21st Century Dental
       Patient Name: ____________________________________________________ Preferred Name: _______________

                                  Last                                                         First                                        MI

         [image: image1.wmf] Male   [image: image2.wmf] Female                                               [image: image3.wmf] Married   [image: image4.wmf] Single   [image: image5.wmf] Child   [image: image6.wmf] Other
_____________________

       Social Security #: ___________________  Birth Date:____________ Driver’s License #________________ State____

       Phone (Home): ________________(Work):__________________ Ext:______  Pager/Cell: _____________________

       E-Mail Address:________________________________________________________________________________
       Home Address:
_______________________________________________________________________________​​​​​​​

                            Street                                           Apartment #                             City                            State                                  Zip Code

       Employer Name: _________________________Position:_____________________How long there?:____________

     Please list other members of your immediate family who are patients in our office_____________________________

We welcome new patients by giving them a choice of 1) complimentary whitening product or 2)$50 credit towards dental treatment or product (not redeemable for cash). Which option would you prefer? (Forms MUST be filled out by appointment time to be eligible for offer)
                                 WHITENING __________         $50 credit __________
Referral Information
      Can we thank someone for referring you?                                           Or did you find us on your own?

  Family member _______________________                                     ___ Our award winning website.

                                                                                                                      (How did you find it?) __________________

  Coworker ____________________________                                    ___  Mailer

                                                                                                               ___ Invisalign Website

  Friend _______________________________                                    ___ Irving Journal

                                                                                                               ___ Irving Parent

  Doctor _______________________________                                   ___ Welcome Wagon
                                                                                                                     Other _______________________________

Date of Last Dental Visit: ___________________________

( If you have left your previous dentist, what are the reasons?_______________________________________________
Have you ever had any of the following?  Please check those that apply:

	(  AIDS/HIV

	(  Anemia

	(  Asthma

	(  Chemical Dependencies

	(  Diabetes

	(  Epilepsy

	(  Heart Disease

	(  Hepatitis

	(  Tuberculosis

(  High Blood Pressure 

(  Pacemaker

	(  Transplant/Prostheses

	(  Radiation Treatment

	

	 Recent Surgeries? ________

_______________________

	 Are you currently pregnant:[image: image7.wmf] Yes  [image: image8.wmf] No

 If so, due date:_______

	Do you prefer Nitrous Oxide (laughing gas) during dental procedures? 

[image: image9.wmf] Yes  [image: image10.wmf] No 



	· No Known Drug Allergies 

· Allergic to Nickel? 

         List Drug Allergies:    _____________________
_____________________
 Medications you are taking:

   ____________________

   ____________________


Do you take a bone-building drug such as Fosamax, Actonel, Zometa, Aredia or Pamidronate? Orally or IV  
( Have you ever had any complications or allergic reactions following dental treatment?    [image: image11.wmf] Yes  [image: image12.wmf] No

     If yes, please explain:
______________________________________________________________________

( Do you have any health problems that need further clarification?    [image: image13.wmf] Yes  [image: image14.wmf] No

     If yes, please explain:
______________________________________________________________________

( Name of primary Physician: ________________________________________  Phone:
___________________

· Do you prefer to see a particular doctor or hygienist in our practice? __________________________________
  ( How often do you awaken with head or jaw pain of unknown origin? ___________________________________   
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To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:___________________

   Signature of patient, parent or guardian
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Consent for Services
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services.  This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company. Insurance companies have a wide variety of rules and exclusions that the office may not be aware of. The office staff will estimate insurance coverage to the best of their ability but the patient agrees that this is an estimate only, not a guarantee of coverage. 

A service charge of 1½% per month (18% per annum) on the unpaid balance may be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I agree to have any photos taken of me to be used for education and training.

I have read the above conditions of treatment and payment and agree to their content.

_____________________________________  Date: _____________  Relationship to Patient: 
______
Signature of patient, parent or guardian

IF YOU HAVE DENTAL INSURANCE, PLEASE CHOOSE ONE OF THE FOLLOWING OPTIONS:
· I hereby authorize 21st Century Dental to keep my signature on file and to charge my credit card account for any and all treatment fees remaining after my insurance has processed my claim, or any balance still remaining after 90 days. I will be paying my estimated co-pay at the time of treatment and my credit card number will be kept on file.
Cardholder’s Printed Name

_________________________________________

Cardholder’s Signature

_________________________________________

Cardholder’s Billing Address (street)

_________________________________________

Cardholder’s Address (city, state and zip code)

_________________________________________

Cardholder’s Telephone #____________________________

 MasterCard  Visa  AMEX  Discover

_________________________________________

Credit Card Account #

_____/_____

Exp Date
· I understand that by not leaving a credit card pre-authorization on file, I will be required to pay the FULL AMOUNT of my appointment at the time of service by one of the following: CASH, CHECK, CREDIT CARD, or 3rd Party Financing.  21st Century Dental will file my insurance claim on my behalf and will request that the benefits be reimbursed directly to me.
AUTHORIZATION & RELEASE: I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or healthcare practitioners.  I authorize and request my insurance company to pay directly to the dentist (if my insurance will allow it) or dental group insurance benefits otherwise payable to me.  I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.  I authorize my personal payment information (checks or credit cards used to make payments on your account), to be kept on file, if needed, to make restitution on any balance after insurance pays or over 90 days past due.  

Print Name ​​​​​​_________________________________________ 

Signature___________________________________________  Date_______________________
Epworth Sleepiness Scale
21st Century Dental

What's the chance you will doze off
in the following situations?
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Sitting and Reading
[image: image18.wmf]0 - No Chance of Dozing
[image: image19.wmf]1 - Slight Chance of Dozing
[image: image20.wmf]2 - Moderate Chance of Dozing
[image: image21.wmf]3 - High Chance of Dozing

Watching TV
[image: image22.wmf]0 - No Chance of Dozing
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[image: image24.wmf]2 - Moderate Chance of Dozing
[image: image25.wmf]3 - High Chance of Dozing

Sitting inactive in a public place, such as a theater or meeting
[image: image26.wmf]0 - No Chance of Dozing
[image: image27.wmf]1 - Slight Chance of Dozing
[image: image28.wmf]2 - Moderate Chance of Dozing
[image: image29.wmf]3 - High Chance of Dozing

As a passenger in a car for an hour without a break
[image: image30.wmf]0 - No Chance of Dozing
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[image: image33.wmf]3 - High Chance of Dozing


Lying down to rest in the afternoon when circumstances permit
[image: image34.wmf]0 - No Chance of Dozing
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[image: image37.wmf]3 - High Chance of Dozing


Name_______________________________

Sitting and talking to someone
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Sitting quietly after a lunch without alcohol
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In a car, while stopped for a few minutes in traffic
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Add your scores to get a total_____________________

If your score is less than 8, you are most likely getting an adequate amount of sleep. However, if you have noticed a change in your normal sleep routine, you may want to discuss that with us. If your score is greater than 8, you may have a sleep disorder. 

Have you had a sleep study?________

Do you own a sleep apnea appliance, such as the CPAP?____________

If so, do you wear it nightly?_____________ 
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WHAT DON’T YOU LIKE ABOUT YOUR TEETH?

(Please rank your concerns in order, with “1” being your “chief complaint”)

____ CROWDING/CROOKED TEETH


____ JAW JOINT PAIN

____ SPACES






____ MISSING TEETH

____ TOOTH SHAPE




____ DARK TEETH

____ TOOTH SIZE





____ SPEECH PROBLEMS

____ GUMMY SMILE




____ OVERBITE

____ UNDERBITE





____ FACIAL PROFILE

____TEETH ARE DIFFERENT COLORS


____UGLY OLD CROWNS

____ OTHER _____________________________________________________________

I AM INTERESTED IN:

____ 6-MONTH CLEAR BRACES    ____ INVISALIGN            ____ VENEERS

____ TEETH WHITENING                ____ SNAP ON SMILE      ____ LUMINEERS 

____ COSMETIC GUM LIFT             ____ REJUVENEERS

____Recontouring (Leveling) Front Teeth

____ OTHER ______________________________________________________________

IS THERE ANYTHING YOU WOULD LIKE THE DENTIST TO KNOW? _____________________________________________________________________________________________

21st Century Dental

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
 SECTION A:  PATIENT GIVING CONSENT

PatientName:  

SECTION B:  TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.
Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.  Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters about your protected health information.  A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person: Kelly Habben
Telephone: 972.255.3712     Fax:  972.255.5693

E-mail:  info@21stCenturyDental.com

Address: 4301 N. MacArthur, Suite 100, Irving, TX  75038
Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

SIGNATURE

I, ______________________________________________, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities and heath care operations. **

Signature:  
               
Date:  

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:  


Relationship to Patient:  


YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice of Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent.

Signature:                                                             
Date:                                      © 2002 American Dental Association All Rights Reserve  All Rights Reserve

**In non “legal” language, this means we can only use your information to file your insurance, provide dental care to you, collect our fee and communicate with other health care providers that we have referred you to. 
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This Acknowledgement**


I, 





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



{Signature}



{Date}


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 obtaining acknowledgement

· Other (Please Specify)


© 2002 American Dental Association
All Rights Reserved
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
  THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information.  We are also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information.  We must follow the privacy practices that are described in this Notice while it is in effect.  This Notice takes effect 4/14/2003 and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law.  We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we maintain, including health information we created or received before we made the changes.  Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time.  For more information about our privacy practices, or for additional copies of this Notice, please contact us using the information listed at the end of this Notice.
[image: image56.wmf]USES AND DISCLOSURES OF HEALTH INFORMATION   
We use and disclose health information about you for treatment, payment, and healthcare operations.  For example:

Treatment:  We may use or disclose your health information to a physician or other healthcare provider providing treatment to you. 

Payment:  We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations:  We may use and disclose your health information in connection with our healthcare operations.  Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization:  In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to use your health information or to disclose it to anyone for any purpose.  If you give us an authorization, you may revoke it in writing at any time.  Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect.  Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends:  We must disclose your health information to you, as described in the Patient Rights section of this Notice.  We may disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care:  We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a family member, your personal representative or another person responsible for your care, of your location, your general condition, or death.  If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures.  In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare.  We will also use our professional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services:  We will not use your health information for marketing communications without your written authorization.

Required by Law:  We may use or disclose your health information when we are required to do so by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security:  We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.  We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security activities.  We may disclose to correctional institution or law enforcement official having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, e-mail or letters).

[image: image57.wmf]PATIENT RIGHTS
Access:  You have the right to look at or get copies of your health information, with limited exceptions.  You may request that we provide copies in a format other than photocopies.  We will use the format you request unless we cannot practicably do so.  (You must make a request in writing to obtain access to your health information.  You may obtain a form to request access by using the contact information listed at the end of this Notice.  We will charge you a reasonable cost-based fee for expenses such as copies and staff time.  You may also request access by sending us a letter to the address at the end of this Notice.  If you request copies, we will charge you $.50 for each page, $20 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you.  If you request an alternative format, we will charge a cost-based fee for providing your health information in that format.  If you prefer, we will prepare a summary or an explanation of your health information for a fee.  Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003.  If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.  

Restriction:  You have the right to request that we place additional restrictions on our use or disclosure of your health information.  We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).  

Alternative Communication:  You have the right to request that we communicate with you about your health information by alternative means or to alternative locations. {You must make your request in writing.}  Your request must specify the alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative means or location you request.

Amendment:  You have the right to request that we amend your health information.  (Your request must be in writing, and it must explain why the information should be amended.)  We may deny your request under certain circumstances.

Electronic Notice:  If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.  
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© 2002 American Dental Association
All Rights Reserved


QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice.  You also may submit a written complaint to the U.S. Department of Health and Human Services.  We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer:  Kelly Habben, Practice Administrator
Telephone:  972.255.3712            Fax:  972.255.5693
E-mail:  kelly@21stCenturyDental.com
Address:  4301 N. MacArthur Blvd., Suite 100, Irving, TX  75038
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Insurance Information





Name of Insured: _________________________________________________ Is insured a patient? � Yes  � No


                                                          Last                                                            First                                        MI





Insured's Birth Date: _____________ ID#: _________________ SS#_______________ Group #_____________





Employer Name: ___________________________Dental Insurance Company:__________________________





Provider or Customer Service Number:_________________________





Patient's relationship to insured:  � Self   � Spouse   � Child   � Other___________________





*Please read and sign to have our office file your insurance:     I authorize the release of information and understand that I am responsible for all costs of dental treatment.  I hereby authorize payment directly to the below-named dentist of the group insurance benefits otherwise payable to me.





_________________________________________________________________  Date:___________________


   Signature of patient, parent or guardian








Do you currently use tobacco?   � Yes  � No


          If so, how long? ______ Do you want to quit � Yes  � No   





Are you interested in straightening your teeth? �Yes � No      


Are you interested in sedation dentistry?  � Yes  �  No


Do you snore, or have you been told that you do? �Yes � No 


Are you interested in whitening your teeth? � Yes  � No 


Do you ever have a bad taste in your mouth? � Yes  � No 


If any of your mercury amalgam (silver) fillings need replacement, would you prefer to have a more natural, tooth-colored restoration instead?  � Yes  � No














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.
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