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Confidential Patient Information

Please Print Legibly
Today’s date:____/____/_______ How did you hear about us?____________________________
Patient Name:_____________________________________ Date of Birth: ____/____/________
Mobile:________________________________ Home phone:____________________________
Work phone:____________________________ Email:_________________________________
Best way for us to reach you (please circle):    Text message   Mobile   Home phone  Work phone Street Address, City, State, Zip:____________________________________________________
Mailing Address, City, State, Zip:__________________________________________________
Male/Female__________ Occupation:_______________________________________________
Employer’s Name and Address:____________________________________________________
Marital Status:_______________ Spouse Name_______________________________________ Spouse Address:________________________________________________________________
Guardian or Parents’ Name and Address (if applicable)_________________________________ ______________________________________________________________________________
*Person responsible for account:___________________________________________________
Relationship to patients:__________________________________________________________
Primary Care Physician and Location:_______________________________________________
Emergency Contact:_____________________________ Phone number:___________________

Dental Insurance Name/Plan:______________________________________________________
(Please provide us with a copy of the insurance card)
Subscriber ID:_________________________ Group #: _______________________________ 
Policyholder Name:_________________________ Relationship:___________________________
Policyholder Date of Birth: ______________________________
Group/Employer Name: ______________________ Provider Phone #:________________________
Claims Address:__________________________________________________________

What is the most important reason for this visit? (Circle one)
a. Maintain and improve health
b. Maintain and improve appearance
c. Maintain and improve function
d. Eliminate pain
Have you ever had a scary or painful experience at a dental office?

❏ Yes ❏ No
Do you consider yourself to be a proactive person, someone who likes to avoid complications? Do you prefer to take care of an issue today, instead of letting it worsen over time, which might cost more time, money and visits down the road, and cause you more pain?

❏ Yes ❏ No
Do you consider yourself to be a reactive person, someone who would rather deal with issues after they develop, which might cost more time, money, and visits down the road, and cause you more pain?

❏Yes ❏ No
We work with many different financing companies to help our patients afford the dental care they need. As vendors, we are able to find out if you prequalify for financing without impacting your credit score. Are you interested in utilizing financing should you need it?

❏Yes ❏ No
I certify that I have read and understood the above to the best of my knowledge. The above questions have been accurately answered. Initial:________
Health History
Date of the last medical doctor’s visit (approximately):__________________________________
Date of the last dental visit (approximately):__________________________________________
Have you been hospitalized within the past 5 years? 	❏Yes ❏ No 
If yes, what was the reason for hospitalization? _________________________________ ________________________________________________________________________
Are you currently being treated by a physician? 	❏Yes ❏ No 
If yes, please describe what you are treated for:__________________________________ ________________________________________________________________________
Are you currently taking any medications? 	❏ Yes ❏ No
List Medications:_________________________________________________________ ________________________________________________________________________
Have you ever taken Bisphosphonates? (These treat osteoporosis)	❏ Yes ❏ No
If Yes, please list medication, dose, when you started and how long you used it for:_____ ________________________________________________________________________
Are you currently taking any supplements, vitamins, minerals, homeopathic remedies or any other health influencing substances? 	   ❏ Yes ❏ No
If yes, please list:__________________________________________________________ ______________________________________________________________________
Are you allergic or ever had any reaction to the following medications? (Please circle applicable medications)
Local Anesthetic (a.k.a. Novocaine) 		Penicillin 	Sulfa Drugs 	Barbiturates Sedatives 	Antibiotics, other than Penicillin 	Aspirin 
Please describe the reaction you had to medication (e.g., rash, anaphylactic shock):_____ ________________________________________________________________________
Are you allergic or had any reaction to any other medications? 	❏Yes ❏ No
If yes, list medications and type of reaction to it:_________________________________ 
___________________________________________________________________________
Do you have Latex allergies? 	❏Yes ❏ No
Have you ever had a skin rash or other reaction to metal jewelry? 	❏Yes ❏ No
If yes, please describe:_____________________________________________________
Are you allergic to any metals?	❏Yes ❏ No
What metal, please list:_____________________________________________________
Have you ever been told that you need to pre-medicate with an antibiotic before dental treatment?	
❏Yes ❏ No
If yes, please explain:______________________________________________________
Do you wear prescription glasses or contact lenses?	    ❏Yes ❏ No
Do you have any bleeding disorders? 	❏Yes ❏ No
If yes, please list:__________________________________________________________
Do you bleed excessively upon injury? 	❏Yes ❏ No
Do you use tobacco products? 		❏Yes ❏ No
If yes, please describe type of product and frequency of use:_______________________
Do you use recreational or medical Cannabinoids (e.g. Marijuana)? 	❏Yes ❏ No 
If yes, please describe type of product and frequency of use:_______________________
Do you use any prescription medications or street drugs for recreational purposes? (We do not report this information. We need to know this information in order to avoid any potential drug to drug interactions with pharmaceuticals that we use during your treatment at our office.)

❏ Yes ❏ No
If yes, please list type of substance, amount, and frequency:________________________
Have you ever received counseling for use of alcohol and/or prescription drugs? 	❏ Yes ❏ No
Do you feel safe at home? 	❏Yes ❏ No
Have you ever been involved with dental/medical legal activity? 	❏Yes ❏ No
Women Only
Is there any chance that you might be pregnant today? 	❏Yes ❏ No
Are you nursing? 	❏Yes ❏ No
Are you taking oral contraceptives? 	❏ Yes ❏ No
All Patients
Place an 'X' next to Any of the Following That You Have Ever Had or Now Have:
	Asthma
	Hepatitis (please write in type)

	Anemia
	Kidney disease

	Angina
	Thyroid disease

	Blood pressure, high
	Arthritis (please write in the type)

	Blood pressure, low
	Lupus

	Congestive heart failure
	Lyme disease

	Heart attack
	Epilepsy/convulsions/seizure

	Stroke
	Fainting 

	Transient ischemic incident
	Glaucoma

	Heart murmur
	Osteoporosis

	Cardiac pacemaker
	GERD (Gastro-esophageal reflux disease)

	Mitral valve prolapse
	Ulcers

	Valve replacement
	Other stomach problems

	Rheumatic fever
	Joint replacement (Please write the date)

	Bacterial endocarditis
	Cancer (Please write Type)

	Pulmonary disease
	Chemotherapy

	Tuberculosis
	Radiation therapy

	Leukemia
	Nervous Breakdown

	Diabetes, Type I
	Psychiatric therapy

	Diabetes, Type II
	Sexually Transmitted Disease

	Insulin pump
	HIV/AIDS



Others not listed here:____________________________________________________________

I certify that I have read and understood the above to the best of my knowledge. The above questions have been accurately answered. Initial:________














Authorization and Release
I certify that I have read and understand the above to the best of my knowledge. The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health.

Consent: I consent to evaluations, procedures, and treatments done by doctors and staff at Clearwater Dentist Inc. I authorize the Dental Practice, Clearwater Dentist Inc, to release any information, including but not limited to diagnoses, records of any treatment or examination, rendered to me or my dependent during the period of care to third party payers or health practitioners.

Insurance: I understand that my dental insurance may pay less than the actual bill for the services. I agree to be responsible for payment of all services rendered on me, on my behalf or my dependents. I understand that in case of my Insurance regulations directing payments to me and not the Dental Practice, I am responsible to pay to Dental Practice as services are rendered, and will be reimbursed by my Insurance company directly according to my agreement with my Insurance company.

Cancellation Policy: I understand that in case I need to change the time or date of my scheduled appointment, I need to give this office a two business days notice. I understand that if I fail to give this Dental Practice two business days' notice of changes in the schedule of my appointment, I will be charged a late cancellation fee, or a no-show fee; the amount of the fee ($99) would be directly related to the amount of time (per hour) allocated for this appointment.

Authorization to Release Information: I authorize this Dental Practice, Clearwater Dentist and its agents, to speak freely with ___________________________________ regarding, but not limited to,
my appointments, finances, treatment, treatment plan, medical history, x-rays and procedures.

Patient’s name:___________________________________________ Date:____/____/________

Signature of patient:_____________________________________________________________

Name of person filling out this form (if other than patient):______________________________

Signature:_______________________________________________ Date:____/____/________


Ask us how we can help you with financing in order to achieve your oral health goals and get the treatment you need.

Patient Financial Policy
Insurances:
We still take dental insurance and submit claims for all patients. Recently dental insurances have made changes in their companies. Those changes forced all member-dentists to make a choice between quality care and in-network benefits.
We chose to keep high quality care, use of best materials, and local laboratories. We refused to lower the quality and were forced to start taking dental insurance as an out-of-network provider as of May 23, 2023. We will still handle all the paperwork for you, submit your claims, and have the insurance companies reimburse you directly for any services done.
Initial: _________
Credit Card on File Policy:
To prevent last-minute cancellations, all patients are required to have their credit card information securely saved on file for future appointments. We will not charge the patient’s card without giving the patient notice ahead of time.
By receiving treatment at Clearwater Dentist, patients consent to the saving of their credit card information.
Initial: _________
Treatment Payment:
To have treatment done patients must have the service paid for prior to receiving their treatment. There are two options:
1. The treatment is paid for in full when making the appointment.
2. The patient pays 50% of the treatment cost when scheduling the appointment. The remaining balance must be collected at their appointment date, and prior to being seated for the work.

For recall (cleaning) appointments the patient must put a $99 dollar deposit down to schedule the appointment and pay the remaining balance on the day of their appointment, prior to being seated.
Initial: _________

Accepted Payment Methods:
Payments are to be collected by the front desk staff. The following payment methods are accepted:
a. Credit card
b. Cash
c. Check
d. Patient financing
Checks that are returned to our office from your financial institution are subject to a $35 returned check fee. This fee covers the processing fees that are charged by your bank.
Initial: _________


Discounts:
If a patient pays with cash or check in advance for their appointment (not including any other discounts) they will receive 3% off the total amount for the appointment. If the patient pays with cash or check in advance for restorative services with Dr. Nadia, they will receive 5% off the total of the appointment. If the patient pays with check or cash for their entire treatment plan, they will receive 7% off the total of the treatment plan. 

Initial: _________

Refund Policy:
We are excited to get your teeth healthy, functional and beautiful. In case of an unlikely emergency that prevents you from completing the treatment that was prepaid for, we will help you to overcome financial obstacles, and refund for treatment procedures not yet started. Any treatment in progress will be subject to partial charges, and will consist of laboratory fees, and completed stages of treatment with assigned dental codes. Refunds must be requested in writing, and will be issued within 30 business days.

Initial: ________

Same Day Availability:
A patient may call to check for same day availability for their treatment plan services. If we have same day availability, they must pay in full to be added onto the schedule on the same day.
This will ensure that the finances are handled in advance, and we are able to start your appointment on time. If a patient does not have the service paid for in full by the time of their scheduled appointment they will need to be rescheduled and charged a $99 per hour of booked time, same day cancellation fee.
Initial: _________

Please indicate your understanding and acceptance of these financial policies by signing below.
Patient’s name: ___________________________________________Date: ____/____/________

Signature of patient: _____________________________________________________________ 

Name of person filling out this form (if other than patient): ______________________________

Signature: _______________________________________________ Date:____/____/________
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