Gold Standard Family Dental
Dental Registration and History[bookmark: _Hlk127516228]Mouth pain, brushing	 Yes	No
Orthodontic treatment Yes	No
Pain around ear	 Yes	No
Periodontal treatment	 Yes	No
Sensitivity to cold	 Yes	No
Sensitivity to heat	 Yes	No
Sensitivity to sweets	 Yes   	No
Sensitivity when biting  Yes	No
Sores or growths in mouth Yes	No
Women Only: 
Are you pregnant 	Yes	No
If yes, how many weeks: ________________________
	


[bookmark: _Hlk127516211]Chew on one side of mouth  	Yes      No
Cigarette, Pipe or Cigar smoking    Yes     No
Burning sensation on tongue	 Yes     No
Clicking or popping jaw	     	 Yes     No
Dry mouth			 Yes     No
Fingernail biting		                 Yes      No
Food collection between teeth	 Yes     No
Foreign objects 		     	 Yes     No
Grinding teeth			  Yes    No
Gums swollen or tender	  	  Yes    No
Jaw Pain or tiredness		  Yes    No
Lip or cheek biting		  Yes    No Loose teeth			  Yes    No Mouth breathing	 		  Yes    No
	


[bookmark: _Hlk127516197][bookmark: _Hlk127516198]Reason for today’s visit: _________________
___________________________________________
Former Dentist: _________________________
City/State: _______________________________
Date of Last Dental Visit: ________________
Date of last Dental X-rays: ______________
Please circle Yes or No to indicate if you had any of the following: 
Bad Breath 		        Yes	   No
Bleeding Gums		        Yes	   No
Blisters on lips or mouth        Yes	   No
Burning sensation on tongue Yes  No
Broken teeth or fillings            Yes   No

Contact Information: 
Home #: (       ) _______________________	  Work #: (         ) ________________________        Cell #: (       ) ___________________________
Email: _____________________________________________________ Best time and place to reach you: _______________________________
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household)
Name: ___________________________________________________		Relationship: _______________________________________
Best phone number to contact them: (           ) __________________________________________________

Are you interested in:
Whiter teeth: ____________________________________________
Straighter teeth: _________________________________________
Any other changes to your smile (specify): ______________
____________________________________________________________
Dental Insurance Information:

Subscriber Name: ______________________________________
Birthdate:  ______________________________________________
Social Security #:  ______________________________________
Phone Number: (        ) ____________________________
Address: _______________________________________________
Relationship to Patient: ________________________________
Group #: _______________________________ 
Is Patient covered by additional insurance?: _____________
Subscriber Name: ______________________________________
Birthdate:  ______________________________________________
Social Security #:  ______________________________________
Phone Number: (        ) ____________________________
Address: _______________________________________________
Relationship to Patient: ________________________________
Group #: _______________________________ 



Patient Information

Date: ____________________________________________________
SS/HIC/Patient ID#: _____________________________________
Patient Name: __________________________________________
Responsible Party: _____________________________________
Address: _______________________________________________
_________________________________________________________
City: ____________________________________________________ 
State: _____________________ Zip Code: __________________
Sex:    M       F		Age: ___________________________
Birthdate: _____________________________________________
Married	Widowed	Single	         Minor
Separated	Divorced	Other __________________
Patient Employer/School: _____________________________
_________________________________________________________
Employer/School Phone: (       ) _______________________
Social Security #: _____________________________________
Spouse’s Name: _______________________________________
Spouse’s Birthdate: ___________________________________
Spouse’s Employer: ___________________________________
Referred by whom: ____________________________________





   Health History

Physician’s Name: _______________________________________________________		Date of last visit: _____________________________
Have you ever taken any of the group of drugs collectively referred to as “fen-phen”? These include a combination of Lonimin, Adipex, Fastin (brand names of phentermine), Pondimin (Fenfluramine), and Redux (dexfenfluramine).    Yes      No

Circle “Yes” or “No” to indicate if you have had any of the following: 
AIDS/HIV				Yes	No	Epilepsy			Yes	No	Respiratory Disease	Yes	No
Anemia				Yes	No	Fainting/dizziness		Yes	No	Rheumatic Fever	Yes	No
Arthritis, Rheumatism		Yes	No	Glaucoma		Yes	No	Scarlet Fever		Yes	No
Artificial Heart Valves		Yes	No	Headaches		Yes	No	Shortness of breath	Yes	No
Artificial Joints			Yes	No	Heart Murmur		Yes	No	Sinus trouble		Yes	No
Asthma				Yes	No	Heart Problems		Yes	No	Skin Rash		Yes	No
Back Problems			Yes	No	Hepatitis Type _____	Yes	No	Special Diet		Yes	No
Bleeding abnormally 				Herpes			Yes	No	Stroke			Yes	No
with extractions/surgery 		Yes	No	High Blood Pressure	Yes	No	Swollen Feet/Ankles	Yes	No
Blood Disease			Yes	No	Jaundice			Yes	No	Swollen Neck Glands	Yes	No
Cancer				Yes	No	Jaw Pain			Yes	No	Thyroid Problems	Yes	No
Chemical Dependency		Yes	No	Kidney Disease		Yes	No	Tonsillitis		Yes	No
Chemotherapy			Yes	No	Liver Disease		Yes	No	Tuberculosis		Yes	No
Circulatory			Yes	No	Low Blood Pressure	Yes	No	Tumor/growth on head 
Congenital Heart Problems 		Yes	No	Mitral Valve Prolapse	Yes	No	or neck			Yes	No
Cortisone Treatments		Yes	No	Nervous Problems	Yes	No	Ulcer			Yes	No
Cough, persistent or bloody 	Yes	No	Osteoporosis		Yes	No	Weight loss (unexplained)  Yes	No
Diabetes				Yes	No	Pacemaker		Yes	No	Trouble Sleeping	Yes	No
Do you wear contacts		Yes	No	Psychiatric Care		Yes	No	Snoring			Yes	No
Emphysema			Yes	No	Radiation Treatment	Yes	No	Sleep Apnea		Yes	No
	
Allergies
If you have any of the following, circle:

Aspirin				Local Anesthetic
Barbiturates (Sleeping Pills)	Penicillin
Codeine			Sulfa
Iodine				Other: ____________________
Latex 

Medications
List any medication you are currently taking and the correlating diagnoses: _____________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
Pharmacy Name: __________________________________________
Phone: (        ) ______________________________________________
	By signing below, I acknowledge that the above information is accurate. 



	_____________________________________________		______________________________
Patient Signature							DateFor Office Use Only
BP: _________________________________			Pulse: _____________________________

[bookmark: _Hlk127526458]Gold Standard Family Dental Financial Policy

Thank you for choosing our office for your dental needs. We realize that every person’s financial situation is different. For this reason, we have worked hard to provide a variety of payment options to help you receive the dental care you need and deserve that allows you to enjoy a healthy, beautiful smile with respect to your budget. Dental treatment is an excellent investment in an individual’s medical and psychological care. We are always available to answer your questions or assist you in any way we can. 

To maintain the practice operations and prevent potential misunderstandings, we ask patients to accept and adhere to the following financial arrangements regarding their dental treatment.

Optional Payment Terms: 
1. Pre-Payment Discount: If the patient portion is over $1,000, we offer a 5% accounting courtesy for patients who pay their portion (that part not expected to be covered by insurance) for the total treatment plan the day the treatment plan is presented. This allows us to arrange all needed appointments in advance and order any materials specific to your needs and rewards you with a 5% discount. Payment by cash or check is accepted for the discount. 
2. Major Service Payment Option: We offer a two-payment option for Crown, Bridge, and Denture treatment. We ask that you pay one-half of your payment at or prior to the first appointment and the second half at or prior to the seat/delivery appointment.
3. Interest Deferred Term Loan: By arrangement with CareCredit, we offer our patients, upon approval, an interest deferred term loan (up to 12 months) with no down payment, no annual fee, and no prepayment penalty. Generally, the application form can be completed online, and approval given within a few minutes at our office front desk.
4. Installment Loans: By arrangement through Sunbit, we offer our patients, upon approval, an installment loan (financed through TAB Bank). Interest rates, payment options, loan amounts, and down payments vary. Please visit Sunbit.com to apply or you can apply with our office front desk. 

Payments are expected either in advance, or at the time services are rendered. We accept cash, checks, debit cards, all major credit cards, and CareCredit.

Dental insurance policies are an agreement between the insurance company and the policy holder. We accept insurance with the understanding that any payment not received from insurance within 30 days of filing becomes the patient’s responsibility. For those patients with secondary insurance, we will continue to file secondary insurance, however, the patient is responsible for payment of services not covered by the primary insurance, as the secondary insurance will reimburse the patient directly.

Patients who miss appointments or cancel on short notice (less than 24 hours) will be asked to make a reservation deposit for subsequent appointments. Please note that appointments cannot be canceled or rescheduled via the voicemail. 

By signing below, you are stating that you agree with the above options and terms and will proceed accordingly.

Again, thank you for choosing Gold Standard Family Dental.


__________________________________________________________			_____________________________________
Signature of Patient, Parent, or Guardian							Date


Acknowledgement of 
NOTICE OF PRIVACY PRACTICES

Gold Standard Family Dental hereby makes it known that all patient information will remain private, unless it is required or requested to shar such information with another attending dentist, doctor, or the patient’s insurance company. This is done in compliance with the HIPPA Privacy Practices, and my signature below attest that I have been informed of the privacy practices stated in this paragraph. 

_________________________________________________________________
(Signature of Patient, Parent, or Guardian)



Appointment Scheduling Policy


At Gold Standard Family Dental, we understand that unplanned issues can come up and you may need to reschedule an appointment. If that happens, we respectfully ask for scheduled appointment to be rescheduled at least 24 hours in advance. Our doctor and hygienists want to be available for your needs and the needs of all our patients. When a patient does not show up for a scheduled appointment, another patient loses the opportunity to be seen. Although we have always had a policy, circumstances have caused us to enforce a policy of  charging for a no-show appointment, and for those appointments not cancelled with at least a 24 hour notice. There will be a fee of $50.00 per appointment hour assessed if we do not receive a call 24 hours in advance to cancel or reschedule an appointment. 

Thank you for being a valued patient and for your understanding and cooperation as we institute this policy. This policy will enable us to open otherwise unused appointment to better services the needs of all our patients. 

By signing below, you are stating that you acknowledge  and agree with this appointment scheduling policy.





_____________________________________________________________________		_____________________________
(Signature of Patient, Parent, or Guardian)						Date
[bookmark: _Hlk127517367]M

[bookmark: _Hlk127517237]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. I 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 be 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 for payment of all services rendered on my behalf of my dependents. 

________________________________________________________			__________________________________
(Signature of Patient, Parent, or Guardian)				Date











