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Patient Information
Today’s Date:

Patient Name: Preferred Name:

Lisil Feud M

Cmale COFemale OMarried [OSingle [OChild  COther

Responsible Party for child:

May we contact you in regards to your account activity using the personal information below? ClYes CINo

S5 # Patient: 55 # Responsible Party:
Phone (Home): (Work): Emergency contact: Cell:
Birth Date: E-Mail Address:
Home Address:

vl Oty e Kip Conce
Employer Name: Position: How long there?:

Please list other members of your immediate family who are patients in our office that you would like to have linked
with your account

Referral Information

Can we thank someone for referring you? Or did you find us on your own?
Family Member O  Our Website
O vellow Pages
Cowarker O Lumineer or & Month Braces Referral
Friend O Insurance Company
O Location
Doctor 0 Mai
O oOther

What is the reason for your visit today?

Date of Last Dental Visit:

Do you prefer Nitrous Oxide (laughing gas) during dental procedures? ClYes CINo
Are you interested in sedation dentistry? CdYes CINo

Why did you leave your previous dentist?

If you could change your smile and/or oral health, what would you do? Check all that apply.

O Straighter teeth O Close spaces between O Fresher Breath
O Whiter Teeth teeth O Less Painin Jaw
O Eatand Chew Better O Lower cavity risk O Taste food better
O Stop snoring O Get rid of ugly dark fillings O OCther

O Grinding/Clenching/Clicking O Better fitting denture

Do you prefer to see a particular doctor in our practice?




We routinely use latex products for your safety. If you have a known sensitivity to latex products, please

notify us prior to being called back to the treatment room.
HEALTH QUESTIONMNAIRE

Today's Date:

/

Name of person completing form (if different from patient) and relation to patient:

Patient Name:

DOB: /

Please answer the following questions to the best of your ability, realizing that true and accurate answers are
important to the delivery of quality of care. All information you provide will be kept confidential.

If yes, please explain...

Are you under a physician's care now? Oy OM

Have you ever been hospitalized or had a major operation? Oy ON

Have you ever had a serious head or neck injury? Oy On

Are you taking any medications, pills, or drugs? Oy OM | Please list medications currently prescribed:

Do you take, or have you taken Phen-Fen or Redux? Oy On

Have you ever taken Fosamax, Boniva, Actonel or any Oy ON

other medication containing Bisphosphonates?

Are you on a special diet? Oy O

Do you currently use tobacco? Oy Ow Women: Are you

Have you ever used tobacco? Oy On OPregnant/Trying to get pregnant?  CINursing?

Do you use controlled substances? Oy O OTaking Oral Contraceptives?

Have you ever used controlled substances? Oy O

Are you allergic to any of the following? Check all that apply.

OAspirin Openicillin OCodeine  OLocal Anesthetics Clacrylic COMetal OLatex Osulfa Drugs

Dother:

Do you have, or have you had, any of the following?
AIDS/HIV Positive O¥es OMo | Cortisone Medicine O¥es OONo | Hemophilia Cves OONo | Radiation Therapy O¥es ONo
Acid Reflux OYes OMo | Daytime Sleepiness Oves DNo
Alzheimer's Disease O¥es OMo | Disbetes O¥es TONo | Hepatitis A Oves OMo | Recent Weight Loss Oyez OOMo
Anaphylaxis O¥es OMNo | Drug Addiction O¥es OONo | Hepatitis Bor C Oves ONo | Renal Dialysis O¥es ONo
Anemia O¥es OMo | Easily Winded O¥es ONo | Herpes Oves OMNo | Rheumatic Fever Oves ONo
Angina OYes OMa | Emphysema O¥es OOMNo | High Blood Pressure Oves OMo | Rheumatism O¥es ONo
Arthritis/Gout O¥es OMo | Epilepsy or Seizures O¥es OOMNo | High Chalesterol Cives ONo | Scarlet Fever Oves ONo
Artificial Heart Vahee O¥es OMo | Excessive Bleeding Cyes OMNo | Hive or Rash Oves OMo | Shingles Oves ONo
Artificial baint O¥es OMo | Excessive Thirst OYes TINo | Hypoglycemia O¥es OMo | Sickle Cell Disease O¥es ONo
Asthma OYes OMo | Fainting Spells/Diziness O¥es OOMNo | irregular Heartbeat Ci¥es OONo | Sinus Trouble O¥es ONo
Blood Disease O¥es OMo | Frequent Cough O¥es OMNo | Kidney Problems Oves OMo | Spina Bifida CIves ONo
Blood Transfusion OYes OOMo | Frequent Diarrhea O¥es ONo | Leukemia Oves OMNo | Gastric/intest. Disease  OYes CNo
Breathing Problems O¥es OMNo | Frequent Headaches Cives OOMo | Liver Disease Oves ONo | Stroke Cves ONo
Bruise Easily O¥es OMo | Genital Herpes O¥es OOMNo | Low Blood Pressure Oves ONo | Swelling of Limbs O¥es ONo
Cancer OYes OMo | Glaucoma O¥es ONo | Lung Disease Oves OMo | Thyroid Disease O¥es ONo
Chemotherapy O¥es OMNo | Hay Fever Oves ONo | Mitral Valve Prolapse Oves OOMNo | Tonsillitis O¥es OnNo
Chest Pains O¥es OMo | Heart Attack/Failure O¥es OMNo | Osteoporosis O¥es OnNo | Tuberculosis O¥es ONo
Cord Socres/Fever Blisters OYes OMo | Heart Murmur O¥es OMNo | Painin Jaw loints O¥es ONo | Ulcers O¥es ONo
Congenital Heart Disorder  O¥es TOMo | Heart Pacemaker Ov¥es OMNo | Parathyroid Disease Oves OMNo | Venereal Disease Oives ONo
Convuisions O¥es COMo | Heart Trouble/Disease O¥es OMo | Psychiatric Care Oves ONo | Yellow laundice O¥es ONo

Have you ever had any serious illness not listed above? Oves Do If Yes, please explain

| also understand the importance of a truthful health history and realize that incomplete information may have an
adverse effect on my treatment. To the best of my knowledge, the information above is complete and accurate.

Print Mame of person completing forms

Signature of person completing forms




Primary Dental Insurance if availobie

INSURANCE INFORMATION

Dental Insurance Company:

Policy Holder's Employer:

Policy Holder's Name:

Policy Holder’s S5#:

Lad

Policy Holder’s Date of Birth:

Frd L.

Insurance Co. Phone #:

Secondary Dental Insurance if ovailobie

Dental Insurance Company:

Policy Holder's Employer:

Policy Holder’s Name:

Policy Holder's S54:

Last

Policy Holder's Date of Birth:

Pk Lo

Insurance Co. Phone #:

Medical Insurance

Medical Insurance Company:

Policy Holder's Employer:

Policy Holder's Name:

Member ID#:

Las

Policy Holder's Date of Birth:

Pk L3

Insurance Co. Phone #:

OPTION TO AUTHORIZE RELEASE OF INFORMATION TO FAMILY MEMBERS

Today's Date: F /!

Patient Name: DOB: Fi /

Many of our patients allow family members such as their spouse, parents, or others 1o call and request dental or billing information. Under the
reguirements of HIPPA we are not allowed to give this information to anyone without the patient’s consent. If you wish 1o have your dental or
billing information released to family members you must sign this form. Signing this form will only give information to the family members listed

below.

| authorize Normandy Dentistry to release my dental and/or billing information to the following individual(s):

1.

Relation to Patient:

Relation to Patient:

Relation to Patient:

Please list all authorized person{s) who will bring your child/children to thelr dental appointment. We require a six month medical update to be
completed at your child’s appointment, thus making the person bringing your child to the appointment responsible for any medical changes,

current medications and dental concerns.

Relation to Patient:

Relation to Patient:

Patient Information

| understand | have the right to revoke this authorization at any time and that | have the right to inspect or copy the protected health information
to be disclosed. | understand that information disclosed to any above recipient is no longer protected by the federal or state law and may be
subject to re-disclosure by the above recipient. You have the right to revoke this consent in writing

Print Name of person completing forms

Signature of person completing forms




Financial Agreement

Thank you for selecting Normandy Lake Dentistry as your pnmary dental care provider. We are dedicated to
ensuring your experience and dental care with us are both comfortable and exceptional. Below is an outline of
our financial policy, which we require you to review and sign before your appointment with one of our providers.
Financial arrangements must be finalized prior to receiving treatment as a condition of your visit. Please
understand that settling your bill is integral to your treatment process. Our practice relies on patient
reimbursement to cover the costs incurred dunng your care, and financial responsibility on the part of each
patient must be established before treatment commences. All patients are required to complete our Information
and Insurance form before their appointment.

We accept payments in the form of cash, checks, Visa, Mastercard, American Express, Discover, Sunbit and Care
Credit.

Insurance:

Your coverage Is determined by your employer's selection, or if you have a self-purchased plan it is determined
by your policyholder. Our office will collaborate with you to maximize the benefits available under your plan.
However, most dental insurance plans do not cover the entirety of your treatment costs. Therefore, you are
expected to pay your deductible and the estimated co-payment on the day services are rendered. As a
courtesy for our patients, we will file your insurance claim on your behalf. Upon processing, you will receive an
explanation of benefits 3-4 weeks before our billing department. Explanation of Benefits, which is not a bill but
rather a descniption of the reimbursement from your insurance and any associated co-payments for covered
benefits. The explanation of benefits does not reflect the balance on your account, any non-covered benefits
will be added to the patient portion reflected on your explanation of benefits. Due to vanations between
insurance carriers (such as deductibles, annual maximums, allowable fee limitations, non-covered procedures,
and other restrictions), we cannot guarantee estimated charges. As your insurance agreement is between
you and the insurance company, you are ultimately responsible for all charges. Rest assured, we will
make every effort to ensure you receive the full benefits from your insurance company. If a claim is denied due
to insufficient information, we will promptly submit an appeal with the requested details. However, if the denial
is due to invalid patient information and we do not receive a response from you within 60 days of
service, the claim will be closed, and you will be responsible for the balance.

Unpaid Insurance Claims:

If your insurance company has not settled its estimated portion within 60 days of the service date, you will
receive a balance waming letter via email. After 90 days since your service date, you are required to pay the
outstanding balance in full at that time. For insurance reimbursement, it will be your responsibility to fight with
your insurance company for benefits covered by your dental plan. Accounts with balances over 90 days
since the first collections warning statement is sent will be referred to an attorney or collections
agency. If you are sent to collections a 35% fee will be added to your balance. Anyone aged 18 or above must
sign our financial agreement before treatment. For individuals under 18, a legal guardian must sign all policy
agreements. The signing guardian assumes responsibility for any outstanding balance, including amounts
referred to collections.

Customary Rates:

Our practice is dedicated to providing top-tier treatment at customary rates for our area. Regardless of any
insurance company's fee determinations, you are responsible for payment of our in-office fees. If you



have a lapse in coverage or are no longer subscribed to a dental benefit plan, we offer an in-house discount
plan with affordable monthly payments. Please consult with our office manager for further details. Please note
you can not use our in-house discount plan in conjunction with dental insurance or any other dental
discount plan.

LUnpaid Balances:

All unpaid balance statements will be sent to you electronically. Any unpaid balances after 60 days will
receive a collection waming letter from our billing department to the address on your account. After the
collections waming letter is sent to your household, you will have an additional 30 days to pay your balance in
full or set up a payment plan with your office before the account is submitted to a collections agency.

Emergency Services:

In the event of an emergency procedure (i.e. root canal or oral surgery), you will be seen by one of our
emergency services providers. When being seen by an emergency services provider, you may be billed to
the maximum allowance due to the provider being out-of-network with your benefit plan.

Missed Appointments:

We kindly request a minimum of 48 hours notice for appointment cancellations or rescheduling. Your
cooperation enables us to better serve you by optimizing our scheduling. Failure to provide timely
notification of a missed appointment will result in a $50.00 missed appointment fee. After three missed
appointment fees you will only be able to be seen in the office on a same-day basis.

Scheduling:

When scheduling an appointment for any form of treatment, you will be required to pay 30% of your
out-of-pocket expense to reserve your time with the provider. If you need to cancel your appointment, the down
payment can be refunded or used as a credit on your account. If a treatment with a provider is canceled
twice you will then be responsible for the full payment for treatment to reserve your time with the
provider.

Retumed Check Fee:

In the event a check is returned for any reason, including insufficient funds, a $35 check reprocessing fee will
be applied to your account. This fee must be paid in addition to the original amount due.

Check Reprocessing Fee:

In the event that a check is not cashed within the allotted time and a check is needing to be reissued, a $45
reissue fee will be deducted from the onginal check amount.

By signing below, | have read the above conditions of treatment and payment and agree to their
content.

Signature:

Patient Name:

Date:




