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dental group ~—*

Mark G. Smith, DDS.




Name:
_______________________________________________________   Birthdate: ____/____/____


(Last)

(First)


(Middle)                                 M      D      Y
(Please check one)     Dr.  (       Mr.  (       Mrs.  (      Miss  (    Ms.  (
Wishes to be called (nickname)______________________________  S.S.N.: ______________________










Sex:     Male ___   Female ___     Single ___   Married ___   Divorced____ Occupation______________
Home Address:_________________________________________________________________________




(Street)

(Apt #)

(City)

(State)

(Zip)

Telephone:______________________  ________________________  ____________________________



(Home)


    (Cell)



(Work)

Email:_______________________________ Do we have permission to text and email you? _________
Emergency Contact ___________________ Telephone_______________________________________
Preferred Appointment Times: Day of the week________________Time of day___________________
Whom may we thank for referring you? ________________________________
FINANCIAL RESPONSIBILITY AGREEMENT
**PLEASE SEE ATTACHED “GOT SMILE DENTAL GROUP FINANCIAL POLICY”.
By signing below I acknowledge that I have READ THE ENTIRE FINANCIAL POLICY AGREEMENT. I agree to be responsible for all charges. I understand that any payment plans or questions about charges need to be made prior to services being rendered. I understand that accounts are not carried past 90 days. 
X_________________________________________________

_______________________
Signature of Responsible Party




Date
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Dental Insurance Information

Primary Insurance

Name of Insured ________________________Insured’s DOB___/____/____
Soc. Security# __________________________ Relationship to patient_____________________
Are you a F/T Student? YES/NO If Yes, where do you attend?____________________________
Insured’s Employer___________________________

Insurance Co Name ___________________________Address___________________________
Group #______________________________ Patient ID #______________________________

Secondary Insurance
Name of Insured ________________________Insured’s DOB___/____/____
Soc. Security#__________________________ Relationship to patient_____________________
Are you a F/T Student? YES/NO If Yes, where do you attend?____________________________
Insured’s Employer___________________________

Insurance Co Name ___________________________Address___________________________

Group #______________________________ Patient ID #______________________________

PLEASE NOTE WE MUST HAVE A HIPAA SIGNATURE BELOW!
NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU, MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS INFORMATION. PLEASE REVIEW THE INFORMATION CAREFULLY. (A COPY OF THE HIPPA POLICY WILL BE MADE AVAILABLE UPON REQUEST.)  Please provide our office with your photo identification (driver’s license) for HIPPA compliance.
By signing below I acknowledge that I have received a copy of the NOTICE OF PRIVACY PRACTICES.

Signed_______________________________________ Date___________________________________

Printed Name_________________________________________________________________________
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Welcome! So that we may provide you with the best possible care,
       please complete all pages of this Medical/Dental history form.

All information is completely confidential.

What is the reason for your visit? ____________________________________________________

Your current dental health is: (Please Circle)         Excellent        Good        Fair        Poor

Are you experiencing pain from your mouth at this time? (Please circle)  YES     NO  
If so, explain ____________________________________________________________________
When was the last time you have had your teeth cleaned? ______________________________
When were your last dental x-rays taken and what kind? Full mouth series (18 x-rays) ______________

 Panorex ____________ Bitewings __________
Have you had previous periodontal treatments?   

YES      NO         When? _________________
Do your gums bleed?  YES   NO     
When you brush?  YES   NO      
Have you noticed any loose teeth?   YES   NO
Shifting teeth?    YES     NO
Have you noticed any mouth odors or bad tastes?                  YES     NO     For how long?______________________
Have you had your teeth straightened?     

YES       NO       When? _______________

Do you often have fever blisters on your lips? YES NO
After dental work?   YES      NO
Are your teeth sensitive to heat, cold, or sweets?                    YES    NO   Which ones?____________________ 
Do foods wedge between your teeth?  YES   NO
How often do you brush your teeth? __________________ Floss?______________
Have you ever smoked?   YES    NO



     What and how much? ________________________
Have you had any of the following dental treatments?
 Please circle 
Crowns/Bridges
      Root Canal Treatment  

Partial Dentures                   Dentures                                 

Orthodontics (braces)          Wisdom Tooth Extraction
Implants

Are you satisfied with the appearance of your teeth? YES NO
What would you like to change about your smile?
 __________________________________________________
Are you aware of grinding your teeth at night in your sleep?     YES     NO
Are you aware of holding your teeth together?   YES    NO
In your jaw joints, do you have clicking?________ 
popping? ________ or pain? ___________

Do you have headaches regularly?  YES  NO

Morning?________ Evening? ________

After eating? ___________
Have you ever had an extremely frightening experience with dentistry?   YES    NO
Have there been any changes in your general health in the past year?   YES    NO
Do you consider your medical health to be Good? _________ Fair? _________ Poor? ___________

Are you being treated by a doctor at this time?  YES     NO   for what? ___________________________________________
Are you taking any prescription, non prescription medications, or herbal supplements?  YES     NO
Please list all medications you are currently taking and the reason for taking them:____________________________________________________________________________________
 _________________________________________________________________________________________
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Confidentiality will be maintained: If you have used drugs in the past or are currently using drugs, please discuss this with Dr. Smith.  Failure to disclose could jeopardize your life.

Have you ever taken prednisone or cortisone?  YES   NO  
When and for how long? ____________

Have you ever taken anti-coagulants (blood thinners)?  YES
NO
If so, when and for how long? _____________________________________________________
Have you been treated for Multiple Myeloma, Metastatic Cancer, Paget’s Disease, or Osteoporosis?     YES         NO
Have you had I.V. Bisphosphonate therapy (i.e. Aredia, Zometa,)  YES  NO      When? ________
Have you had oral Bisphosphonates (i.e. Actonel, Boniva, Didronel,  Fosamax, Skelif, )  YES   NO
How long have you been taking the Bisphosphonate? ____________________________________

What is the name of your medical doctor or doctors? _________________________________________
Are you allergic to, or have you had reactions to any of the following? (Please circle)

ASPIRIN   CODEINE  DEMEROL  BARBITURATES, SEDATIVES  SLEEPING PILLS

DENTAL ANESTHETICS (“NOVOCAINE”)   
PENICILLIN   AMOXICILLIN   ERYTHROMYCIN     TETRACYCLINE   SULFA DRUGS      
OTHER ANTIBIOTICS_____________________________
LATEX    METALS (i.e. NICKEL)      
OTHER _____________________________________

Have you ever been hospitalized? YES    NO  
When? _____________ 
For  What? _______________________________
Is there any medical or dental problem you would like to discuss with the doctor in confidentiality? 

(Please circle)   
 YES

NO

 WOMEN: Are you pregnant?  YES   NO  
 Nursing?  YES   NO   
 Taking birth-control pills? YES  NO
Do you normally drink the following?  Juice_______
Soft drinks? ______Sugary Drinks?______________
Alcohol?________________

Have we treated any of your family or friends?  YES   NO    
Who? __________________________

Do you have or have you ever had:  
· Heart disease

· Heart Murmur

· Mitral Valve Prolapse

· Rheumatic Fever

· Scarlet Fever

· Angina

· Pacemaker

· Prosthetic Heart Valve

· High Blood Pressure

· Low Blood Pressure

· Diabetes

· Family History of Diabetes

· Thyroid Disease

· Liver Disease

· Hepatitis

· Tumor

· Radiation Therapy

· Lung Disease

· Tuberculosis

· Asthma

· Hay Fever

· Urinary Infection

· Kidney disease

· Intestinal disease

· Duodenal Ulcers

· Stomach Ulcers

· Psychiatric Problems

· Anemia

· Clotting Problems

· Bleeding Problems

· Immuno-deficiency

· Arthritis

· Herpes

· Recurrent Oral Lesions

· Sexually Transmitted Disease

· AIDS or HIV Infection

· Have you ever been Pregnant?

· Birth Control Pills

· Have you reached Menopause?

· Seizures

· Fainting

· Bruise Easily

· Recent change in weight

· Fatigue (Tire Easily)

· Urinate Frequently

· Chest discomfort

· Shortness of Breath

· Apnea

· Artificial Joints
· Taken a premedication prior to a dental appointment
______________________________________________________________

Signature of Patient, Parent, or Guardian




Date
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