Welcome

Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible dental care. To help us meet all your dental healthcare
needs, please fill out thisform completely. Ifyouhave any questions or need assistance, please ask us- we will be happy to help.

Patient Information Today’s Date

Name Nickname: DateofBirth Sex
Address City, State, Zip

Home Phone WorkPhone Cell Phone

E-mail

Check appropriate box: ~ Minor[] Single(] Married[] Divorced[] Widowed[] Separated [] Other[]

Referred to our office by

Responsible Party Information

Name of Responsible Party (guardian) Social Security #
Address (if different than patient) City, State, Zip

Occupation Employer

Employer’s Address Phone

Howwould you like to payfor your portion oftheprovided services? Cash[] Check[] CreditCard[] Other[]

Responsible Party’s Spouse

Name of Responsible Party’s Spouse Social Security#
Address (if different than patient) City, State, Zip
Occupation Employer

Employer’s Address Phone

Dental Insurance Information

Insurance Company Insured Name

Insured DOB Relationship toPatient

Subscriber # Group# Employer
Insurance Co. Address Phone

Secondary Dental Insurance Information

Insurance Company Insured Name
Insured DOB Relationship to Patient
Subscriber# Group# Employer

Insurance Co. Address Phone




General Health: Good[] Fair[] Poor[ ]

Physician Office Phone Date of Last Exam

Are you currently on any prescriptionor over the counter medications, vitamins, nutritional or herbal supplements? Yes[] No

[ Jif “Yes" please list medications and purpose:

Avre you allergic to any medications? Yes[] No[ ] if “Yes” please circle or list

Penicillin Codeine Latex Local Anesthetics Sulfa Drugs Barbiturates Sedatives lodine Aspirin Any Metals

Please man the ones that apply to you and your Medical History.
[ 1 Need antibiotic coverage prior to dental work?
[ 1 Artificial joint replacement or Implant?
[ ] Undergone Radiation or IV Chemotherapy?
[ 1 Use or have used tobacco products?
[ ] Subject to prolonged bleeding?

[ 1 Family history of Diabetes?

Pleasecircle or N individually for each question:

Y N Highor Low Blood Pressure Y N
Y N Heart Attack Y N
Y N Rheumatic Fever Y N
Y N Swollen Ankles Y N
Y N Fainting / Seizures Y N
Y N Asthma Y N
Y N Epilepsy/ Convulsions Y N
Y N Leukemia Y N
Y N Diabetes (type: (ALCQ Y N
Y N Kidney Disease Y N
Y N AIDS/HIV Infection Y N
Y N Thyroid Problem Y N

Doyou have any other medical or health condition which isnot listed?

[ 1 Excessive thirst and/or urination?

[ 1 Recent unusual weight loss?

[ ] Subject to fainting?

[ 1 Recently hospitalized or past major surgeries?

[ 1(Women) Currently pregnant?___ How far?

[ 1 (Women) Currently nursing?

HeartDisease N Osteoporosis

Cardiac Pace Maker N Chest Pains

Heart Murmur N Long-Term Steroid Treatment
Artificial Heart Valves N Scarlet Fever

Frequently Tired N Tuberculosis

Anemia N Glaucoma

Emphysema N Liver Disease

Cancer  (type: ) N Hemophilia

Arthritis / Rheumatism N  Respiratory Problems
Jaundice/Hepatitis (type: N  Mitral Valve Prolapse

Sexually Transmitted Disease N  Eating Disorders

< < < < < < < < < < =< <

Stomach Troubles/Ulcers N Neck or Back Problems

Yes[J No[] if “Yes" please list:

Signature:

Date: Staff

(For O[[ice Use Onl¢1

Notes & Updates:

Updated: Pt.. Staff

Updated: Pt.. Staff

Updated: Pt.. Staff




Emergency Contact

Name of Relative or Person NOT LIVING withyou Relationship toyou

Phone Address

Dental History

Nameof Previous Dentist; LastDental Visit? Reason for today’s visit?

Have you ever had aserious problem associated with a previous dental treatment? Yes[] No[ ]

If “Yes” explain How oftendoyou brush?
How often do you floss? How often do you get cleanings?
What dental aidsdoyou use? Floss [ ) Tootbpick [ ] Water Pick [] Electric/Sonicare Toothbrush [ ] Other [1]

Please answer Yes [] or No[].

Areyou hesitantto come tothe Dentist? Yes[] Nol] Doyousnore or havetrouble sleeping? Yes[] No[]
Do your gums bleed during brushing or Glossing? Yes [J No (] Would you like to have awhiter and brighter smile? Yes[] No ( ]
Do you have a bad taste or odor in your mouth? Yes[] Nol[] Would you like to have straighter teeth? Yes[] No[ ]
Does food frequently get caught between your teeth? Yes[] No[] Do you have missing teeth that you want replaced? Yes[] No[ ]
Doyou have dental fillings thatyou don’t like? Yes[] No[] Doyou have loose dentures or partials? Yes[] No[]
Doyou believe inthe benefits of fluoride? Yes(] No[] Areyouwearingaway your teeth? Yes[] No[]
Whatdoyou NOT likeabout yoursmile? What can we doto make your smile look better?

Comentfor treatment

1certify that1 have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. 1
understand that providing the incorrect information can be dangerous tomy health. I herebyauthorize BAYVILLE DENTAL ARTS toadminister and performthe
necessary procedures, suchasx-rays, anesthetics and dental treatment deemed necessary or advisable with the diagnosis of mydental condition. understand there
arecertain risks inherent in dental treatment; such as but not limited to: pulpal sensitivity or damage, tissue swelling or bruising, soreness of jaws, paresthesia and other
procedure specific risks.

Insurance Release: 1authorizerelease ofinformation regarding my dental treatment tomy insurance carrier. | agreetobe responsible for paymentonservices
rendered during my ineligible insurance period and any balance not paid by the insurance carrier. lunderstand thatinsurancesare billed asacourtesy and that |am
ultimately responsible for all costs of treatment.

Responsibility for Payment: In the event that this matter is turned over to a collection agency or attorney for collection of any of the fees due herein; | hereby agree to
payall collection agency feesandall attorney fees, whether or notalawsuitisinstituted. lalsoacknowledge that | would beresponsible forall courtcostsincurred in
making collection sums due and unpaid for the work herein set forth.

Signature: Date:
Children or Minors
Because (name of child) isaminor, itis necessary thatsigned permission be obtained fromaparentor

guardian beforeany dental servicesarerendered. Such authorization isherebygranted. Furthermore, 1agreetoberesponsibleforany billsincurred on behalf ofthis
child during their dental treatment
Signature: Date:




Authorization for Signature
File

Release d Information/Financial Responsibility/Authorization for Payment

1 (name of patient) and/or (name of insured)

hereby authorize Bayville Dental Arts to affix my name toany and all claims or documents as related to any and all health benefits due me and my dependents through

my employment with (name of employer) | herby authorize payment of dental benefits otherwise payable to

medirectly totheofficeabove. I have reviewed the treatment planand fees. 1agreetoberesponsible forall charges for dental services and materials not paid by my
dental benefit plan, unlessthetreating dentist or dental practice hasacontractual agreement with my plan prohibiting all oraportion of such charges. Totheextent

permitted under applicable law, | authorize release of any information relating to the claim.

Signature of Patient (parent or guardian if minor):

Signature of Insured: Today’s Date:

This “Authorization” will be valid from this date and shall expire in one year. A photocopy of this document may act as an original.



OfficePolicy

Financial Policy

Thank you forchoosing Bayville Dental Arts toserve yourdental care needs. We provide high-quality dental care to our
patientsand arecommitted toyour treatment being successful. Please understand that your financial obligation is considered apart of
yourtreatment. Inthe interest of good dental care practice, it is desirable toestablish acredit policy toavoid misunderstandings. Toassist
our patients, we offer the following methods for taking care of their account in our office.

4 Onyourfirstvisit we expect youtosupply our once with your insurance information and photo ID card. Itany changes
should occur during thetime you areapatient, itis your responsibilitytoinformour office withany changes. Our office will
notberesponsible for claims submitted toinsurance companies by which you are no longer covered.

New patients are required to pay for services infull ontheir first visit. Ifthe patient isamember ofan HMO/DMO plan then
theco-payment isdue. Patients are required to pay their deductible and co-payments are at the time of each visit.

4 Whileweaccept mostinsurance plans,andare happytoaid insubmission of your claims, itis your responsibility to
read your policy and be aware of services covered or not covered by your individual plan.

4 Asacourtesy, wewill gladly bill your insurance when you provide us with the current information and any necessary forms.
Oftentimes weareableto contact your insurance provider prior to your appointment, and estimate your portion of the bill.
Weask that you either pay your portion of the bill at the time of service, orthatasuitable written financial agreement be
reached atthetime of service. Eventhough you may haveaninsurance claimpending, you will receive amonthly statement
for the outstanding balance on your account until itis paid in full. We cannot accept responsibility for collecting an
insurance claimafter 60 days or for negotiating adisputed claim. Insurance policies areacontract between you, your
employerandtheinsurance carrier. Please be aware that some, and perhaps all of the services rendered may not be
covered under your individual insurance policy. You are ultimately responsible for payment of your account.

4 If no payment is received on an account after two monthly statements our office will make every effort to contact the
responsible party. If the party responsible cannot be reached, athird bill will be sentindicating that “This will bethe final
notice for payment”. Ifthe party failsto contact our office after receiving such notice, the account will be sent to a
collection agency.

4 Financial options are available to all patients. Please feel free to ask one of our office personnel.

Failed or Cancelled Appointments

If an appointment has been reserved for you, we kindly ask that patients give us twenty-four hours notice for cancellations;
otherwise, we reserve the right to charge aminimum of $30.00 per half hour, which iscurrently our broken appointment fee. Ifthe
appointment iswithaspecialist, the minimum fee is $50.00 per half hour visits. The length of time reserved and the number of prior failed
appointments determines your charge. We will not offer appointments to patients who fail multiple appointments without having given
us proper notice.

Estimates and Fees

After x-raysandexamination, youareentitled toand should ask foran estimate of fees tocover your treatment. Allestimates
arebaseduponconditions viewed at the time of diagnosis; unforeseen circumstances, such as pulpal therapy or cracked teeth could
alter an estimated fee. Itiscustomary to pay for dental services when they are rendered. There is a service charge on all unpaid
accounts.



Delinguent Accounts

Delinquent accounts will have to be turned over to a Credit Reporting Collection Agency.

Notice of Privacy Practices (HIPAA)

Alaminated copy of our office Notice of Privacy Practices (HIPAA) isavailable inour office. You havetherighttoread our
Notice of Privacy Practices before you decide whether tosign this consent. Our Notice provides adescription of our treatment,
paymentactivities and healthcare operations. Of the usesand disclosures we may make of your protected health information and of
other important matters about your protected health information. We encourage you to read it carefullyand completely beforesigning
this Consent. Upon your request we will be happy to provide you with your own personal copy of our Privacy Practices.

Date:

Signature:



