver the best and most comprehensive
dental care available. We are committed to providing the best doctor-patient experience possible.

NO-SHOW/CANCELLATION POLICY:

Appointments made are times reserved especially for you. IF YOU MUST CHANGE YOUR
APPOINTMENT, WE REQUIRE AT LEAST 24 HOURS' NOTICE TO AVOID A POSSIBLE $25
CANCELLATION FEE. (Emergencies are an exception.) IF YOU ARE SCHEDULED AND DO NOT CALL
OR COME TO YOUR APPOINTMENT, YOU WILL INCUR A $50 FEE. Initials:

STANDARD OF CARE:

At your first visit, our dental professionals will take a full mouth series of x-rays. Every 12 months after
that, another set of x-rays including, but not limited to, bitewing and periapical films will be taken. This is
to ensure your oral health remains in optimal condition. Initials:

PAYMENT POLICY:
WE REQUIRE PAYMENT AT THE TIME OF SERVICE UNLESS OTHER ARRANGEMENTS HAVE
BEEN MADE. You may choose from the following payment options:

e Pay in full via cash, check, credit card, or Care Credit.

e Accounts are considered delinquent if a payment has not been made within 90 days. After 90
days, accounts will begin accruing interest of 2.0% a month. You agree, in order for us to collect
any amounts you may owe, we may contact you by any telephone number associated with your
account. We may also contact you by sending text messages or emails, using any email address
you provide to us.

e Please Note: A $35.00 fee will be applied for all returned checks. Initials:

For Patients without Insurance:
e Payments made in full at the time of service will receive a 5% discount for fees in excess of
$200.00. Senior Citizens will receive a 10% discount for fees in excess of $200.00.
Initials:

PATIENTS WITH INSURANCE, READ CAREFULLY:

e As a courtesy, we do bill directly to your insurance company. However, it is your responsibility to
know and understand what your insurance will and will not cover. Since we are committed to
providing you with the best care possible, we do not allow insurance companies to dictate your
treatment. We will work with you to the best of our ability to ensure you are getting the most out of
your dental benefits. Any questions or comments regarding your benefits should be directed to
your insurance carrier. (PLEASE INITIAL: )

e | UNDERSTAND AND AGREE THAT ALPINE DENTAL ASSOCIATES DOES NOT
REPRESENT MY DENTAL INSURANCE COMPANY AND CANNOT MAKE ANY
REPRESENTATION OR WARRANTY THAT MY DENTAL INSURANCE COMPANY WILL
COVER ALL, OR ANY PORTION OF THE DENTAL SERVICES PROVIDED TO ME. |
FURTHER UNDERSTAND THAT | AM RESPONSIBLE FOR ANY AND ALL AMOUNTS NOT
PAID OR COVERED BY MY DENTAL INSURER. | REALIZE THAT MY BALANCE WILL BE
THE DIRECT RESULT OF AMOUNTS REMAINING DUE TO DEDUCTIBLES, COINSURANCE,
AND AMOUNTS NOT PAID BY MY DENTAL INSURER DUE TO EXHAUSTION OF BENEFITS.
(Please Initial: )

****If you have any questions, please do not hesitate to ask!****

Patient, Parent, or Legal Guardian Signature: Date:

Patient Name: (Please Print.):
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