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PATIENT’S NAME

Last First

CIRCLE THE APPROPRIATE ANSWER

A S
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23.

24.

I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

Reason for today’s visit:

How long since your last dental visit?

What was done at that time?

Was there any recommended dental treatment not completed? YES NO
Were dental x-rays taken? YES NO
When was the last time your teeth were cleaned?
Previous dentist’s name
Address

Phone
Have any of your teeth been lost or removed? YES NO
If yes, have they been replaced? YES NO
Do you clench or grind your teeth? YES NO
Are your teeth sensitive to: hot ___ cold ___ sweets ___ pressure ___
Does your jaw click or pop? YES NO
Do you have frequent head, neck, or shoulder aches? YES NO
Have you had any orthodontic treatment? YES NO
Does food frequently get caught between your teeth? YES NO
Do your gums bleed or hurt? YES NO
Are any of your teeth loose, tipped or shifted? YES NO
Do you feel your breath is routinely offensive? YES NO
Have you ever had gum treatment or surgery? YES NO
If yes, what was done and when?
How often and when do you brush your teeth? YES NO
Do you use dental floss? YES NO
How do you feel about your teeth in general? YES NO
Have you had any unpleasant dental experiences or is there anything
we have not covered in this form? YES NO
Is there anything else we should know about your health that
we have not covered in this form? YES NO

PATIENT’S SIGNATURE
DENTIST’S SIGNATURE

DENTAL HISTORY

Initial

DATE
DATE

Date of Birth
Please comment on all yes answers
in the space below.
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PATIENT’S NAME

Last First

CIRCLE THE APPROPRIATE ANSWER
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When was your last complete physical exam? (Date)
Are you under a physician’s care?........cooccoeeverienenienienienieeeeneenne YES NO
Are you taking any medications?..........coceveevenienenienienienieneeeene YES NO
Do you have any allergies?.........c.cceoerienernenenieninieneeieecereeneene YES NO
Are you allergic to any medications or substances?...........c..cecuc..... YES NO
Are you pregnant or suspect you might be pregnant?............c..c.c... YES NO
Do you use birth control medications?............ccceceveecuineenenennenne. YES NO
Do you have heart diSease?...........cccecueeeecuineeneneencneeeeeeeeeneen YES NO
Have you ever had rheumatic fever?...........c..ccccooiiiiinninicnncnnene. YES NO
Are you aware of any heart murmurs?.........c..cccceeveverieiiecceneneene. YES NO
Do you have a pacemaker or an artificial valve implant?................. YES NO
Do you have high blood pressure?..............cccoceeievinienicieneneennns YES NO
Do you have low blood pressure?..........c..cooeeeererienenieneesieneneenne YES NO
Do you have any blood diSorders?..........cc..cecevereenieneencnnenieneenncn. YES NO
Have you ever bled excessively?........cccoviviireriineenieniencniceneeene YES NO
Do you have any stomach or intestinal problems?............c.cccocceueene. YES NO
Do you have any liver problems?..........cccceceevieveivinenencencnennennen. YES NO
Do you consume alcoholic beverages?............ccceeereeveerenccncenncnnnn. YES NO
Have you ever tested positive for hepatitis?.........c..cccceeeereniecrennenn. YES NO
Do you have any kidney problems?............c.ccocerveeninieniniienieniennne YES NO
Have you ever had a venereal disease?...........c..cocceeuerveneenenennennnne YES NO
Have you ever tested HIV positive?.........ccccceevvieeiinienieceneencneenne. YES NO
Do you have any history of respiratory problems?.............cccccccouee.e. YES NO
Do you have asthma?..........ccoevueeiiiniiiiniininenccceceeeeeee YES NO
Do you have or have you ever had TB?.......cc.cccccoviniiviniinincnncnnnn. YES NO
Do you smoke, chew, or use other forms of tobacco?..................... YES NO
Do you have any hormonal problems?.........c..ccccceceevieneencneencnnenne. YES NO
A€ yOU A dIabetiC?...cc.eiiiiiiiiiiiiieieciet e YES NO
Do you have low blood Sugar?............ceceveeveinenicnienneneenenieiennene YES NO
Do you have any inflammatory diseases: arthritis, rheumatism?......YES NO
Do you have any artificial joints/prosthesis?..........ccccccevveevervcnnncnnee YES NO
Have you ever had a major surgery?.......ccccoceeeerieverceeneeieneneeneene YES NO
Do you have any complications with any forms of anesthesia?........ YES NO
Have you ever had radiation treatment or chemotherapy?................ YES NO
Have you ever had psychiatric or psychological treatment?............. YES NO
Do you habitually use controlled substances?..........c..cecveveeveruennnenne YES NO
Do you have any disease, condition, or problem not listed?............. YES NO
Is there anything else we should know about your health that we

have not covered on this form?...........ccccceviiiiinininininnices YES NO

Revision date
I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

PATIENT’S SIGNATURE
DENTIST’S SIGNATURE
Vital Signs

Initial Date of Birth

COMMENTS (Include date, details, initials)

MEDICAL HISTORY

DATE
DATE
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PATIENT INFORMATION
(Person being seen for visit)

NAME

Last First Initial

HOW DO YOU WISH TO BE ADDRESSED

CIRCLE: Single Married Divorced Widowed Minor GENDER: Male Female

Social Security # Date of Birth Age

ADDRESS—STREET

CITY STATE ZIP
PHONE: HOME WORK CELL Drivers Lic.#
BEST TIME TO CALL EMAIL

GUARANTOR INFORMATION
(Person responsible for the account)

NAME

Last First Initial
CIRCLE: Single Married Divorced Widowed Minor GENDER: Male Female
Social Security # Date of Birth Age

ADDRESS—STREET

CITY STATE ZIP
PHONE: HOME WORK CELL Drivers Lic.#
BEST TIME TO CALL EMAIL

EMPLOYMENT INFORMATION FOR GUARANTOR

NAME OF EMPLOYER ADDRESS

CITY STATE ZIP PHONE FAX
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Office Financial Policy

Welcome to Aspen Smile Family Dentistry. We are happy to have you as our patient and look forward to offering you
and your family the finest dental care available. We know that providing complete comprehensive dental services
includes discussing all treatment and financial information.

Before treatment is performed, we will discuss treatment and financial options. This will allow you to fully understand
your dental treatment, what to anticipate in fees, and allow you time to make the necessary financial arrangements.

Payment is due at the time services are rendered. For your convenience we accept cash, checks, Visa, MasterCard,
American Express and money orders. Payment plans and Care Credit may also be available to you.

Emergency clients, new to our practice, should expect to make a payment at the time of service. Once established as an
active patient, we will be happy to discuss other payment options.

Insurance benefits are determined by your employer, not your dentist. Your insurance policy is a contract between you
and your insurance company. Your insurance coverage and benefits are your responsibility. Insurance is not a
guarantee of payment; it often does not cover all the costs involved in treatment. As a courtesy, we will be happy to file
your claim for you if you present your dental insurance wallet card and all required employer information. We are
anticipating becoming providers for some insurances and will let you know, should that occur. You will be expected to
pay for services rendered if this office is unable to verify your insurance information before treatment.

If payment for services already rendered has not been paid in full within 45 days, either by you or
your insurance company, the remaining balance for your treatment is considered due and must be
paid by you.

Appointments are reserved exclusively for you. As a benefit to you, our valued patient, we may offer to move your
appointment to an earlier time if an opening arises. If an appointment is not canceled at least 24 hours in advance, or if
you fail to keep your appointment, you may be charged a seventy-five-dollar ($75) fee. This fee will not be covered by
your insurance company.

For separated or divorced parents of minors, who are responsible for one half of the cost of a child’s/children’s dental
care, the parent who brings the child in to the dental appointment is responsible for paying the fee. If it is necessary,

we are happy to hold a credit/debit number from the non-custodial parent on file.

Payment plans and financial arrangements are available for comprehensive dental treatment. Please speak to us to
make arrangements prior to commencing treatment.

I have read and understand this financial policy.

Printed Name Signature Date
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RELEASE

1. T authorize the dentist to perform diagnostic procedures and treatment as may be deemed necessary for
proper dental care.

2. T authorize release of any information concerning my (or my child’s) healthcare, advice, and treatment
to another dentist.

3. T authorize the dental group and/or its agents to transmit patient billing and/or insurance information to
my insurance carrier electronic communication address in lieu of U.S. Postal Service.

4. T authorize the dental group to communicate through the use of electronic mail; appointment reminders,
bills and other financial information, unfinished treatment plans which may contain information related
to health issues identified by my dentist during previous appointments, and any other necessary
information related to my dental treatment that my dentist believes necessary. I am providing the e-mail
address listed below for that purpose. I understand that it is my responsibility to notify my dentist when
my e-mail address changes as soon as is practical. I understand that e-mail is being used for my
convenience and privacy and improved efficiency in communicating with my dentist. I will not hold the
dentist responsible for disclosures that occur due to other individuals reading e-mails sent to the address
provided below

5. Tunderstand that my dental care insurance carrier or payer of my dental benefits may pay less than the
actual bill for services.

6. I understand that I am financially responsible for payments in full of my dental account.
7. By signing this statement, I agree to be responsible for payment of services not paid, in whole or in part,
by my dental plan payer.
Patient’s or Guardian’s Signature Date

SIGNATURE ON FILE

Aspen Smile Dentistry, PLLC is authorized to provide any insurance company, administrator, and consulting
health care professional, information concerning health care advice, treatment or supplies provided. This
information will be used for the purpose of evaluating and administrating claims for benefits. This
authorization is valid for the term of coverage of the policy or contract in force on this date only. I know I have
the right to receive a copy of this authorization upon request and agree that the photographic copy of this
authorization is as valid as the original.

Patient’s or Guardian’s Signature

I hereby authorize payment directly to Aspen Smile Dentistry, PLLC of the dental benefits otherwise payable to me.

Insured’s Signature



EMERGENCY INFORMATION
(Someone to notify in case of emergency)

NAME
ADDRESS
PHONE: HOME WORK CELL
REFERRAL INFORMATION
(Whom may we thank for this referral)
NAME ADDRESS
___ yellowpages ___ benefits manager ___ insurance co. ___ directmail ____internet

Other

PRIMARY DENTAL PLAN/INSURANCE

NAME OF DENTAL PLAN/INSURANCE

ADDRESS TO SEND CLAIMS (if applicable)

CITY STATE ZIP PHONE

NAME OF INSURED SUBSCRIBER

CIRCLE RELATIONSHIP TO SUBSCRIBER: Self Spouse Child

POLICY/GROUP NUMBER INSURED’S SS# OR ID#

SECONDARY DENTAL PLAN/INSURANCE

NAME OF DENTAL PLAN/INSURANCE

ADDRESS TO SEND CLAIMS (if applicable)

CITY STATE ZIP PHONE

NAME OF INSURED SUBSCRIBER

CIRCLE RELATIONSHIP TO SUBSCRIBER: Self Spouse Child

POLICY/GROUP NUMBER INSURED’S SS# OR ID#




PATIENT HIPAA CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information. These rights are
given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that
by signing this consent I authorize you to disclose and use protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment);
e Obtaining payment from third payers (e.g. my insurance company);
¢ The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected health
information, and my rights under HIPAA. I understand you reserve the right to change the terms of this notice
from time to time and that I may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information is used and
disclosed to carry out treatment, payment, and healthcare operations, but that you are not required to agree to

these restrictions. However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent in writing, at any time. However, any use or disclosure that
occurred prior to this date I revoked this consent, is not in effect.

Signed this date:

Print Patient Name:

Relationship to Patient:

Signature:

Practice Name:

For Office Use Only

We attempted to obtain written acknowledgement of our Notice of Privacy Practice, but acknowledgement could not be obtained
because:

Individual Refused to Sign

Communication barriers prohibited obtaining acknowledgement

An emergency situation prevented us from obtaining acknowledgement
Other (Please Specify)

ODoD0DD




ADULT - Photo or Video Release Consent Form
To Whom It May Concern:

| hereby give my permission to Aspen Smile Dentistry, PLLC to use photographs or films of me described as
“Dental Related Content”, for the purpose of Teaching, Research, or Office Promotion. | hereby waive all
rights to this photograph and or film and give my permission for these images to be published or distributed
publicly. | understand that my name, telephone number and address are for “Aspen Smile Dentistry, PLLC”'s

records only, and that my name and personal information will not be released to anyone else without my
permission.

Signature:

Date Printed Name

Telephone Number

Address

ADULTO - Autorizacién para utilizar mi imagen en fotografia o video

A quien corresponda:

Por medio de la presente otorgo mi autorizaciéon a Aspen Smile Dentistry, PLLC para usar mi fotografia o video
descritos como: “contenido dental relacionado” con el propdsito de: docencia e investigacién. Por este
conducto concedo todos los derechos de esta fotografia o video y doy mi permiso para que estas imagenes
sean publicadas o distribuidas publicamente. Es de mi conocimiento que mi nombre, nimero telefénicoy
direccion son Unicamente para el expediente de Aspen Smile Dentistry, PLLC, y que mi nombre e informacion
personal no serdn dados a conocer a ninguna persona sin mi permiso.

Nombre
Fecha

Numero
telefdnico

Direccion





