Today's Date:

Name:
Last

Home Phone: Include area code Business/Cell Phone: Include orea code

( ) ( )

Address:
| Mailing address

QOccupation;

City: State: Zip:

Height; Weight; Date of Birth: Sex: M F

Emergency Contact:

Relationship; Home Phone: includecreacode  Cell Phone: Include area cade

() )

Fyouare completing this form for anothar person, what is your @éticnship to that person?

Your Name

Relotionship

Do you have any of the following diseases or problems:

{Check DK if you Don't Know the answer to the the question)

e o T B o e L i e B L

Persistent cough greater ti’zan a 3 week duration ...

DT e I OEIRIEE S MEINL tove oottt e s s S5 o0 S A A e S A S TS

Been exposed to anyone with tuberculosis ... B

| If you answer yes to any of the 4 items above, p!ease stup and return t!'ns ferm to the recept!omst.

| Do your gums bleed when you brush or floss? ..o s
Are your teeth sensitive o cold, hot, SWEets or Pressure? .......ocvoenniicnenns
R v T L OO O
| Have you had any penodantai G TSRS T s somss st At

Havye you ever had orthodontic (braces) treatment? ...

Have you had any problems associated with previous dental treatment?.........
1 Is your home water supply ﬂuor:dated? -
1 Do you drink bottled or filtered Water?. ...t

| F yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY

Are you currently experiencing dental pain or discomfort?...

Yes No DK

58 S 5 8 v
i i i s o e

o
-~

| Do you have earaches or neck pains?...
t Do you nave any clicking, popping or discomfort in the;aw?
E Do you brux or grind your teeth? ...

| Do you have sores or ulcers inyour mouth? ... ... ..
| Do you wear dentures of Partials? ... rreeenns s sesseseemssersearecens
| Do you participate in active recreational aCEVIEES? ..o

Have you ever had a serious injury to your head or mouth? ....ooovciienne.

gopoooooo §
oopoooo BE
noDnoooo

I Date of your last dental exam;
What was done at that time?

Date of last dental x-rays:

Physician Name:

Address/City/State/ Zip:

Yes No DK

Yes No DK
Have you had a serious iliness, operation ar been hospitalized
inthe past 5 years7

"If yes, what was the illness or probiem'-‘ ]

Are you taking or have you recently taken a;§ Bfescripticn
or over the counter medicine(s)? ...,

Are you in good health? .. ......c.........

:LHas there been any change in vour general heal%h wnthln the past year?

f yes, what condition is being treated?

- | Date of last physical exam:

; If 50, please list all, including vitamins, natural or herbal preparations
. and/or dietary supplements:




vk (X) ;?éa‘:_rféqu[_ > you have or have. not had any of t&ek{lcwlngdiseasesbrp ems. .

i ‘-[{ Check DK if you Dan’t Know the answer to the question) Yes No DK | Yes No DK
Do JOU Wealh CONTAEE IBHSEST .. v s menene 1. 3 0 | Doyouusecontrolled substances (drigs)? i mmmim s L 0 0
| Joint Replacement. Have you had an orthopedic total joint | Doyou use tobacco (smaking, snuff, chew, Bis)?........c.vcmmciimsn 1 L1 LI
o) (hip, knee, elbow, finger) replaCEMENt? ... sl 0 0 lf_so. how interested are you in stopping?
Dater__ [fyes, have you had any complications? 'Lffd(f mﬁiOMEﬂHAT/ 'SF}T}NTERESTED TR,
| Are you taking or schaduled to begin taking an antiresorptive agent i Do you drink alcohalic beve-sr ges? ... N
| (like Fosamax®, Actonel®, Atelvia, Boniva’, Reclast, Prolia) for | If yes, how much alcohol did you drink in the last 24 hours?
* | 05teoporosis or Paget’s diSEase? ... s (1 1 O | 1F yes, how much do you typically drink i o a week?
. | Since 2001, were you treated or are you presently scheduled to begin | WOMEN ONLY Are you: ; : 2
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA) Eh :
! for bo'ne pain, hyper;alcerpia or skeletal compl?_cations risul'ting from = B B f'NumbEr.of e . S
Paget's disease, multiple myaloma or metastaticesneer? 0 | Taking birth cohtrol_pilfs_-- e replacement?
Date Treatment began: i Mutsing?
1 E!ergies. Are you allergic to or have: yéu had a reaction to:
To all yes responses, specify type of reaction. Yes Mo DK Metals
| Local-anesthetics [ 2 i | Latex (rubber)
| Aspirin OO0 0O ledine
i Penicillin or other antibiotics A B Hay fever/seasonal
Barbiturates, sedatives, or sleeping pills 000  Animals
- Sulfadrugs G CO  Food
| Codeine or other narcotics O 00 Other

.' Piease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
- 7- ";,:;}Eﬁcia; (Pm’;};;ri@ heart valve... S L _....m.."_________D_= Autoimmune disease........... & [0 O GIFHEENTE nsseamammmamsss B 15 33
Previous infective endocarditis... [0 | Rheumatoid arthritis.... ... & [ O  Hepatitis, jaundice or

liver disease...

Damaged valves in transplanted heart ... O O 0O Systemic lupus ' ooao
Congenital heart disease (CHD) Srytheinatosi ood Epilepsy onoano
Unrepaired, eyanotic CHD 0on Asthma....ccoooive. [0 01 [0 Fainting spells or seizures..... 0 O [
Repaired (completely) in last 6 MONths ..o 1 [ 3 L e I E N?;Z?g;;zlﬁjprdeﬁ"""""" oo
Repaired CHD with residual defects . im0 O | Ernphysema. ... 000 Sleen disorder Ooo
et SRS SO E—— . e o) SHUS TRUBRE sy O I3 B . e
.| Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberadosis......... O T O Do you SNore?.......coocovevveen. aooano
1 forany other form of CHD. Mental health disorders.......... B = R
: Cancer/Chemotherapy/ n
Radiation Treatment 3 iy
adia SN ]
Yes No DK Yes No DK o - ooo Recurrent Infections .............. ooo
Cardiavascular disease....... 01 O O  Mitral valve prolapse.......... 00 00 O Chest pain upon exertion....... O = Type of infection:
L ANGINE. . (0 0 Pacemaker o, 01 O 03 Chronic pain oo 00 O Kidney problems......cccccceee. O O O
Arterioselerosis. ... 3 0 [ Rheumaticfever........... O 0 {7 Diebetes Typelorlloowe IO O ioht sweats .o, 0 0O O
* | Congestive heart falure....... 0O 0O O Rheumatic heart disease. ... 0 0O [) Eetingdisorder...oo. O O O osteoporosis..oo. 0 01 03
* | Damaged heartvalves...... 0 O O  Abnormal bleeding............. [0 [ 0  Malnutrition oo T O O persistent swollen gland
| Heart attack ... i3 B SAnedhiig.... .. O OO Gastrointestinaldisease...... 0 O [0 inneckermnmpmnnna,. O O O
_ N Severe headaches
Heart murmur._...... O OO Bloodtansfusion. ... [0 0O GE Reflux/persistent N . m%;rarine;a / Oooo
Low blcod prassure oo 0o IFyes, date: heartburn... 0od RN
: pre RS- WONI 0 - : oo o Severeorrapid weightloss... O O OO
°| High bload pressure O [0 o Hemephilia..o . O O3 Ulcers ' t i 4
- Hig p sssaseriuss 1ok ) i . Sexually transmitted disease.. O O O
T L Bl ot ooo
f hearbdefonie. . DT EE D Al H O Sweken o o B TSSSNEOINGUON we

Has 2 physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ...

| Name quéﬁysician or dentist rnaking'ré(commendatioﬁ? )

i Do you have any disease, candition, or problem net fisted sbove that you think | should knaw aBoUL? ..o oo OO O

G Please explain:

'| NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

i certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my

| dentist and his/her staff will rely on this informaticn for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
Fwili not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or amissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardiar: - Date:

. | Signature of Dentist: Date;

- o e . = e = e iaa s

FOR COMPLETION BY DENTIST
Comments:




FINANCIAL POLICY
The following is a statement of our financial policy. A copy of this policy will be given to you if requested.

e Full payment is due at the time of service.
e For your convenience we accept, Visa, MasterCard, Discover, American Express, CareCredit,
personal checks and cash.

REGARDING INSURANCE ASSIGNMENT

Contact your insurance company to make certain that you have an understanding of your dental
coverage. Most insurance companies pay only a portion of dental treatment. If you have a dental
procedure done outside this office it will impact your yearly maximum and insurance payments to us.

e Asa courtesy to our patients, we accept assignment of insurance benefits, however, your
insurance co-payment (patient portion) is due at time of service.

® The patient must assume full responsibility for any fees not covered by their insurance. Your
balance is your responsibility, whether your insurance company pays or not.

e Your insurance benefit is a private contract between you and your insurance company.
Wilbraham Family Dentistry is not a party of that contract.

e The insurance payment estimate provided by this office is a guideline.

e We cannot bill your insurance unless you provide all insurance information.

MISSED APPOINTMENTS

When you do not call to cancel an appointment, you may be preventing another patient from getting
much needed treatment.

® No charge will be made for rescheduling or cancelling appointments provided 24-hour notice is
given.

e Ifless than a 24 hour notice of cancellation or a no-show for an appointment, patient may be
subject to a $50 fee. Fees are the patient’s sole responsibility and must be paid before your next
appointment.

* Ifa patient is more than 15 minutes late for an appointment, the appointment may have to be
rescheduled if there is not enough time to complete the procedure.

| certify | have read, understand and agree with this policy.

Signature: Date:

85 Post Office Park, Suite 8503, Wilbraham, MA 01095  Phone: (413) 596-3881 = Fax: (413) 596-3883 www.wilbrahamfamilydentistry.com



Dental Insurance Information

Name of person carrying primary DENTAL insurance:

Birth Date: Employed by {or Retired from):

Employer’s Address:

Primary Dental Insurance Company: ID#/SS#: = Group #:
{F you have a second dental insurance policy, please fill out the following:

Name of person carrying Secondary Dental insurance:

Birth Date: Employed by (or Retired from):

Secondary Insurance Company: . ID#/SS#: Group #:

Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon
reimbursement from patients for the costs incurred in their care and financial responsibility on the part of each patient must be
determined before treatment.

All emergency dental services or any dental services performed without previous financial arrangements must be paid for at the time
services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is
personally responsible for payment of all dental services. This office will help prepare the patient’s insurance forms or assist in
making collections from insurance companies and will credit any such collections to the patient’s account. However this dental office
cannot render services on the assumption that our charges will be paid by an insurance company.

T understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient
examination.

In consideration for the professional services rendered to me by the Doctor, I agree to pay the reasonable value of said services to said
Doctor or his assignee at the time services are rendered or within five (5) days of billing if credit shall be extended. I further agree
that the reasonable value of said services shall be as billed unless objected to, by me in writing within the time for payments thereof. |

further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or
condition and I further agree to pay all costs and reasonable attorney fees if such be instituted hereunder.

1 grant my permission to you or your assignee to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date Relationship to patient

Signature of patient, parent or guardian

Date Relationship to patient
Signature of guarantor of payment/responsible party

85 Post Office Park, Suite 8503, Wiibrah;am( MA 010385 = Phone: (413) 586-3881 * Fax: {413) 596-3883 * www.wilbrahamfamilvdentistry.com
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Authorization to Share Medical Information

Your Right to Medical Information Confidentiality Under HIPAA

HIPAA (Health Insurance Portability and Accountability Act of 1996) states if you are 18 years or oider,
you have the right to strict confidentiality regarding your visits to Wilbraham Family Dentistry, LLC. In
order to release any information including the date or nature of your visit, Wilbraham Family
Dentistry, LLC must have your signed consent and specific directions about what information you are
consenting to be released. Without written consent, Wilbraham Family Dentistry, LLC cannot release
or discuss any infarmation relating to your visit with anycne not directly related to your case. In
addition, you have the right to revoke this authorization at any time. Revocation will be effective
when Wilbraham Family Dentistry, LLC receives written notice that this authorization has terminated. A
copy of this document will be kept in your health record.

Patient’s name: {please print)

Date of Birth: / f

In signing this authorization to release my protected health information, | acknowledge that | have read
and understand my rights to medical information confidentiality and authorize Wilbraham Family
Dentistry, LLC to discuss health issues with the following listed individuals:

Relationship:

Relationship:

Relationship:

Signature/Date

85 Post Office Park, Suite 8503, Wilbraham, MA 01095 » Phone: (413) 506-3881 = Fax: (413) 506-3883 « www.wilbrahamfamilydentistry.com



RELEASE OF RECORDS REQUEST

I hereby request all dental records, including radiographs, daily treatment notes and
contact information, from the office of:

Please send my records to:

Wilbraham Family Dentistry
85 Post Office Park, Suite 8503
Wilbraham, MA 01095
Phone: 413-596-3881

X-rays may be emailed to info@wilbrahamfamilydentistry.com

Signature of Patient:

Patient’s Name (print):

Address:

Date:

B85 Post Office Park, Suite 8503, Wilbraham, MA 01085 « Phone: (413) 596-3881 « Fax: (413) 586-3883 » www.wilbrahamiamilydentistry.com



