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Patient Information

Name: ________________________________________________________________ Birthdate: ___________________

Address: _______________________________________ City: ___________________ State: _______ Zip: ___________

Best Contact Number: ____________________________ Email: ______________________________________________

Employer: ______________________________________Social Security #:______________________________________

Person to contact in care of an emergency: ____________________________ Phone: ____________________________

HOW DID YOU HEAR ABOUT US? _______________________________________________________________________

Who is responsible for your account (IF DIFFERENT FROM ABOVE): ____________________________________________

Address: _______________________________________ City: ___________________ State: _______ Zip: ___________

Best Contact Number: ____________________________ Email: ______________________________________________


Dental History

Reason for today’s visit: ______________________________________________________________________________

Date of last dental visit: ____________________________ Date of last dental x-rays: _____________________________

Check if you have any problem with the following:

	☐ Bad Breath
	☐ Loose teeth or broken fillings

	☐ Bleeding Gums
	☐ Periodontal treatment

	☐ Clicking or Jaw Popping
	☐ Sensitivity: cold, hot, sweets

	☐ Food getting stuck between teeth
	☐ Pain when biting

	☐ Grinding Teeth
	☐ Sore or growth in your mouth



How often do you floss: ______________________________________________________________________________

How often do you brush: _____________________________________________________________________________

Tell us about your teeth: ______________________________________________________________________________

Do you like your smile: _______________________________________________________________________________

Are you interested in straightening your teeth: ____________________________________________________________

	
Medical History

Your Physician: _________________________________________ Date of last visit: ______________________________

Have you ever taken Fosamax, Boniva, Actonel or any cancer medications containing bisphosphonates: ☐Yes ☐No

Have you had any serious illnesses or operations: ☐Yes ☐No

If yes, describe: _____________________________________________________________________________________

Have you ever had a blood transfusion: ☐Yes ☐No

If yes, give approximate dates: _________________________________________________________________________

Do you snore: ☐Yes ☐No		Have you had a sleep study: ☐Yes ☐No

Are you pregnant: ☐Yes ☐No		Are you nursing: ☐Yes ☐No		

Are you taking birth control: ☐Yes ☐No

Check if you have or had the following:

	☐ Anemia
	☐ Fainting
	☐ Liver Disease 
	

	☐ Artificial Heart Valve
	☐ Glaucoma
	☐ Mitral Valve Prolapse
	

	☐ Artificial Joints, pins, etc
	☐ Headaches
	☐ Osteoporosis 
	

	☐ Asthma
	☐ Heart Problems
	☐ Pacemaker
	

	☐ Bleeding abnormally
	☐ Hemophilia
	☐ Radiation Therapy
	

	☐ Blood Disease
	☐ Hepatitis
	☐ Respiratory Disease 
	

	☐ Cancer
	☐ High Blood Pressure
	☐ STD
	

	☐ Chemotherapy
	☐ HIV or AIDS
	☐ Stroke 
	

	☐ Diabetes
	☐ Jaw Pain
	☐ Thyroid Problem
	

	☐ Epilepsy
	☐ Kidney Disease
	☐ Tobacco Use
	



List MEDICATIONS you are currently taking: ____________________________________________________________________________________________________________________________________________________________________________________________________

Please list any ALLERGIES you may have: ____________________________________________________________________________________________________________________________________________________________________________________________________


To the best of my knowledge, the above information is complete and correct.
I understand that is my responsibility to inform my doctor if I or my minor child has a change in health.


______________________________________________________________	________________________________
Patient or Guardian Signature	Date

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this notice about our privacy practices our legal duties and your rights concerning your health information. We must follow the privacy practices that are described in this notice while it is in effect. We reserve the right to change our privacy practices and the terms of this notice at any time provided such changes are permitted by applicable law. We reserve the right to make changes in our privacy practices and the new terms of our notice effective for all health information that we maintain including health information we created or received before we made the changes. Before we make a significant change in our privacy practices, we will change this notice and make the new notice available upon request. You may request a copy of our notice at any time. For more information about our practices or for additional copies of this notice please contact us using this information listed at the end of this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment payment and healthcare operations. For example:
 
TREATMENT: We may use or disclose your health information to a physician or other health care provider providing treatment to you. PAYMENTS: We may use and disclose your health information to obtain payment for services we provide to you.
HEALTH CARE OPERATIONS: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include quality assessment and improvement activities. Reviewing the competence or qualifications of health care professionals, evaluating practitioners and provider performance conducting training programs accreditation, certification, licensing or credentialing activities.

YOUR AUTHORIZATION: In addition to our use of your health information for treatment payment or health care operations you may give us written authorization to use your health information or to disclose it to anyone for any purpose if you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while in effect. Unless you give us a written authorization we cannot use or disclose your health information for any reason except those described in this notice.
 TO YOUR FAMILY AND FRIENDS: We must disclose your health information to you as described in this patient rights section of this notice. We may disclose your health information to a family member, friend or other person to help with your health care or with payment for your healthcare, but only if you agree that we may do so. 

PERSONS INVOLVED IN CARE: We may use or disclose health information to notify or assist in the notification of including identifying or locating a family member your personal representative or another person responsible for you care of you location your general condition or death. If you are present, then prior to use or disclosure of your health information we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency circumstances we will disclose health information based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our experience with common practices to make reason able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x- rays or other similar forms of health information. 
MARKETING HEALTH-RELATED SERVICES: We will not use your health information for marketing communications without your written authorization. REQUIERED BY LAW: We may use or disclose your health information when we are required to do so by law.

ABUSE OR NEGLECT: We may disclose your health information to appropriate authorities if we reasonably believe that you are possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.



______________________________________________________________	________________________________
Patient or Guardian Signature	Date




Financial Policy

Please read the terms of our financial policy below. Your signature below indicates you understand and agree with this policy.

1. Payment for services is due at the time services are rendered unless prior arrangements have been made. Any payment owed will be collected prior to being seen by your provider.

2. We accept the following forms of payment: Cash, Check, Credit Cards (Visa, MasterCard, Discover and American Express) and Debit Cards.

a. Checks that are returned to our office from your financial institution are subject to a $25.00 returned check fee. This fee covers the processing fees that are charged to our office.

3. In addition, we offer CareCredit & other payment programs, providing a full range of NO interest and Extended Payment Plans for all patients and treatments.

4. No refunds will be issued once the treatment plan has been approved and commenced.

5. We accept most dental insurances, and we are out of network:

a. Please note that having active insurance coverage does not mean a guarantee of payment in full. Payment will be determined at the time the claim is processed by your insurance carrier.

b. YOU ARE RESPONSIBLE for any amount not covered by your dental plan, such as, deductibles, co-payments, co-insurance and additional services. These are due at the time of treatment.

6. ENGLEWOOD Dentist also offers the DENTIST MEMBERSHIP PLAN designed for your specific needs. Be sure to ask a team member how you and your family can benefit from this program.



Cancellation Policy

IF YOU NO SHOW OR FAIL TO RESCHEDULE/CANCEL an appointment without giving a 24 hour notice a 
$50.00 CHARGE will be applied to your account. Please be aware that missing an appointment prevents us from giving you the care that you need. However, it is detrimental to us because it prevents us from scheduling another patient who is in need of dental care.





______________________________________________________________	________________________________
Patient or Guardian Signature	Date

GENERAL CONSENT TO PERFORM DENTISTRY

1. I hereby authorize and direct the dentist(s) of Englewood Dentist LLC. to perform the following dental treatment or oral surgery procedure(s), including the use of any necessary or advisable local anesthesia, radiographs, or diagnostic aids:
a. Consult with examination for future treatment
b. Preventive hygiene treatment (prophylaxis), and the application of topical fluoride.
c. Application of “sealants” to the grooves of the teeth.
d. Treatment of diseased or injured teeth with fillings, crowns, onlays, etc.
e. Treatment of diseased or injured teeth with endodontic (root canal) therapy if needed
i. Breakage of dental instruments inside a tooth requiring additional treatment.
f. Replacement of missing teeth with implants, bridges, partials, full dentures, etc.
g. Removal (extraction) of one or more teeth.
h. Treatment of diseased or injured oral tissue (hard and/or soft).
i. Use of sedative drugs to control apprehension and/or disruptive behavior.
j. Treatment of malposed (crooked) teeth and/or oral development of growth abnormalities.

2. I understand that there are risks involved in this treatment, and hereby acknowledge that these risks will be explained to me. I will have an opportunity to ask questions regarding the treatment and the risks, and that I fully understand the same.
3. I will be advised that the success of the dental treatment to be provided will require that the patient and/or parents of the patient to follow post-care instructions of the dentist. I agree that the success of the treatment requires that all post-operative and post-care instructions be followed and that regular office visits as scheduled by my dentist and his auxiliaries must be maintained.
4. I recognize that during the course of treatment unforeseen circumstances may necessitate additional or different procedures from those discussed. I, therefore, authorize and request the performances of any additional procedures that are deemed necessary for desirable oral health and wellbeing, in the professional judgment of the dentist.
5. There are possible risks and complications associated with the administration of local anesthesia, sedation, and drugs. The most common of these are swelling, bleeding, pain, nausea, vomiting, bruising, tingling, and numbness of the lips, gums, face and tongue, allergic reactions, hematoma (swelling or bleeding at or near the injection site), fainting, lip or cheek biting resulting in ulceration and infection of the mucosa. I also understand that there are rare potential risks such as unfavorable reactions to medications in respiratory and cardiovascular collapse (stopping of breathing and heart function) and lack of oxygen to the brain that could result in coma or death. I understand and have been informed of the above risks and complications.
6. I agree to the use of local anesthesia and the use of nitrous oxide/oxygen analgesia depending on the judgment of the doctor. Nitrous oxide/oxygen may occasionally produce nausea and vomiting. I am also aware that the nose piece leaves an indention or ring around the nose, which disappears shortly after procedure. I understand and have been informed of the above risks and complications.
7. I also authorize the doctor to use anonymized photographs, radiographs, other diagnostic materials, and treatment records for the purpose of teaching, research, and scientific publications. 
8. I hereby state that I have read and understand this consent, and that all questions about the procedures will be answered in a satisfactory manner; and I understand that I have the right to be provided an answer to the questions which may arise during and after the course of my treatment.
9. I further understand that this consent will remain in effect until such time that I choose to terminate it.


______________________________________________________________	________________________________
Patient or Guardian Signature							Date


PATIENT HARDSHIP

Patient Name: ___________________________________

The patient has informed our office of an extenuating circumstance that will prevent them from paying our usual,
customary and reasonable fees for services rendered. This patient will be charged according to their ability to pay due to
the reasons set forth in this document.

I am unable to pay the prevailing fees for the services rendered because of the items listed below and the billing physician agrees to reduce his usual, customary and reasonable fees and charge me according to my ability to pay.

______ Unemployed
______ Death in the family
______ Extensive other debt
______ No health insurance coverage
______ Divorce
______ Health issues
______ Low income
______ Other: _________________________________________________

By virtue of my signature set forth below, I hereby request that my health care provider reduce their usual and customary charges in order to allow me to receive care required for my current health care condition. I represent and warrant that my financial status is such that I would be unable to receive diagnostic and treatment services if usual and customary charges were applied to the services required by my condition. 

I recognize and acknowledge that this Agreement to reduce usual and customary charges is undertaken for my benefit, that is dependent on my financial status as of the date of this agreement, that it will result in a fee arrangement distinct from the one usually in place for the services in question, and that the arrangement represents an agreement entered by the parties for my sole and exclusive benefit. 

If the financial circumstances which cause me to qualify for financial hardship under this Agreement change, I will immediately notify my health care provider in order to allow them to determine whether my financial status will then allow me to pay usual and customary charges for the services which I receive from that date forward.

If my insurance company demands full payment of deductible, co-pay, co-insurance, or standard rates, I agree that it is
my responsibility to notify my insurance carrier that, due to significant financial hardship, that I am only making partial
payment.

______________________________________________________________	________________________________
Patient or Guardian Signature							Date

______________________________________________________________	________________________________
Guardian Signature (minor)							Date







Dear Member with Insurance

We are dedicated to providing the best possible care for you, and we want you to completely understand our
financial policies. Not all insurance plans cover all services. In the event your insurance plan determines services “not
to be covered,” you will be responsible for those charges. Please be aware that insurance companies have a
maximum benefit that you are allowed and some companies also require prior authorization. It is the patient’s
responsibility to know their dental benefits and check with their insurer if the prior-authorization is required and to follow up with our office if it was obtained and visits approved.

If you are insured, we will prepare and send the claims for you for the services you have received. In some instances, the insurance company will send the payments directly to you. Please sign the agreement to bring/mail the checks to the office as soon as 14 days upon receiving them. For any reason that you DO NOT bring/mail those checks to us- we will charge your credit card for the balance. In any case that your card does not go through your case will go for collection with all the additional fees added. If any payments are overdue by 45 days, uncollected funds will be sent to collection
agency and collection/processing/attorney/court fees will be added.


I authorize Englewood Dentist LLC to charge my credit card for all professional services related to my care as indicated.

I have read and understood financial policy and I agree to be bound by its terms.

● All checks that were received by me and not endorsed to the office.

● All outstanding balances not covered by my insurance.



Type of Credit Card: 	Visa __		Master Card __		Amex __	Discover __

Credit Card Number: ________________________________________________________

Expiration Date (Month/Year): _________________ Security Pin (CCV): _______________

Card Holder Billing Address: ______________________________________________



______________________________________________________________	________________________________
Patient or Guardian Signature							Date
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