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Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental

%l‘ Ome care. To help us meet all your dental healthcare needs, please
Sill out this form completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help.

Patient #

. . SS#/SIN
Patient Information (conFIDENTIAL) Date
Name Birthdate Home Phone
Address City P! E
Email Cell Phone ;
Check Appropriate Box: CMinor {Single [IMairied U Divorced (I Widowed (O Scparagig‘d Full _ Part "
If Student, Name of School/College City Prov_ O Time T Time
Patient or Parent/Guardians Employer Work Phone

) , Statel Zip

Business Address City Piov. PC.
Spouse or Parent/Guaidians Name Employer Work Phone
Whom may we thanl for referring you?
Person to contact in case of emergency Phone
Respomble Part}] Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’ License# Birthdate Financial Institution
Employer Work Phone SS#H/SIN

Is this person currently a patient in our office? I Yes UINo
For your convenience, we offer the following metheds of payment. Please check the option you prefer: Payment in full at each appointment.

U Cash 03 Personal Check Credit Card [3VISA [ MasterCard 031 wish to discuss the officet payment policy.
Insurance Information -
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocalt___ Work Phone
ame of Employ , State 7

Address of Employer City v P
I o G Policy/ID#

nsurance Company Toup# Policy, Zl%{
Ins. Co. Address City Prov. PTC.
How much is your deductible? How much have youused? ___________ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O ves ONo IF YES, COMPLETE THE FOLLOWING:

Relationshi
Name of Insured to Patlent -
Birthdate SSH/SIN Date Employed
Name of Empl UnionorLocal¥_______ Work Phone
me of Employer ) State/ il
Address of Employer City Prov. PTC.
Insurance Compan Grou Policy/ID#
pary oupE State/ Zpl
Ins. Co. Address City rov. PC.
How much is your deductible? Howmuchhaveyouused?_____ Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Datc of L.ast Exam I
Yes No Yes No :
1. Are you under medical treatment now? g 0 10. Are you wearing contact lenses? a o,
2. Have you ever been hospitalized for any 11. Are youallergic o or have you had any reactions to the following? o
surgical operation or serious illness within the last 5 years? ........... o o Local Anesthetics (e.g. Novocain) ] O ¢
If yes, please explain Penicillin or any other Antibiotics (] O
Sulfa Drugs ..... % L
3. Are you taking any medication(s) Barbiturates =
including non%pvé’cﬁpti(m medicine? 0 g f:él;:zvcs.. % =
If yes, what medication(s) are you taking? Aspirin nln
4. Have you ever taken Fen-Phen/Redi? a 0 i\:{ Mé{;ﬁe (e.g. nickel, mercury, etc.) .....vuereerrenne. % ]
5. Have you ever laken Fosamax, Boniva, Actonel or any cancer — ot hze’:' (lea s; o) -
medications containing bisphosphonates? g o pre g :

6. Have you taken Viagra, Revati, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not ’
i the last 24 ltours7g ’ O O associated with a known illness (lasting more than 3weeks)?... [ [0
7. Do you use wbacc;)} O O 13. Women Only: ) 0o .
8. Do you use controlled substances? O Od v Py o (hink you may be pregnant? .. o 1

9. Do you have or have you had any of the following? ¢) Are you taking oral CONIQCEpLVes? ..o g a
Yes No Yes No Yes No
High Blood Presswre ..........con..... L O  Heart Disease ... O O Chest Pains oo (I
Heart Attack ... 0 O cCandiac Pacemaker ................ U O Easily Winded ..................ccvvoeu... []
Rheumatic Fever .............corenn..n. U O Heart Munnur ... L 0O Stoke (]
Swollen Ankles ..........ccoonveereneee. 0 0 Angina 0 0 Hay Fever / Allergies (] -
Fainting / Seizures ....................... D 0 Frequendy Tired ... L O  Tuberulosis (]
Asthma O O  Anemia 1 B} Radiation Therapy ......cceeeverevrnns ]
Low Blood Presswir ...........cveneea. o O Emphysema ........ovvceecnrosnrnnnnne. O O Glaucoma . - ] -
Epilepsy / Convulsions .... O O cancer s ] O Recent Weight Loss ....ouu.civivsnissnenn. ] -
Leukentia .............cooo.... O [ Afhtis e O O Liver Discase ..... () -
Diabetes ...........unnrnnn... g O Joint Replacement or Implant ...... L1 O Heart Trouble oo (] -
Kidney Diseases ............... 0 O Hepatitis / Jaundice ...................... g o Respiratory Problems ... [] -
AIDS or HIV Infection 0 O Sexually Transmitted Disease ...... O O Micral valve Prolapse ]
Thymid Problem ...........veeeeeennn. L1 O stomach Troubles / Ulcers .......... O O oOther O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No N
1. Do your gums bleed while brushing or flossing?................ooo... UJ [ 8 Doyou have frequent headaches? ﬁ [ﬂ
2. Are your teeth sensitive to hot or cold liquids/foods?.... LJ O 9. Doyou dench or grind your teeth? a o
3. Are your tecth sensitive to sweet or sour liquids/foeds?............. O O 10.po you bite your lips or cheeks frequently?................... O g
4. Do you feel pain to any of your teeth? 8 11 Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouth?.......... O D in the past? g 0.
6. Have you had any head, neck or jaw injuries?..................... OO O 12 Have you ever had any prolonged bleeding
7. Have you ever expericnced any of the following Jollowing extractions? ........... 0o 0
problems in your jaw? 13. Have you had any orthodontic treatment?..................... O O
Clicking ......veceererennens 0 O 14 Doyou wear dentures or partils?..............orse. o ad
Pain (join, ear; side of face) - - O 0 If yes, date of placement
Difficulty in opening or closing..........coccooecennnee L3 O 15 Have you ever received oral hygiene instructions
Difficulty in chewing ........covccureeecrecereecrnesrrsranens O O regarding the care of your teeth and gums? ................. 0 O
16. Do you like your smile? ............. o .

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.
P understand that providing incorrect information can be dangerous to my health. 1 authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the ‘rcriod of such Denial care to third party payors
amﬁm’ health practitioners. I authorize and request nty insurance company to pay directly to the dentist or dental group insurance bencefits
otherwise payable to mc. | understand that nl{ dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
Jor payment ‘of all services rendcred on my behalf or my dependants.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature . Date

PATTERSON OFFICE SUPPUES 1.800.637.1140 051-1055/16797



It's About Expectations...

We very much appreciate and value you as a patient in our practice. So that we may
continue to have an excellent, mutually beneficial relationship, we would like to take this
opportunity to reiterate our office expectations.

As a patient of our practice, you can expect us to:

® & & & & ¢ 6 O O o e oo

Greet you in a friendly, professional manner.

Seat you as soon after your arrival as possible.

Outline the cost associated with any treatment before beginning.

Strive to perform painless dentistry.

Provide the most advanced dental procedures and materials.

Explain the treatment being performed.

Maintain and clean office.

Sterilize all instruments and disinfect all treatment rooms.

Do everything possible to make you feel welcome and comfortable.
Treat you with the utmost professionalism and personal attention.

Assist you in processing your insurance claims not to exceed cight weeks.
Remind you of your scheduled appointments a day in advance.

Treat any friends and family you refer to us with the same friendly, personal
attention.

As a patient of our practice, we expect you to:

Signed

Keep your scheduled appointments. We do require a two business day notice for
any appointment changes to avoid a $75 cancellation fee.

Arrive on time for your appointments.

If you have insurance, pay your estimated insurance portion at the time services
are rendered. There is a $40.00 returned check fee.

If you do not have insurance, pay for your scrvices at the time they are rendered.
Provide us with current and accurate insurance information.

Keep us updated regarding changes in your personal information, such as
address and telephone numbers.

Notify us of changes of your general health status, including any special needs
that you may have.

Brush and floss daily as recommended by our staff.

See us regularly for exams and cleanings as recommended by our doctors and

staff.
Feel comfortable referring your friends and family members to our office.

Signed

Patient Cordera Family Dentistry

Date

Date




Cordera Family Dentisitry
Hans Egbert D.D.S.
Policy Form

Office Financial Policies

Dental insurance plans do not normally provide full coverage of your dental bill.
Your dental coverage is a contract between you and your insurance company, and while
we will cooperate to the fullest in expediting your claim, you are ultimately responsible
for your account. Your portion of the bill will be due at time of service.

If your insurance has not paid within 60 days from the date from the date of
service, we will look to your for prompt payment of the account. All costs for collection
of the account, should collection procedures or small claims court become necessary, will
be passed on to the patient and/or the responsible party.

I understand that, due to any false information, I will be subject to criminal prosecution

Signature

Insurance Regulations

I have been informed of the treatment plan and associated fees. I agree to be
responsible for all charges for dental services and materials not paid by my dental benefit
plan, unless prohibited by law or the treating dentist or dental practice has a contractual
agreement with my plan prohibiting all or a portion of such charges. To the extent
permitted by law, I consent to your use and disclosure of my protected health care
information to carry out payment activities in connection with claims submitted from this
office.

Signature

Assignment of Benefits

I hereby authorize and direct payment of the dental benefits otherwise payable to
me, directly to Cordera Family Dentistry.

Signature



Name of Practice: __ CORDERA FAMILY DENTISTRY

Name of Patient (please print) Date of Birth

Acknowledgment of Notice of Privacy Practices

I hereby acknowledge that I received [Cordera Family Dentistry]’s Notice of Privacy
Practices.

Signature of patient or patient represcntative Date

Documentation of Good Faith Efforts

To obtain patient’s acknowledgment that they received provider’s
Notice of Privacy Practices

The patient presented to the office/hospital on [insert date] and was provided with a copy of
Covered Entity's Notice of Privacy Practices. A good faith effort was made to obtain from the
patient a written acknowledgment of his/her receipt of the Notice. However, such
acknowledgement was not obtained because:

O Patient refused to sign.

O Patient was unable to sign or initial because:

O The patient had a medical emergency, and an attempt to obtain the
acknowledgment will be made at the next available opportunity.

O Other reason (describe below):

Signature of Employee Completing Form Date

Version 1.0



