PATIENT INFORMATION

Not: the information on this form is necessary for our records, It is considered strictly confidential, Please complete all pars, Thank you.

Name: . Date of Birth:

Last First Middle Initial
Address: _ _ Email:

Street City State Zip
Phoneit:

Home Cefl Work
Social Security#: Drivers License#:
Employer: Referred by:
HEALTH INFORMATION

Last complete physical: Physician: Phone#:

Are you on any Medications?, If so, please list:

Have you ever had any of the following? Please check those that apply.

O AIDS

lergles S Eplle O Kidney Digsease 23 Stomach Problems
oA BMBMM O Liver Disease O Stroke
0 Fainting B Mental Disorders O Tubsrculosis
0 Anemia B Glaucoma O Nervous Disorders O Tumors
&1 Adthiits EHayF v Q Prognanoy g\";mesm!blsaase
Artificia! Joints ever
Emmma’ numm[:nas Duo dato; O Codelne Allergy
O Blood Disease & Heant g O Peniiltn Allergy
Cencer 2 Hearnt Murmur O Resp! Prodlams O Latox Allergy
&) Diabetes B Lo Biod Pressuro P A
O Dizziness Ul Sinus Problems o

Have you ever taken FOSAMAX, BONIVA, DIDIONEL, AREDIN, ACTONEL, SKELID, ZOMETA, BISPHOSPHONATE THERAPY? YES NO
(medications for Osteoporsis}

Are you on a blood thianer? Have you had joint replacement therapy? When:

DENTAL HISTORY
Date of Last dental visit: Did you have x-rays? Demal office/Phone#:

Are you dissatisfied with the appearance of your teeth? Have you ever bleached your teeth?

Have you ever hed gum or periodontal disease or treatment?

Please add anything you feel is important for the doctor to know:

THERE WILL BE A $30 CHARGE ON RETURNED CHECKS. DELINQUENT ACCOUNTS WILL BE TURNED OVER FOR COLLECTION.
Emergency Person: Phoned

PERMIT FOR TREATMENT

This is to certify that 1, the undersigned, consent to the performing of the dental and oral surgical procedures agreed to be necessary or
advisable, including the use of local anesthetics as indicated, and I will assume responsibility for fees associated with those
procedures. The above information s accurate to the best of my knowledge.

Patient/Parent Signature Date




-
ALVIN DENTAL CARE

Policy of Payment

o Payment is due at the time service k performed
Wae accept cash, chechs (valld drivers license) and most major credit cards.

» Credit Cards accepted: MasterCard, Visa, Americon Express and Discover.

& We accept the Care Credit Card, which ailows you to start treatment teday and spread
payments over Hime. Applying for the Care Credit Card only takes a few minutes and there is
no fee to apply. Once the completed application Is filled, we submit the information online.
Immediately we will know If you have been approved and for what amounts,

Mhﬂewedonotﬁlesaeondafy insurance, we are happy to help you file the 2~ daim.

sWe cre INsNETWORK for many dental insurance plans. Please check
With our Insurance department to see If we are In-network with yours.

sWe accept Thrive Dental Plan, however we cannot accept Thrive & insurance ot the same
time. The patient will be allowed to use Thrive here at the office and send In for relmbursement
from their insurance on their own.

sYour Insurance is a contract between you, your employer and the Insurance company. We are
not a party to that contract. it is very important that you understand the provisions of your
policy, we cannot guarantee payment of afl clalms. If your Insurance company pays only a
portion of the bill or rejects your claim, we wlll assist you In an apped), i needed. Reduction or
relection of your claim by your insurance does not relieve you of your finandal cbligation.

oNo show or missed appointments. When an appointment is scheduled with the doctor or ot our
facllity, time Is reserved specifically for you. When an appointment is not canceled 24 hoursin
advance, and the patient “no shows®, another patient that needed to be seen may be denled
the opportunity because the time stot wos already taken. We understand there may be times
when you are unable to keep an appointment, but we ask the cowrtesy of a phone call. Ifa
24 hour notico of cancollatton I not gluen, you will be charged a $33.00 foc.

Initial

| howve read and have a full understanding of the financial policies of Alvin Dental Care.

Patient ggmhn'e Date
T
Guarantor Signature Date




ALVIN DENTAL CARE

Stio law requires ©s te ebiain your consent for dente! breatment. Please ask us about anything you do not ynderstand, We are
ready to answer eny of your guostions or axpisin enything you do not understand,

The recommsnded treatmant er aitemato treatment Is ascessary to attein denta) heatth. Somo treatmant pians requires & walehdul
donte! treatmaont moy result in denta) decay, infections, (oss of bune,
WWMWM?mw% o oy oy

There ero risks oasodiated with eny dental trestment. mmmmaww anesthetic agent,
to conselous 'er premedicsiian prior to dante) care Some of thess
L o St
Sensitivity Swoling & brulsing
= R -
to
Bowtng Faliure of woind o
by Loss of toeth
Incompisio removel of teath Loss of bong
to adfzcant Instrument breakege
Al reacion to Bacterial
Parfizatian o rooks by Lrouny C o o)
Swallgwing and/or aspiretion of chlects to faw foint
Discaloration of tooth o almhj?ﬁmm
recassion dffteuities
Tooth mabllity probioms
Food npaction Roet staining

%MM
Stoush-nocrosis (unanticipated of hsrd and/or soft tssue
Opsning betwaen mauth and stnus or mouth end nose )

WMIW,WMMWWMNWNMWMdM
ACKEOWLEDGEMENT

laﬁ%Mlemmmwmammmummmxmmmmm
on this consent form, lmmmmmbaﬂmwwmmwmmebmy

tmmmmmmmmmmwuﬂmum Each Individua) easa Is
making [t Impossible to surmise mesults, I furthar yndermsiend that the resuits notbato and il
mﬂ%%rﬂmbmmﬁhamuﬂwmh“mmwmmwm Y comptste

§ hareby euthosize and direct the dentist
danta) Grstment, Wmmmmwmmm«mmwmmmmw




ALVIN DENTAL CARE
1701 Fairway Drive, Ste. 20
Alvin, Texas 77511

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/LIMTED AUTHORIZATION & RELEASE FORM
You may refitse to sign this ackmowledgement & authorization. In refusing we may not be sllowed to process your insurance claims.

Date:

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare
facility. A copy of this signed, dated document shall be as effective as the original.

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD 1 REQUEST

TREATMENT OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR/FACILITES IN THE
FUTURE.

Please PRINT name of patient Please SIGN for Patient (Patient or Guardian of Patient)

Name of Legal Representative/Guardian Relationship of Legal representative/Guardian to patient

Your comments regarding Acknowledgements of Consent:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA?
__FirstNameonly _ Only by LastName __ Informal Name

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO :YOUR HEALTH INFORMATION:
(This includes step parents, grandparents and any other caretakers who can have access to this patient’s records)

Name: Relationship:

Name; Relationship:

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT,
HEALTH INFORMATION & BILLING INFORMATION VIA:

__ Cell Phone __ Text message to my cell phone
__Home Phone : __Email:

__ Work Phone:

Office Use Only

As Privacy Officer, 1 attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not because:
It was emergency treatment ___

1 could not communicate with the patient ___

The patient refused to sign ____

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer



