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We are pleased to welcome you to our practice. Please take a few minutes to fill out these forms as completely as you can. If you have any questions we will be glad to help you. We look forward to working with you in maintaining your dental health.

New Patient Information Form

First Name:




  Last Name: : __________________________________ 
Sex:  M  F   Preferred Pronoun: __________________________   Marital Status:  Married   Divorced   Legally   Separated    Single     
Home Phone: 

_________________
 Cell Phone: ___________________________________
Email Address: : __________________________________________________________________
Home Address: 

     _____________________
               
City: 
       ___    _  ______   
   Zip Code:
_____________
Patient Social Security #: 


________ 
  Date of Birth:

____________      

Driver’s License #: 

________________
______
 State: _________ Exp. Date: 
_________



Patient's occupation:__________________________          How did you hear about us? _____
    _____________   ___________

Emergency contact 

Name: 

      _____________
 Relationship to Patient: _____

 Phone:
_____
    ______________

Dental Insurance Information 
Name of Insured: 





      Relationship to Patient: 




Policyholder Date of Birth: 



    Policyholder Social Security #: 





Insurance Carrier Name: 





  Insurance Carrier Phone #: 




Insurance Address: 




____                                                                            ________             
      
Eligibility date indicated on card as: 




Insured's Employer:____________________________ Insured's Employer Address: 

____                           


Is there any other insurance? Yes    No    If so, please indicate: 
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Allergies:

	Aspirin      
	Acetaminophen
	Amoxicillin
	Codeine  
	Darvocet
	Erythromycin
	Ibuprofen
	Iodine   
	Other:

	Latex      
	Nitrous Oxide                   
	Penicillin
	Percodan
	Sulfa
	Tetracycline
	Valium
	Vicoden
	


Have you ever had a reaction to Novocain or Anesthesia?  Yes    No    Date:



If so, please explain: 












Please list any medications you are taking: : 










Please circle any of the following that applies to you:
	Allergies                            
	Emphysema        
	IBS (Irritated bowel syndrome)        
	Scarlet Fever

	Alzheimer's                       
	Excessive Bleeding             
	Jaundice     
	Seizures

	Anemia                              
	Fainting      
	Jaw Joint Pain
	Stomach Problems

	Arthritis                             
	Glaucoma     
	Kidney Disease                                     
	Stroke

	Artificial Heart Valve       
	GERD     
	Liver Disease                                         
	Thyroid disease

	Artificial Joints                  
	Heart Conditions                
	Low Blood Pressure                             
	Tuberculosis

	Asthma                               
	Heart Lesions                      
	Mitral Valve Prolapse       
	Ulcers

	Blood Disease                    
	Heart Murmur                                     
	Nervousness  
	Venereal Diseases

	Bruise Easily                                                                  
	Heart Surgery                                      
	Pacemaker
	Other:

	Cancer                                
	Hepatitis A                                           
	Phen Fen (1 month +)
	

	Chemotherapy                  
	Hepatitis B                                            
	Radiation (head/neck)
	For Women Only:

	Diabetes                             
	Hepatitis C                                            
	Respiratory Problems
	Birth Control Pills

	Depression                                                                                                                  
	High blood Pressure                           
	Rheumatic Fever
	Pregnant         

	Drug Addiction                                     
	HIV/AIDS                                               
	Rheumatism
	Breast Feeding


Past or Present History (circle all that apply):
	Accidental injury to teeth/mouth
	Dental fractures
	Mouth breathing  

	Bad Breath 
	Dry mouth
	Orthodontic treatment

	Blisters on lips

	Growths/lesions
	Nitrous Oxide  

	Blisters in mouth
	Gums swollen, tender /bleeding
	Periodontal treatment

	Blisters or burning of tongue
	Head, neck, jaw pain
	Sensitivity to hot/cold

	Chew on one side of mouth
	Lip or cheek biting  
	

	Clench/ grind teeth
	Loose teeth or broken fillings
	


  Sensitivity (hot, cold, or sweets) Where? Upper Right,  Lower Right,  Lower Left,  Upper Left
  Do you smoke?  Yes    No    How often? _____________________________  How long? __________________
How often do you floss? 

  ________

 _   How often do you brush your teeth? 
_________


Are you in pain at this time? Yes    No    If yes, how long have you been in pain? 







Is your pain due to an accidental injury or accident? Yes    No    Explain: 





   ______

Is the damaged tooth a crown or previously restored tooth? Yes    No    If yes, when was the previous work performed?
____       

Any other health conditions you have that are not listed? Yes    No    If yes, please explain: 



________
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Consent

I hereby authorize the release of any information to my insurance company or companies, including records of examinations, diagnosis and/or treatment. This release is solely for the purpose of facilitating the billing and reimbursement directly to Second & Vine Dental of insurance benefits under which I'm entitled. 


I hereby authorize Second & Vine Dental to take the necessary x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Dr. Jeffrey Lee to make a through diagnosis of the patient's dental needs. I also authorize Second & Vine Dental to perform any and all forms of treatment medication, and therapy that may be indicated. I also understand the use of anesthetic agents embodies a certain risk. 
____       
(Initial)
Insurance Authorization

I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered. I have read all the information on this sheet and have completed the above answers.  I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my status or in the above information. This information will be kept confidential. 

I am aware that a copy of my insurance identification card will be made available and a copy kept in my records. I am responsible for updating this information if and when there are changes.







____       
(Initial)
Financial Arrangements and Insurance    

 We are committed to providing you with the best possible care.  As a condition of your treatment by this office, financial arrangements must be made in advance. The estimated patient portion payment is due at the times of service, unless other arrangements have been made. I understand that the fee estimate listed for dental care can only be extended for a period of six months from the date of the patient examination. If you have dental insurance, we will be glad to assist you in filing claims.  However, you must realize your insurance is a contract between you, your employer, and the insurance company. Dr. Lee is not a party to that contract.  If your insurance does not pay within 90 days, we will require you to pay your bill in full and wait for reimbursement from your insurance company. I understand and agree, regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services rendered. In the event my account goes unpaid, I understand that there will be a finance charge of 1.5%. I understand I will be held responsible for the cost of collecting my unpaid account, including, but not limited to, court costs, attorney fees and collection fees. There is a $40.00 service fee for returned checks.

I have read and understand the above financial arrangement and insurance procession policy.            
                                                                                                                                                                               ____     
(Initial)
Cancelation and No-show policy

I understand Dr. Lee values my time, and I will make it a priority for me to be seen in a timely manner. However, if I am unable to keep my scheduled appointment I will contact the office at least 48 hours prior to my appointment.  If I am unable to provide 48 hours notice I understand Second & Vine Dental reserves the right to charge $50.00 per hour for the total scheduled missed appointment time.

I certify that the information provided on this form to be true and correct, to the best of my knowledge.

____       
(Initial)
____________________________________________________________________________________________________________
Patient's Name (print & sign)                                                                                                                                                        Date                                                                                                                                                      
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Privacy Practices 

My signature confirms that I have been informed of my rights and privacy regarding my protected health information under the Health Insurance Portability & Accountability Act of 1996 (HIPAA).  I understand that this information can and will be used to:

· Provide and coordinate my treatment among a number of health care providers who may be involved in that treatment directly and indirectly

· Obtain payment from third-party payers for my health services

· Conduct normal health care operations, such as quality assessment and improvement activities

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information.  I have been given the right to review and receive a copy of such Notice of Privacy Practices.  I understand that my dental provider has the right to change the Notice of Privacy Practices and that I may contact the office to obtain a current copy of the Notice of Privacy Practices.

Please mark YES/NO:

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations.  Also, I understand that you are not required to agree to my requested restrictions.

__________________________________________________________________________________________

Patient's Name (print & sign)





                                                                             Date












MAIL APPOINTMENT REMINDER POSTCARDS�
YES�
NO


�
�
LEAVE MESSAGES ON HOME RECORDER�
YES


�
NO


�
�
LEAVE MESSAGES AT WORK


�
YES�
NO�
�
SHARE TREATMENT/ACCOUNT INFORMATION WITH FAMILY MEMBERS


Name(s): 





�
YES�
NO�
�
ANY OTHER LIMITATIONS:








�
YES�
NO�
�






I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations.  Also, I understand that you are not required to agree to my requested restrictions.











