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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 ﬁ'our dental healthcare needs, please fill out this ’!orm
ave any questions or need assistance, please as

us -
we will be happy to help.

Patient #
. ’ SS#/SIN
Patient Information (conripenTIAL) Date
Name Birthdate gg?;;: Phone i
Addbress City Prov. P% .
Email Cell Phone

Check Appropriate Box: [IMinor [ Single [UMarried [ Divorced

UWidowed (U Separated

State/ Full Pant
If Student, Name of School/College City Prov, OTime O Time
Patient or Parent/Guardians Employer Work Phone
. . State/ Zip/
Business Address City Prov, PPC .
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party -
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? [ Yes

ONo

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

U Cash [ Personal Check

Insurance Information

Credit Card TJVISA [ MasterCard

L3 1 wish to discuss the offices payment policy.

Relationship

Name of Insured to Patient

Birthdate SS#/SIN Date Employed
Name of Employer U'nion or Local# g&t"ourzz/Phone Z,;p/
Address of Employer City Prov. ’C.
I e Compan Grou Policy/ID#

nsuranc pany ' p# ?’tatey %}El
Ins. Co. Address City TOV, e,

How much is your deductible?

Hew much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE?

[ Yes ONo

IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Urlion or Local# g\:zglcg/?hone ZPiPC/
Address of Employer City Prov. 46
Grou Policy/ID#
Insurance Company | pH. tate)/’ Z},U/
Ins. Co. Address City TOV, *C.
How much is your deductible? How much have you used?. Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment ROW? ...............cvvvvvevvesreorseeoroe ) O 10 Areyou wearing contact 1enses? .........ooorrvoreeee. O O
2, Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical Operaﬁon or serious illness within the last Syears_? __________ :l D Local Anesthetics (Cg NOVOCAIN) ...oovveeevrecrreeeorsreree l:l D
If yes, please explain Penicillin or any other AntiBIOtiCS .........ooevervcvvr e, g o
SulfaDrugs ............... SN s 2 D O U
3. Are you taking any medication(s) Barblfunu‘es . % %
including non-prescription medicing? ..................cco.cuunn S O O }Sgdd;x;ves 0 O
Y yes. what medicatibnte) are you takinig? ASPITINLcc.eves e esenes e e g O
4. Have you ever taken Fen-Phen/Redux? .............ccccomvrvmesivnesnnnns O g ﬂ’; MReutc}l)l;eEe.g. ickel, METUTY, €€ v U %
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer
medications containing bisphosphonates? ...............orcriciincnreeen O O 12 (I)}t:;;u(ﬁ‘:s:::r?ist ent cough or throat clearing nok
ARl e Vo v ol s 0O i g 0 O
5 . Women Only:
RSPt o S——— 0 0 Qmemgmoriinkounaybepegans .. 0 O
9. Do vou ha ha had the followine? b) Are you nursing? ...........coemvvrcnenneseseesssvssies e o g
: Do you have or have you had any of the following? c) Are you tahing oral contraceptives?..................co...... O O
Yes No Yes No Yes No
High Blood Pressure ... O O HenbDisease ... (3 1 Chest Pains ST I B
Heart Attack .............. 0 d Cardiac Pacemaker ............... [ ] Easily Winded .......cooeervcccvere. ([ [
Rheumatic Fever ... 0O O HeantMumur..oe. 0 0 Stroke oo [ L
Swollen Ankles ....... O O Angina ... . O O Hay Fever / Allergies . . O Od
Fainting / Seizures .. C O Frequently Tired .oooooooeee. 1 [0 Tuberculosis ..o, 01 O
ASTANG oo, O 0O Anemigaweoe. 3 O Radiation Therapy ..o, (1 O
Low Blood Pressure ... . 0O  Emphysema .. C O  Glaucoma ... O d
Epilepsy / Convulsions ... [ 0O Cancer .. () [0 Recent Weight Loss ... g
Leukemia ......ovvveeeviisee. ) 3 ARRRES oo [J ] LiverDisease ... g d
Diabctes -~ O O joint Replacement or Implant ...... (0 O HeanTouble ... g O
Kidney Diseases ......nee. O L Hepatitis/ Jaundice .o, 3 L] Respiratory Problems ... O Od
AIDS or HIV Infection ................. 0 d Sexually Transmitted Disease ...... O O Mitral Valve Prolapse 0O g
Thyroid Problem ... U O Stomach Troubles/ Ulcers .......... O & Other 0O d
. *
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.................... [J 3 8 Doyouhave frequent headaches?......occoruocneeec.. 1 (3
2. Are your teeth sensitive to hot or cold liquids/foods? ............... 0 O  9.Do youclench or grind your teeth?..........ooreceoocoocoe. [ 3
3. Are your teeth sensitive to sweet or sour liquids/foods?............ (J CJ 10 Do you bite your tips or cheeks frequently? ............... O d
4. Do you feel pain to any of your teeth?..............cccooecee. . ) ] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?........ [} [ I HHE PASI? ..o ssesessssnen e L) L]
6. Have you had any head, neck or jaw injuries?.................. [ [J  12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ..........cccc.ccoommmrriosmmeicnee. L1 [
problems in your jaw? 13. Have you had any orthodontic treatment?................ (] [
CUCRING oo, J 14 Do you wear dentures or partials? ...........evvere. L] 1]
Pain (joint, ear, side of face) .......... ! If yes, date of placement
Difficulty in opening or closing U] IS Have you ever received oral hygiene instructions
Difficulty in chewing ...........cccccvvvivvcrmer v | regarding the care of your teeth and gums? ................ [ ] [
16. Do you like your smile? ............coccooeceer.s .0 g

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
[ understand that providing incorrect information can be dangerous to my health. I authorize 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 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
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
Jor payment of all services rendered on my behalf or my dependants.

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

Doctors Comments

Signature Date




Dental Options, P.A. General, Cosmetic & Specialty Dentistry

11645 Biscayne Blivd. Suite 204 2999 NE 191 ST. Suite 804

North Miami, FL 33181 Aventura, FL 33180

Phone: (305) 892-2960 Phone: (305) 466-1804
ATTENDANCE POLICY

We appreciate the opportunity to be of service to you, we care about your dental health, and we want you to reach your goals. To get

the most out of your treatment, it is important that you attend all appointments as recommended. Missing appointments may make it
difficult for you to complete your treatment.

Same Day Cancellation / Broken Appointment Fee: We work hard to serve all who seek our care. We will allocate time specifically
for your appointment, therefore patients who fail to show or do not cancel 24 hours in advance will be subject to a $§ 25 broken
appointment fee which sometimes is not billable to insurance. Furthermore, any appointment with Specialists requires a $100 pre-
paid deposit which will be refundable only if such appointment has been cancelled with at least 24 hours advance notice.

Schedule Management: If you miss two appointments -and do not call to cancel - we may remove your remaining appointments

from the schedule. We know life can get in the way; however calling in advance to cancel helps us to manage your treatment plan and
enables us to serve others in need of our care.

TO CANCEL OR CHANGE AN APPOINTMENT PLEASE CALL OUR OFFICE PHONE NUMBER AT ANY TIME.
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FINANCIAL RESPONSIBILITY

1. All office fees are payable at the time that the service is started.

2. Patient’s dental insurance is a contract between the patient and the patient's insurance carrier. We will credit the patient’s account
with corresponding insurance payments upon receiving them, even if they exceed our initial insurance payment estimate.

3. Final payment for all charges is the patient's responsibility and/or his/her Guarantor's responsibility, even when our estimate of
insurance payments should be deemed incorrectly quoted or the insurance payments get reduced, delayed more than 60 days, or
cancelled at any time.

4. Patient and/or hisfher Guarantor will also be responsible for all collection costs of Patient's unpaid balances.

5. All refunds must be requested in writing and if granted, they could be subject to a 10% administrative fee.

| AGREE TO ABOVE TERMS & CONDITIONS

Patient Name: Guarantor’s Name:
(if Patient is a minor or a financially responsible guarantor is needed)

Patient’s and Guarantor’s Signatures Date
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ACKNOWLEDGEMENT OF RECE!PT OF NOTICE OF PRIVACY PRACTICES
(You may refuse to sign this acknowledgement).
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for (Patient Name)

this day of (Date) .A copy of this signed, dated Acknowledgment shall be as

effective as the original.

Please print your hame: Please sign your Name:

If you are the legal representative of the patient, please print the patient(s) name and describe your authority:

Thank you and if you have any questions about this form or the attached Notice, please contact our privacy officer.

Office Use Only: | attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not
because: []It was emergency treatment []Icould not communicate with the patient [ ] The patient refused to sign

[ ] Other (please describe) Signature of privacy officer




