Barrington ProDental Care, P.C.

To our patients......

Welcome
We would like to welcome you to our office and thank you for selecting us to help you with your dental
health needs.
Our Philosophy
It is only through mutual understanding and communication that the most effective and long lasting
treatment can be administered. We are here to serve you in a comfortable and professional atmosphere.
Appointments
It is very important that the patient understands that appointment time is set especially for you.
Appointments should be made when they can be definitely kept. A fee of $25 per half hour of scheduled
time is charged for patients who miss or cancel their appointment without a 24-hour notice.
Insurance
Your insurance contract is between you and your insurance company. The type of benefits in your contract
depends on what your employer has negotiated with the company and the amount of money you wish to pay
in premiums. Dental insurance is not designed to pay all of the cost of treatment, but rather to be a partial
aid. For your convenience we will file your claim for you as a courtesy and we ask that you assign your
insurance benefits to us.
Payment
Payments, deductibles and any co-pay are due at the time that the service is rendered unless payment
arrangements are made beforehand. If there is balance on your account after 60 days it becomes your
responsibility to pay it in full. If after 90 days the full balance is not paid, your account will be turned over
to our collection agency or attorney. All fees inquired in the process of collecting your account become
your responsibility to pay. Our office charges $30 for returned checks. For large, more comprehensive
treatment plans of $1000 or more, a 30% deposit is required to secure your initial treatment appointment.
Payment options:
- cash, check, credit card
We offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash or check
prior to completion of care for treatment plans of $1500 or more.
- no interest payment plans from City Bank or CareCredit

O Allow you to pay over time with no interest

o Convenient, low monthly payment plans also available

0 No annual fees or pre-payment penalties

Records

In order for us to make a correct diagnosis we will make very thorough records and take diagnostic x-rays,
these records are property of our office. If you need a copy of your records we will gladly provide you with
it. Additional charges of $25 apply to duplicating of x-rays.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)
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PATIENT INFORMATION DATE
NAME T MARRIED [_SINGLE T MINOR T MALE _FEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT. # cITY STATE ZIP
BIRTHDATE TELEPHONE
MONTH DAY EAR HOME WORK CELL E-MAIL

NAME OF EMPLOYER ADDRESS

IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FORACCOUNT - PLEASE CHECK ONE: PATIENT _ GUARDIAN [ SPOUSE [JFATHER _MOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
INSURANCE INFORMATION ADULTS - COMPLETE FRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

PRIMARY INSURED / Fon R e oaCE COMPLETE SECONDARY INSURED

LAST FIRST M LAST FIRST M

STREET ciTY STATE ZIP STREET CITY STATE ZIP

HOME WORK Call E-MAIL HOME WORK CELL E-MAIL

BIRTHDATE (MOYDAY/YEAR) RELATIONSHIF TO PATIENT BIRTHDATE (MC/DAY/YEAR RELATIONSHIP TO PATIENT

EMPLOYER DENTALINS. CO EMPLOYER DENTAL INS. CO

Ss# SUBSCRIBER # GROUF # Ss= SUBSCRIBER # GROUP #
PERSON TO CONTACT Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY ~Yes —No

Whom may we thank for referring you to our office?

Name
Address

. METHOD OF PAYMENT
City/State/ZIP

Responsible party currently has an account with this office

Telephone # ~Yes “No
AUTHORIZATION Payment in full at each appointment (cash or personal check)

| hereby authorize payment directly to the Dental Qifice of the group
insurance bensfits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

X

Patient or Responsible Party

Date State Driver's License #

—Payment in full at each appointment ( ZVISA Z“MC ZJOTHER)

Card # Exp. Date

I wish to discuss the Dental Office’s Financial Policy
SERVICE CHARGE

If | do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of Yo
per month (or a minimum charge of $ for a balance under
$ ) which is an annual percentage rate of % applied to

the last month's balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.
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PATIENT NAME DATE

Primary reason for this dental appointment: [_] Examination [] Emergency [] consultation
Dental History Please Circle

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum dis ? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
U Aspirin [ Penicitin [ Codeine [] Acrylic [] Metal [ Latex Rubber [ Mik [ Other

Women (Please check): a Pregnant/trying to get pregnant d Nursing O Taking oral contraceptives Discuss Yes No

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
*If yes to any of the starred conditions, please call prior to your appointment... premedication or changes in medication may be required.

’ Yes Mo Yes Mo Yes Mo Yes No Yes Mo
Heart Disease/Surgery" [ [] Excessive Bleeding O [ Chemotherapy O [ Night Sweats O [ Cold Sores ERE]
Heart Murmur or Defect * [J [ Sickle Cell Disease O [0 Osteoporosis O [0 Yellow Jaundice O [ Fever Blisters B G
|mqular HoartB_oai O O Hemophilia O [ Bisphosphonates o | Kidney Problems O o Herpes O 0O
mglrr‘la;(‘}t];::}F Z,iTunm B 8 tﬂet:emoglobmemia O [ Osteonecrosis of Jaw oo ?:nal Diglysis O g gtmksl ) =58
eukemia i roid Disease onvulsions
Congenital Heart DIsot:det'D O Recent Blood Transfusiong E ;;a::a[.t.v‘ﬂeclast e 8 8 Pa:athyrmd Disease g g Epilepsy or Seizures E g
gcr:adlﬂ\f:l::rmam | Swalling of Limbs O [ Fosamax, Actonel, Boniva oo Arthritis/Gout O [ Fainting or Dizziness =i
Rheumatic Fever * B g léungtholse;sem O O stomach/ntestinal Disease [ [ Rheumatism O [ Glaucoma O g
Artificial Heart Valve * ] [ Shortness of Breath 8 B SHSArS aao Eam ol o O O 8 2
Recent Weight Loss ortisone Medicine O [J Nervousness ]
Heart Pace Mak’r O 0O Frequent Cough O O Frequent Digarrhea go Artificial Joint * Psychiatric Care B
Pulmonary Shunt O 0O Hay Fever Oo feq B g0 e
High Blood Pressure Bl £ Sinus Troubls 00 Diabetes oo SexuallyTransmitted Disease [ [] Alzheimer's Disgase oo
Low Blood Pressure O 0O Asthma 0o Excessive Thirst g gAbs O [ Allergies (Medicines) =
Bacterial Endocarditis® [J [J Bloody Sputum O o Hypoglycemia O [ HIV Positive 0O [ Allergies (Pollen /Dust) [ O
Unexplained Fever O 0O Emphysema oo Liver Disease O [ Genital Herpes O [ Hives or Rash oo
Bruise Easily/Blood Disease [ [J Tuberculosis 0o Hepatitis A (Infectious) O [0 Drug Addiction/Alcoholism ] [ Need Premedication? O
Anemia O O Cancer oo Hepatitis B or C o o Tattoos/Body Piercing OO0 [O Evertaken fen-phen?* 8 Fl
Coronary Stent® O O X-Ray Treatments (Radiation) (] [ Protease Inhibitor o o Cochlear implants? (mim
Have you ever had any other serious illness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge. all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail
X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)
Reviewed By Doctor Date BP Pulse
History Review and Significant Findings
Medical Updates
| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'S SIGNATURE &P PULSE REVIEWED BY
None O Dr.
None O Dr.
None O Dr.
None O Dr.
None O Dr,
None O Dr.
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