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We want to help you have the brightest smile possible. 
Please fill out this form completely so we can know how 
to best help you reach maximum oral health. 
The better we know you, the better we can care for you.	

Welcome

name 	 	   Male        female

birthdate                /                    / ss#

street address 	

city state	    zip

e-mail address

home phone mobile

office phone

employer how long there?

employer address

BEST TIME TO REACH YOU

WHO MAY WE THANK FOR REFERRING YOU? 	

OTHER FAMILY MEMBERS SEEN BY US

PREVIOUS DENTIST 	

PHONE # LAST VISIT THERE

spouse name

EMPLOYER

WORK PHONE ss#

birthdate

OTHER PERSON RESPONSIBLE FOR ACCOUNT

relationship

address

phone ss#

PRIMARY INSURANCE DENTAL COVERAGE?     yes        no

insurance co. name

address

phone group #

INSURED NAME RELATION

INSURED BIRTHDATE IINSURED SS#

SECONDARY INSURANCE DENTAL COVERAGE?     yes        no

insurance co. name

address

phone group #

INSURED NAME RELATION

INSURED BIRTHDATE IINSURED SS#

DO you HAVE A PERSONAL PHYSICIAN?      yes        no

PHYSICIAN name

PHONE DATE OF LAST VISIT

are you UNDER CARE of this doctor now?

explain?

NEIGHBOR/RELATIVE TO CONTACT IN EMERGENCY:

RELATIONSHIP

home PHONE mobile

street address

city state	    zip

you

1

spouse

2

insurance

3

medical
contacts
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side 2

MY CURRENT HEALTH IS     GOOD         FAIR         POOR

HAve you smokeD or useD tobacco in any other form?      yes        no

Have you EVER HAd any metal rods, pins or implants?      yes        no

are you taking any prescription / over-the-counter or herbal supplement drugs?

  yes        no if yes, please list below

ARE YOU TAKING BIRTH CONTROL PILLS?

ARE YOU PREGNANT?

ARE YOU NURSING?

are you allergic to any of the following? 

  Aspirin 

  Dental Anesthetics 

  Jewelry/Metals

  Penicillin 

  Other (please list)

  Codeine 

  Erythromycin 

  Latex 

  Tetracyclin

have you ever had any of the following diseases or medical problems?

  Abnormal Bleeding / Hemophilia

  AIDS/HIV 

  Alcohol / Drug Abuse 

  Anemia

  Arthritis 

  Artificial Bones / Joints / Valves

  Asthma 

  Blood Transfusion 

  Cancer / Chemotherapy

  Colitis 

  Congenital Heart Defect 

  Diabetes 

  Difficulty Breathing 

  Emphysema 

  Epilepsy / CONVULSIONS 

  Fainting Spells

  Frequent Headaches 

  Glaucoma  

  Hay Fever  

  Heart Attack / Surgery 

  Heart Murmur 

  Hepatitis  A  B  C 

  Herpes / Fever Blisters

  High Blood Pressure  

  Hospitalized for Any Reason 

  Kidney Problems

  Liver Disease 

  low Blood Pressure 

  Lupus

  Mitral Valve Prolapse 

  Pacemaker

  Psychiatric Problems 

  Radiation TreAtment 

  Rheumatic /ScarlEt Fever 

  Seizures 

  Shingles

  Sickle Cell Disease / Traits 

  Sinus PrOblems 

  Stroke

  Thyroid Problems

  Tuberculosis [TB) 

  Ulcers 

  Venereal Disease

Anything you would like to discuss with the dentist in private?       yes        no

Please list any other serious medical condition(s) that you have ever hAD:WHY HAVE YOU come TO THE DENTIST TODAY?

HAve you ever taken Phen-Phen? Also known as Redux & Pondimin?     yes      no

If so, when

Do you require antibiotics beFore dental treaTMent?      yes        no

are you currently in pain?      yes        no

have you ever had a serious problem associated with any previous dentAl work?

  yes        no       If yes, what?

Have you ever hAd gum treatment?      yes        no

have you experienced discomFort in HIS/HER jaw  (TMJ/TMD)?      yes        no

Do your gums ever bleed?    yes      no

How many times a week dO you FLoss?                TIMES a day you brush?

Type of bristles?      hard        medium         soft

How long do you use a toothbrush before replacing it?

Are your teeth sensitive to heat, cold, or anything else?      yes        no

have you lost any teeth?     yes     no    if yes, why? 

do you like  your smile?    yes      no    

I understand thAt the inFormation that I have given today is correct to the best of my

knowledge. I also understand that this infOrmation will be held in the striCTest 

confidencE and it Is my responsibility TO inform this office of any changes in MY 

medical status.

SIGNATURE date                  /                    /

Payment is due in full at the time of treatment unless prior arrangements

have been approved. If this office accepts insurance, I understand that I am 

responsible for payment of services rendered and also responsible For paying any 

co-payment and deductibles that my insurance does not cover. AS PARENT OR GUARDIAN 

OF THE CHILD RECEIVING TREATMENT, I AM RESPONSIBLE FOR PAYMENT. I hereby authorize 

payment directly to the Dental Office of the group insurance benefits otherwise 

payable to me. I understand that I am responsible for all costs of dental treatment. I 

hereby authorize release of any information, including thE diagnosis and records of 

treatment or examination rendered, to my insurance company.

SIGNATURE date                  /                    /

medical
history
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financial policy

Thank you for choosing our facility as your healthcare provider. 
We are committed to your treatment being successful. 

If you have dental insurance, we will be happy to help you 
receive your maximum allowable benefits, and we will gladly 
discuss any insurance options you may have. However, your 
insurance contract is a contract between you, your employer, and 
the insurance company. While the filing of claims is a courtesy 
we extend to our patients, all charges are your responsibility 
from the date services are rendered.

INSURANCE & INSURANCE COLLECTION
Please understand that insurance reimbursement can be a long 
and difficult process for our office. In fact, insurers routinely 
stall, deny, and reduce payments. To that end, our billing staff 
has undergone extensive and rigorous training to maximize your 
insurance reimbursement, while reducing the time by which 
they pay. Please initial next to your category of insurance 
listed below, as this will help us to speed up payment and 
eliminate confusion in the future. Thank you.

Non-Contracted or Indemnity Insurance Plans
We may bill your insurance as a courtesy. 

Plans in which we are participating providers:
PPO Plans. We have agreed to accept the discounted 
rate from your plan, however, all co-insurance is your 
responsibility. We will estimate balances to the best of our 
ability. Since the balances are estimates only, we require 
that you enroll in Quick-Pay to guarantee your account.

Secondary Insurers
Having more than one insurer DOES NOT necessarily mean 
that your services are covered 100%. Secondary insurers 
will pay as a function of what your primary carrier pays. 
We may bill your secondary carrier as a courtesy. 

Note: In the event that your insurance does not reimburse us within 45 days, 
we will simply transfer the balance of your account to your credit, debit, or 
check card. Please indicate your preference. After your insurance has cleared, 
you may leave the balance on your card.

PAYMENT OPTIONS
In order to provide you with the highest quality service while 
keeping our billing costs low, we require paperless billing 
through Quick-Pay. We simply maintain your credit, debit, or 
check card number on file to satisfy all co-pays, deductibles, 
and balances not covered by your insurance. Our Financial 
Arranger & Coordinator will be more than happy to give you 
more information about Quick-Pay.

WE ACCEPT ALL MAJOR CREDIT CARDS, DEBIT CARDS, 
CHECK CARDS AND CASH. WE OFFER THE CARE CREDIT 
CARD AS OUR EXTENDED PAYMENT OPTION. Ask for details 
on how to apply. 

TRANSFER MY FULL BALANCE TO MY CREDIT CARD 
ACCOUNT
(Credit card information required below)

CHARGE MY CREDIT CARD ACCOUNT EQUIVALENT TO 
THREE (3) MONTHLY PAYMENTS 
(Credit card information required below)

5% DISCOUNT FOR TREATMENT PAID IN FULL �PRIOR 
TO TREATMENT 
(Treatment can be paid for with cash or credit card)

I authorizeThe Center of Dental Professionals to maintain 
my credit account on file and I assign my insurance 
benefits to the practice.

PLEASE CIRCLE CARD TYPE: 

ACCOUNT NUMBER EXPIRATION DATE            /            

SIGNATURE

Billing Fees: In order to provide exceptional care and service to all our 
patients, we outsource our billing to an independant company, a standard 
billing fee of $25 will be added to your account if your account exceeds thirty 
days current. 

Divorce Decrees: This office is NOT party to your divorce decree. Adult patients 
are responsible for their bill at the time of service. The responsibility for minors 
rests with the accompanying adult.

Minor Patients: The adult accompanying a minor and the parents (or 
guardians) of the minor are responsible for FULL payment. For unaccompanied 
minors, non-emergency treatment will be denied unless charges have been pre-
authorized to an approved credit plan, Visa/Master card, or payment by cash at 
the time of service has been verified.

I have read the Financial Policy. 
I understand and agree with all terms.

SIGNATURE date             /               /

initials

initials

initials

initials

initials

initials
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consent to proceed

I authorize The Center of Dental Professionals providers and/
or such associates or assistants as they may designate to 
perform those procedures as may be deemed necessary or 
advisable to maintain my dental health or the dental health of 
any minor or other individual for which I have responsibility, 
including arrangement and/or administration of any sedative 
(including nitrous oxide), analgesic, therapeutic, and/or other 
pharmaceutical agents(s), including those related to restor-
ative, palliative, therapeutic or surgical treatments. 

I understand that the administration of local anesthetic may 
cause an untoward reaction or side effects, which may include, 
but are not limited to bruising, hematoma, cardiac stimulation, 
muscle soreness, and temporary or rarely, permanent 
numbness. I understand that occasionally needles break and 
may require surgical retrieval. Occasionally drops of local 
anesthetic may contact the eyes and facial tissues and cause 
temporary irritation. 

I understand that as part of the dental treatment, including 
preventative procedures such as cleanings and basic dentistry, 
including fillings of all types, teeth may remain sensitive or 
even possibly quite painful both during and after completion 
of treatment. After lengthy appointments, jaw muscles may 
also be sore or tender. Gums surrounding tissues may also be 
sensitive or painful during and/or after treatment. Although 
rare, it is also possible for the tongue, cheek, or other 
oral tissues to be inadvertently abraded or lacerated (cut) 
during routine dental procedures. In some cases, sutures or 
additional treatment may be required.

PATIENT NAME

RESPONSIBLE PARTY NAME

RESPONSIBLE PARTY SIGNATURE date                  /                    /
(patient, legal guardian or authorized agent of patient)

WITNESS	 date                  /                    /

I understand that as part of the dental treatment items 
including, but not limited to crowns, small dental instruments, 
drill components, etc. may be aspirated (inhaled into the 
respiratory system) or swallowed. This unusual situation 
may require a series of x-rays to be taken by a physician or 
hospital and, may in rare cases, require bronchoscopy or other 
procedures to ensure safe removal.

I understand the need to disclose to the dentist any 
prescription drugs that are currently being taken or 
that have been taken in the past, such as Phen-Fen. I 
understand that taking the class of drugs prescribed for 
the prevention of osteoporosis, such as Fosamax, Boniva, 
or Actonel, may result in complications of non-healing of 
the jaw bones following oral surgery or tooth extractions. 

I do voluntarily assume any and all possible risks, including 
the risk of substantial and serious harm, if any, which may be 
associated with general preventative and operative treatment 
procedures in hopes of obtaining the potential desired 
results, which may or may not be achieved, for my benefit 
or the benefit of my minor child or ward. I acknowledge that 
the nature and purpose of the foregoing procedures have 
been explained to me if necessary and I have been given the 
opportunity to ask questions.
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truth-in-lending statement

As a condition of your treatment by this office, financial 
arrangements must be made in advance. The practice depends 
upon reimbursement from our patients for the costs incurred 
in their care to remain viable. Financial responsibility on the 
part of each patient must be determined before treatment.

All emergency dental services, or any dental services 
performed without previous financial arrangements, must be 
paid for in cash at the time services are rendered.
Patients who carry dental insurance understand that all dental 
services furnished are charged directly to the patient and that 
he or she is personally responsible for payment of all dental 
services. This office will help prepare the insurance forms of 
our patients or assist in making collections from insurance 
companies and will credit any such collections received to the 
patient’s account. However, this dental office cannot render 
services on the assumption that our charges will be paid in full 
by an insurance company.

A service charge of 1.5% per month (18% per annum) on the 
unpaid balance will be assessed on all accounts exceeding 
thirty days from the date of service unless previously written 
financial arrangements are satisfied. I understand that the fee 
estimate listed for this dental care can only be extended for a 
period of six months from the date of the patient examination. 
I also understand and agree to a $25.00 returned check fee on 
all checks returned to this office. 

In consideration for the professional dental services rendered 
to me, or at my request for my minor child or ward, I agree to 
pay, therefore, the reasonable value of said services to said 
dentist or his assignee at the time said services are rendered, 
or within thirty (30) days of billing if credit shall be extended. 
I further agree that the reasonable value of said services shall 
be as billed unless objected to by me, in writing, within the 
time for payment thereof. I further agree that a waiver of any 
breach of any time or condition hereunder shall not constitute 
waiver of any further term or condition, and I further agree to 
pay all costs and reasonable attorney fees if suit be instituted 
hereunder to collect monies owed by me, including charges 
or commissions up to 50% that will be assessed to us by any 
collection agency retained to pursue this matter.

I authorize assignment or payment of all dental and/or 
surgical benefits to which I or other family members are 
entitled, including private dental insurance and other group 
health plan benefits otherwise payable to the undersigned, 
The Center of Dental Professionals.

I HEREBY AGREE TO ABIDE BY THE CONDITIONS OUTLINED 
HEREON. 

PATIENT/legal guardian signature

SIGNATURE date                  /                    /



4

acknowledgment of receipt
of privacy policy notice

name

street address date                  /                    /

city state                      zip

home phone       (            )             - mobile       (            )             -

I, 	 ,
acknowledge that I have received a Notice of Privacy 
Practices from The Center of Dental Professionals.

signature date                  /                    /

If a personal representative is signing this authorization on 
behalf of the individual, complete the following:

Personal Representative’s Name

Relationship to Individual

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of our 

Notice of Privacy Practices, but it could not be obtained 

because:

	 	 Individual refused to sign

	 	 Communication barrier prohibited us from

	 	 obtaining the acknowledgment

	 	 An emergency situation prevented us from 

	 	 obtaining acknowledgment

	 	 Other (please specify)

For the comfort of the patient, one parent or one 
accompanying adult are welcome but not required to 
accompany the child to the operatory. However, for safety and 
privacy of other patients all others, including children who are 
not scheduled at this appointment time, are asked to remain in 
the reception area. Young children in the reception room will 
need a supervisory adult.

Additionally, the use of cell phones is prohibited in the 
operatory. The conversations carried on by others present 
in the clinical area can be distracting to children, which 
can prevent our providers from having close and careful 
communication with each young patient.

Thank you for your understanding. Your cooperation in these 
matters helps us to serve you better.

CANCELLATION POLICY: With considerations to patients that 
are scheduled after you and to help control office overhead, 
we have implemented a policy to charge anyone for a failed 
appointment. A $55.00 charge per appointment will be 
assessed to anyone failing to arrive for their appointment. Also 
any appointment(s) cancelled without 48 hours notice given 
to The Center of Dental Professionals will be subject to the 
above charge. This is a charge not covered by your insurance 
company and will be billed automatically to the credit, debit, 
or check card we have on file. Please be aware that our 
answering machine does not accept cancellations.

I have read the Patient Safety and Privacy Policy, along with 
the Cancellation Policy. I understand and agree with all terms.

SIGNATURE date                  /                    /

patient safety & privacy
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There are a number of ways to evaluate your smile. 
Like any other form of art, smile analysis is somewhat objec-
tive. What one person loves may look very fake and unnatural 
to another. The important thing is that you are happy with the 
way your smile looks so that you feel free to share it with the 
world. A nice smile can boost confidence and self-esteem, and 
improve your ability to communicate with others. 

Answering the following questions may help determine how 
satisfied you are with your smile and ways that we can help 
you find the smile you’ve always dreamed of.

1. Do you ever feel uncomfortable with the appearance of your 
smile?

2. Do you ever turn your face or cover your mouth when 
talking to others?

3. Have you found yourself looking at models or celebrities and 
wished your smile was like theirs?

4. Do you wish your teeth could be whiter? Straighter? 
Shorter? Longer?

5. Are you embarrassed to visit a cosmetic dentist because 
of the condition of your teeth/length of time since your last 
dental visit?

PATIENT NAME date                  /                    /

6. Do you avoid showing a full smile to others, especially 
strangers?

7. Do photographs of you usually show you smiling with your 
lips closed to cover your teeth?

8. Have you ever resisted laughing because you are 
uncomfortable with your smile?

9. Have you thought about those specific things you would like 
to change about your smile?

10. Are you ready to explore the options available for your 
smile make-over?

If you answered YES to any of these questions, you may be 
a good candidate for the exciting transformations avail-
able with today’s cosmetic dentistry. 
We would welcome the opportunity to introduce you to the 
possibilities for your new smile!

personal interest survey


