—~— All Pro Dental Care
~ 8500 Executive Park Avenue Suite 208
" Fairfax, VA 22031

(703) 663-8276

Patient Information

Patient Name: Date:
Last, First Ml (Preferred Name)
Gender: Family Status:
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell phone:
Email Address: May we contact you by email: [ Yes [ No
Address:
Street Apartment #
City State Zip Code

Health Information

Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O AIDS O Excessive Bleeding O Liver Disease O Stroke
O Allergies O Fainting O Mental Disorders O Tuberculosis
O Glaucoma O Nervous Disorders O Tumors
O Anemia O Growths O Pacemaker O Ulcers
O Arthritis O Hay Fever O Pregnancy O Venereal Disease
O Artificial Joints O Head Injuries Due date: O Codeine Allergy
O Asthma O Heart Disease O Radiation Treatment O Penicillin Allergy
O Blood Disease O Heart Murmur O Respiratory Problems OTHER:
O Cancer O Hepatitis O Rheumatic Fever O
O Diabetes O High Blood Pressure O Rheumatism
O Dizziness O Jaundice O Sinus Problems O
O Epilepsy O Kidney Disease O Stomach Problems

e Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

e Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O No
If yes, please explain:

e Are you now under the care of a physician? O Yes O No
If yes, please explain:

e Name of Physician: Phone:

¢ Do you have any health problems that need further clarification? O Yes O No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you to our practice? OAnother patient, friend OAnother patient, relative

O Dental Office O Yellow Pages 0O Newspaper 0O School 0O Work 0O Other

Name of person or office referring you to our practice:




The following is for: O the patient's spouse

Name:

Spouse or Responsible Party Information

O the person responsible for payment

O Male O Female

O Married 0O Single O Child O Other

Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code

The following is for: O the patient

Employment Information
O the person responsible for payment

Employer Name: Occupation:
Address:
Street City, State  Zip Code Phone
Insurance Information
Primary

Name of Insured:

Is insured a patient? O Yes 0O No

Insured's Birth Date:

Insured's Address:

Insured's Employer Name:

Address:

Patient's relationship to insured:
Insurance Plan Name and Address:

Secondary
Name of Insured:

Insured's Birth Date:

Insured's Address:

Insured's Employer Name:

Address:

Last First Mi
ID #: Group #:
Street City State Zip Code
Street City State Zip Code
O Self O Spouse 0O Child O Other
Is insured a patient? O Yes 0O No
Last First Ml
ID #: Group #:
Street City State Zip Code
Street City State Zip Code

Patient's relationship to insured:
Insurance Plan Name and Address:

O Self O Spouse 0O Child O Other




FINANCIAL POLICY

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with
the highest quality lifetime dental care, so that you may attain optimum oral health. The following is a
statement of our financial policy, which we require that you read, agree to, and sign prior to any treatment.
Please note that payment of your bill is considered part of your treatment. Payment is due at the time service
is provided. Our office accepts cash, personal checks, MasterCard, Visa and Discover. Outside financing is
available upon request and approval.
Please check if you would like more information about financing options.
Please Note: Returned checks will be subject to additional fees. In the case it becomes necessary for our
office to enlist a collection service and/or legal assistance; you will be responsible for any collection and/or
legal charges up to 35%.
Do You Have Insurance?
« As a courtesy to you we will help you process all your insurance claims. Please understand that we
will provide an insurance estimate to you, however it is not a guarantee that your insurance will pay
exactly as estimated. Your insurance company and your plan benefits ultimately determine the
amount paid. We will, of course, do all we can to make sure your estimate is as accurate as possible.
« All charges you incur are your responsibility regardless of your insurance coverage. We must
emphasize that as your dental care provider, our relationship is with you, our patient, not with your
insurance company. Your insurance policy is a contract between you, your employer, and your insurance
company. Our office is not a party to that contract.
« Our practice is committed to providing the best treatment for our patients and we charge what is usual
and customary for our area. You are responsible for payment regardless of any insurance company's
arbitrary determination of usual and customary rates.
» We ask that you sign this form and/or any other necessary documents that may be required by your
insurance company. This form instructs your insurance company to make payment directly to our office.
» We ask that you pay the deductible and co-payment, which is the estimated amount not covered by
your insurance company, by cash, check, MasterCard, Visa, or Discover at the time we provide the
service to you.
* Insurance payments are ordinarily received within 30-60 days from the time of filing. If your insurance
company has not made payment within 60 days, we will ask that you contact your insurance company
to make sure payment is expected. If payment is not received or your claim is denied, you will be
responsible for paying the full amount at that time.
» We will cooperate fully with the regulations and requests of your insurance company that may assist in
the claim being paid. Our office will not, however, enter into a dispute with your insurance company over
any claim.
We thank you for the opportunity to serve your dental health care needs and welcome any questions you
may have concerning your care or our financial policy.
Consent:
| HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS. | AUTHORIZE
MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO MY DENTAL OFFICE. |
understand that responsibility for payment for Dental Services provided in this office for myself or my
dependents is mine, due and payable at the time services are rendered unless financial arrangements have
been made. | further understand that a finance, rebilling, collection charge and/or attorney fee will be added
to any overdue balance.
By signing below, you are authorizing us to call you at any number you provide including calls to mobile/cellular or similar

Patient Signature (Parent if child) DATE




ALL PRO Dental Care

8500 Executive Park Ave Suite 208 Fairfax, VA Phone: (703) 663-8276

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to
document our good faith effort to obtain that acknowledgement.

**You May Refuse to Sign This Acknowledgement**

1, , have received a copy of this office's Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

Authorization to Release Information

Purpose: This form is used to obtain authorization to release information regarding yourself covered under
the Privacy Act to people other than yourself.

l, authorize the following person(s) to have access to
information covered under the Privacy Practice regarding myself.

{Please Print Name} Relationship

{Please Print Name} Relationship

*Please call within 24 hours of your apt., or a $25 cancellation fee will apply.

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the

acknowledgement An emergency situation prevented us from

O O oo

obtaining acknowledgement Other (Please Specify)

© 2002 American Dental Association

All Rights Reserved



	Referral Information
	Consent for Services




