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WELCOME

Thank you for selecting Briter Dental. To help us meet all of your health care needs, please complete this form as accurately as possible. Thank you.

1) PATIENT INFORMATION

Patient Full Name _________________________________________     Social Security # _____________________

Birth Date _________________ Age __________   □ Male □ Female 
□ Single □ Married   □ Other 
Driver’s License #___________________________ State___________ Exp Date ____________________________

Address ___________________________________    City __________________ State ____ Zip _______________
Employer __________________________________     Occupation _______________________________________

Previous Dentist _____________________________   Previous Dentist Phone______________________________

Current Physician ____________________________   Current Physician Phone_____________________________
2) TELEPHONE & EMAIL –We send appointment reminders via text and email!
Home Phone ______________________ Work Phone____________________   Cell Phone___________________

Email ___________________________________________Best time to call________________________________
Who can we speak with about your treatment? _______________________________________________________
In the event of an emergency, who should we contact? 
Name______________________________________   Relationship ______________________________________

Home Phone ________________________________   Work Phone ______________________________________

3) SPOUSE (OR PARENT) Dental Coverage □ Yes □ No

Spouse/Parent information may be needed for insurance purposes so please complete
Full Name _________________________________________________ Relation: ____________________________ 
Address ___________________________________ City __________State____Zip ______________________

Home Phone ________________________________ Work Phone_________________________________________

Insured’s Social Security # _____________________ Birth Date ___________________□ Male □ Female

Employer ___________________________________ Insurance Policy #____________________________________

Insurance Co. Name __________________________ Insurance Phone # ___________________________________

4) DENTAL HISTORY

Why have you come to the dentist today? ___________________________________________________________
Date of last Dental Visit: _________________________________________________________________________
Do you require premedication before dental treatment? .............................................................. 
Yes___ No___

Are you currently in pain? .................................................................................................................. 
Yes___ No___

Do your gums ever bleed?................................................................................................................. 
Yes___ No___

Have you ever had difficulties associated with any previous dental work? ....................................... 
Yes___ No___

Do you or have you ever experienced pain in your jaw joint (TMJ / TMD)?...................................... 
Yes___ No___

Have your tonsils or adenoids been removed? ................................................................................. 
Yes___ No___

Do you floss on a regular basis?........................................................................................................      Yes___ No___
Patient Name: ____________________________________________D.O.B_________________________
5) MEDICAL HISTORY 
Do you consider yourself in good medical health? 
……………………………………………………….. Yes___ No___
Have you had previous skin reactions to jewelry or know of an allergy to any metal?    ………………… Yes___ No___
Have you had abnormal bleeding associated with previous extractions, surgery, or trauma?   ………… Yes___ No___
Have you been hospitalized or had a serious operation or illness within the last five years?    ………… Yes___ No___
Are you taking any medications? If so, please list here: ____________________________________________________

________________________________________________________________________________________________

Are you allergic to any of the following?
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Have you ever had any of the following medical problems? Please check those that apply:



· ADD / ADHD
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Frequent Headaches
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· Alcohol Abuse
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Glaucoma 



[image: image15.wmf]    Nervous Disorders 
· Anemia
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Hay Fever

 

[image: image17.wmf]    Pacemaker
· Angina Pectoris
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Head Injuries
             

[image: image19.wmf]    Respiratory Problems
· Arthritis
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Heart Disease 
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· Artificial Heart Valve
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Heart Failure
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· Artificial Joints
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Heart Murmur
 


[image: image25.wmf]    STD / Syphillis, Gonorrhea, etc.                            
· Asthma
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Hemophilia
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· Blood Disorders
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Hepatitis A (Infectious)
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· Bruise Easily
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Hepatitis B (Serum)
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· Cancer
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Hepatitis C 
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· Cough
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 Herpes / Fever Blisters
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· Diabetes
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High Blood Pressure


[image: image37.wmf]    Ulcers                                                                     
· Dizziness
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High Cholesterol 
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· Drug Abuse
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HIV / AIDS
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Implants
 



· Epilepsy
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Jaundice  /  Liver Problem


· Excessive Bleeding
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Kidney Problem / Disease


· Fainting
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Low Blood Pressure                          
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Women only:
Are you currently pregnant? If so, how many weeks?_______________ .............................................  Yes___ No___


Are you nursing? ....................................................................................................................................  Yes___ No___

Are you taking birth control? .................................................................................................................... Yes___ No___

6) REFERRAL INFORMATION
Whom may we thank for referring you to our practice? ______________________________________________
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_______________________
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7) ACKNOWLEDGEMENT & AUTHORIZATION 
The undersigned hereby authorizes the doctor and her staff to take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate by the doctor in order to diagnose the patient’s dental needs. I also authorize the doctor to perform any and all forms of treatment, medication and therapy as she deems appropriate, that may be indicated for: ___________________________(patient’s name). I also understand the use of anesthetic agents embodies a certain risk. I certify that I have read and understand the above. I acknowledge that my questions have been answered truthfully and to the best of my knowledge. I authorize the dental staff to perform any necessary dental services that I may need during diagnosis and treatment.
PATIENT OR GUARDIAN SIGNATURE___________________________________________DATE__________________
DOCTOR’S SIGNATURE _______________________________________DATE _____________________

ACKNOWLEGEMENT OF RECIEPT OF

NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Document**

I have read and received a copy of this office’s Notice of Privacy Practices.

__________________________________________
(Print Name)

__________________________________________
(Signature)

____________________________
(Date)
For Office Use Only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but could not be obtained because: 
Individual refused to sign 
Communication barrier prohibited obtaining patient’s signature 
An emergency situation prevented us from obtaining patient’s signature 
Other (Please Specify) 
OFFICE AND FINANCIAL POLICIES
General Office Policies
1 .No cell phone usage in treatment rooms. If you need to take a call, please do so in the lobby. Taking photos or videos in treatment rooms is not permitted without staff or doctor authorization. 

2. When we book an appointment, we are reserving that time for you. For appointments booked for an hour or longer, a 50$ fee per hour booked will be assessed if cancelled within 48 hours of the appointment time. We value the time you are in the office with us, please show us the same courtesy. APPOINTMENT CANCELLATIONS CANNOT BE MADE VIA TEXT(SMS) OR EMAIL. If you need to reschedule, please call the office. If after business hours, leave a message and we will return your call.
3. Treatment plans are an estimate based on the Doctor’s best diagnosis given the information available at the time treatment is planned. Fillings may be smaller or larger than they appear on 2d xrays.  Your price may vary slightly if treatment rendered is different than treatment planned. We do our best to present worst case scenarios to avoid unforeseen charges. 
4.  Payment is due prior to treatment. 
5.  We send text(SMS) and email reminders for appointment confirmation. If this service does not meet your needs, please let us know and we will adjust the reminder settings on your account.  
6. Only one guest may accompany a patient in a treatment room. This guest may be asked to leave the room for any reason at the Doctor’s discretion. Infants and small children cannot be left unattended in the lobby. 

7. While the fountain in the lobby is beautiful, it is not intended as a play area for children.  
(Initials)____________
Insurance Billing Policies-
1. We bill dental insurance as a courtesy to our patients, but the balance is the patient’s responsibility to pay if the insurance doesn’t pay after 30 days.
2. Patients covered by 2 dental insurances are expected to pay the copay on the primary insurance, once the primary insurance has paid, the secondary insurance will be billed for the remaining charges. A refund will be issued for any credit indicated on your account as a result of secondary insurance claim payment.
3. By signing this agreement I give consent for Briter Dental to file claim with the insured party’s insurance company.
(Initials)____________
I hereby give Briter Dental and Staff permission to confirm appointments using the contact information I have provided. I grant my permission to Briter Dental and staff to correspond with  me to discuss matters related to my treatment and insurance, and I agree to allow any photos/xrays taken of me to be used for education and/or training. 
I have read the Office and Financial Policies above, and I understand and agree to abide by them in their entirety,
______________________________________________________Date:_____________________________Relation to patient: _________________________

Patient / Parent / Guardian
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