Emporia Family
Dental Care

PATIENT REGISTRATION Today’s Date: / /
1507 W. 12th Ave,
Emporia, KS 66801
620-342-0673
Name: Date of Birth / /
(Last) (First) (Middie)
Social Security #: - - Sex: M F Marital Status: S M D W
Address: City State/Zip Phone #: (h/w/c)
(h/w/c) Email: Employer:

May we contact you regarding upcoming appointments and/or reminders via email? Y N

In event of emergency, please contact: Phone: Relationship:

Who may we thank for referring you to our office?

Person Responsible for account: Self Other (please complete):

Name: City/State/Zip

Phone: SSN: - - Relationship to Patient
Dental History:

When was your last dental visit? —J___/ _ For Where:

Are you uncomfortable currently? Y N Any Dental Complaints? (Circle all that apply): bleeding gums, changing bite, clenching/grinding,

sore jaws, food packing between teeth, sensitive to cold, heat, pressure, sweets.

Notes:

Have you ever had an adverse reaction to local anesthetics? ¥ N

Appearance: Are you happy with your smile? Y N If not, what would you change? Color, shape, spacing, other

Do you have any questions about dentistry that we could answer for you?

Please explain what you do to take care of your teeth/gums/mouth:

Patient’s Physicians: Primary Care

Specialist(s) Last physical exam: __ / /___ Findings:

Are you being treated by a physician now?




Have you been hospitalized recently? Any Serious lliness?

Have you had an orthopedic total joint replacement (hip, knee, etc.)? Y N If Yes, please explain, including date of surgery:

Do you take pre-medication for your joint replacement? If yes, please list.
Do you take pre-medication for any heart condition? If yes, please list.
Do you take a blood thinner? If yes, please list.
Do you have allergies to the following: Penicillin__ Aspirin ___Sulfa___ Codeine ___Bleach ___Anesthesia___Latex __ Other _
Do you ever taken Fosamax for bone loss? If so, when and what dosage?
Medication:

Prescription Medications

Amount #Day Over the counter products Amount #Day

Do you use tobacco? Y N How much?
Alcohol? ¥ N How much?

Other habitual substances? Y N What and how much?
Do you have a history of, or problem with, anything listed below : Please mark Yes or No

Yes No Yes No Yes
No
Heart Problems o i Kidney Disease M . Cancer . _
Heart Valve Replacement e Genital/Urinary o _ Type of Cancer
Angina or Chest Pain _ R 5TD's . . Chemo or Radiation Therapy
Heart Murmur _ - Positive HIV/AIDS e Other Therapy
Rheumatic Fever - S Stomach/Intestinal __ Males:

Swelling in Ankles Other Digestive

Bleeding/Clotting Females:
Autoimmune Diseases

Prostrate Trouble
Arteriosclerosis

Rheumatoid Arthritis Are you pregnant?

High/Low Blood Pressure  __ - Stroke . - Post-menopause? e

Skin Diseases - . Tuberculosis i prre Hormone Replacement Therapy? _
Glaucoma/Eyes p— T Osteoarthritis S — Other Conditions Not Listed:

Shortness of Breath o _ges s Osteopenia I —

Asthma . . Persistent Cough . .

Seasonal Allergies _ . Emphysema/COPD

Sleep Apnea

Ear, Nose, Throat
Endocrine Diseases
Thyroid Disease
Liver Disease
Fainting/Dizziness
Emotional Stress

Other Mental lliness

Signature

Do you snore?

Type | Diabetes
Type |l Diabetes
Hepatitis
Epilepsy/Seizures
Frequent Headaches
Depression

Serious Head/Neck Injury

Date




Emporia Family Dental Care PA
1507 West 12" Ave.
Emporia, KS 66801

620-342-0673

Thank you for choosing our practice to provide your dental care. The following is a
statement of our Financial Policy and patient information protection of privacy and
confidentiality (See *HIPAA below). We ask that you please read this statement
completely before signing it.
NEW PATIENTS: Payment is due at the time of service regardless of insurance status.
If you have Blue Cross Blue Shield, Delta Dental, or Cigna benefits, you will be expected
to pay any deductible and co-insurance as outlined in your plan. Your insurance will be
filed for you as a courtesy of this office. Any credit created by payment from your
insurance company in addition to your personal payment will be refunded to you in a
timely manner.
EXISTING PATIENTS: As always, we expect payment in full at the time of service,
and we will continue to offer a five percent discount for such payment. We also accept
Visa, Mastercard, Discover Card, and American Express, but are unable to give a
discount for credit card payments.
If you are unable to pay in full or have dental insurance, we expect your charges to be
paid in full within sixty days, by the following manner:

1. At least one third of the charge is due on day service is started.

2. At least one third is due in thirty days.

3. The final balance is due in sixty days.
We do charge a FINANCE CHARGE of 18% per annum on all balances over sixty days.
Anyone needing to extend payments beyond sixty days must make arrangements prior to
treatment.
If you have dental insurance, you can follow the above payment schedule for your
portion of the expenses. As a courtesy to you, this office will file your insurance claims
on your behalf. Please provide us with a current insurance card to copy. Your insurance
policy is a contract between you and your insurance company. It is your responsibility to
know what your insurance policy covers.
*HIPAA (Health Insurance Portability and Accountability Act) has mandated that
patients be informed of medical office billing policies and of patient information
protection of privacy and confidentiality. No information regarding your health care or
status of account will be released unless your written authorization has been obtained.
This office reserves the right to release account balance and billing information to a
Lawyer or Credit and Collections Bureau, as needed should your account become
delinquent.
NO SHOWS AND LATE CANCELLATIONS: We do not charge you up front to
reserve an appointment spot. Cancellations are requested 24 hours prior to the
appointment. Excessive number of no shows and cancellations may result in discharge
from the practice.
I hereby consent to the release of any information to other dental/healthcare providers as
needed for specialized treatment.
I HAVE READ AND UNDERSTAND THIS FINANCIAL POLICY.

DATE

Signature of the patient or responsible party.



INSURANCE INFORMATION FORM
PRIMARY DENTAL INSURANCE COVERAGE
*Required Information

*SUBSCRIBER: *RELATION TO PATIENT:

*ADDRESS (if different than patient):

*SUBSCRIBER’S ID# *SUBSCRIBER’S SS#:
*SUBSCRIBER’S DOB: *EMPLOYER:
*INSURANCE CO: *GROUP #:
* INSURANCE CO TELEPHONE:

*ADDRESS:

*ALL PERSONS COVERED:

SECONDARY DENTAL INSURANCE COVERAGE

*Required Information

*SUBSCRIBER: *RELATION TO PATIENT:

*ADDRESS (if different than patient):

*SUBSCRIBER’S ID# *SUBSCRIBER’S SS#:
*SUBSCRIBER’S DOB: *EMPLOYER:
*INSURANCE CO: *GROUP #:

* INSURANCE CO TELEPHONE:

*ADDRESS:

*ALL PERSONS COVERED:

*ASSIGNMENT OF INSURANCE BENEFITS & CONSENT TO RELEASE INFORMATION: I hereby consent to the
release of any information to my insurance carrier or any other entity involved in payment of dental fees. I hereby authorize
and request my insurance company to pay directly to the Doctor the amount due on my claim for services rendered to me or
my dependent. I further agree that should the amount be insufficient to cover the entire dental expense, I will be responsible
for payment of the difference: and if the nature of the liability be such that it is not covered by the policy, I will be responsible
to the Doctor for payment of the entire bill.

*Signed: Date:




