Welcome to our office!  To assist us in serving you, please complete the following confidential form.
The information provided is important to your dental health.
PATIENT INFORMATION
	Patient's Name ___________________________________________________________ Birthdate _____________________ SS#______________________________
Marital Status _______________________________  Driver’s License #______________________________________________ State _______________________ Home Phone__________________________________ Work Phone _______________________________ Cell Phone _____________________________________
Mailing address ___________________________________________________ City ______________________________State ________ Zip ____________________
Email __________________________________________________________________________________________________________________________________________
Employer __________________________________________________________ Occupation _____________________________________________________________
Whom may we thank for referring you to our office?  ____________________________________________________________________________________ 
Is an immediate family member a patient here?  no  yes  Name: ________________________________________________________________      
May we contact you regarding upcoming appointments, reminders, or office specials via      Email   and/or     Text Message

INSURANCE INFORMATION:	 Not covered by dental insurance
Insured Name _______________________________________________________________________ Insured Date of Birth ________________________________   
Insured Employer ____________________________________________________________________________________________________________________________
Insured ID or Social Security # _ ___________________________________ Dental Insurance Co_________________________________________________  
Group Number _____________________________________________________________  Phone Number _______________________________________________

PHARMACY INFORMATION:
Pharmacy Name _____________________________________________________________________________ 
Address ______________________________________________________ City ______________________________ Zip ____________________ State _____________ Phone Number ________________________________________ 

EMERGENCY CONTACT INFORMATION:
Name of nearest relative not living with you ______________________________________________________________________________________________ Home Phone __________________________________________________________ Cell Phone __________________________________________________________
Address ______________________________________________________ City ______________________________ Zip ____________________ State _____________


Patient’s Signature: ____________________________________________________________________________ Date: _______________________________________
Parent/Guardian (if patient is a minor): ___________________________________________________________________________________________________
MEDICAL HEALTH HISTORY
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Do you have or have you had any of the following? (Please check any that apply)  AIDS/HIV Postive
· Allergies or Hives
· Anemia
· Angina Pectoris
· Arthritis
· Artifical Joint or Heart Valve
· Asthma
· Blood Tranfusion
· Bruise Easily
· Chemotherapy
· Cold Sores/Fever Blisters
· Congenital Heart Defects/Lesions
· Corisone Medicine
· Cough
· Diabetes
· Emphysema
· Epilepsy/Seizures
· Fainting/Dizzy Spells
· Glaucoma
· Heart Attack/Disease
· Heart Failure
· Heart Murmur
· Heart Surgery
· Hepatitis A or B
· High/Low Blood Pressure
· Kidney Trouble
· Liver Disease
· Mitral Valve Prolapse
· Psychiatric Treatment
· Rheumatism
· Sickle Cell Disease/Traits
· Stroke
· STD or VD
· Thyroid Disease
· Tuberculosis
· Ulcers/Colitis
Are you allergic to, or have you reacted adversely to any of the following?
· Latex materials
· Penicillin or other antibiotics
· Local anesthetics ("Novocain")
· Codeine or other narcotics
· Sulfa drugs
· Barbiturates, sedatives, or sleeping pills
· Aspirin
· Other:___________________________________________________
Are you taking any of the following?
· Anticoagulants (blood thinners)
· Antibiotics or sulfa drugs
· High blood pressure medicine
· Antidepressants or tranquilizers
· Insulin, Orinase, or other diabetes drug
· Nitroglycerin
· Cortisone or other steroids
· Osteoporosis (bone density) medicine
Please list ALL current medications you are taking: 
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
Do you smoke or use chewing tobacco?  yes    no
Name of your 
Physician:_________________________________________________________   
Phone number ___________________________________________________
Women:
· May be pregnant
· Taking hormones or contraceptives


Have you been hospitalized or  had a serious operation or illness within the last five years?	         yes    no
Do you have any disease, condition, or problem not listed above?_______________________________________________________________________
_________________________________________________________________________________________________________________________________________________
Is there anything about your smile that you are interested in changing such as discolored teeth, old silver fillings?   yes    no
Are you interested in learning any current cosmetic improvements such as whitening, or veneers? 	                         yes    no
CONSENT: I _____________________________________________________, authorize the Doctor to take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate by the Doctor to make a thorough diagnosis of the patient’s dental needs. I also authorize the Doctor to perform any and all forms of treatment, medication, and therapy, that may be indicated in connection with the Patient and further authorize and consent that the Doctor choose and employ such assistance as he deems fit. I also understand the use of anesthetic agents embodies a certain risk.
Patient’s Signature: ____________________________________________________________ Date: _______________________________________________
Parent/Guardian (if patient is a minor): __________________________________________________ 
ECTION A: PATIENT GIVING CONSEN
ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES
By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, filing insurance, and health care operations.
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 health care 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 at any time 
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	acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy Practices.
 Patient’s Name: ________________________________________Date: ___________________________________ 
Please list person(s) we can release information to on your behalf: 
______________________________________________________________________________________________________ 
Authority of Personal Representative to Sign for Patient (circle one):
	Parent	 Guardian 	 Power of Attorney	 Other 
Patient’s Signature: ______________________________________________________________
 



ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES ("Acknowledgement")
PLEASE NOTE: IT IS YOUR RIGHT TO REFUSE TO SIGN THIS ACKNOWLEDGEMENT.
Patient’s Name: ________________________________________Date: ___________________________________ 
Patient’s Signature: ______________________________________________________________






OFFICE POLICIES
NO SHOW OR CANCELATION POLICY
Leaf-All-About-Smiles is committed to providing you with quality patient care. We understand that unplanned issues may arise and you may need to reschedule an appointment. If this happens, we Respectfully ask for 72 Business hours advance notice. 
Our doctors want to be available for your needs as well as the needs of all our patients. When a patient does not show up for a scheduled appointment. Another patient loses an opportunity to be seen. 
· Cancellation or rescheduling of an appointment with 24 hours notice or more notification-no charge
· Cancellation, rescheduling, or failure to show-up for a scheduled appointment with less than 24-hour notice will be charged the following:
There will be a charge of $85 for Hygienist and $100 for the dentist for a missed, canceled or reschedule appointment with less than 24 hours’ notice.
Every effort is made to contact patients to confirm. Our staff will contact you 2 days prior to your scheduled appointment to confirm with you.  Please understand that this is a courtesy call, text, or email. DO NOT DEPEND ON THIS. If we are unable to reach you, your appointment card will serve as your confirmation of the appointment and implies your obligation to be present. FINANCIAL POLICY
We accept cash, ,Care Credit, and all major credit cards (Visa, MasterCard, American Express, Discover.).
Although we do accept the assignment of most insurance companies, your insurance is an agreement between you and your insurance company. We will do our best to see that you receive your full benefits. 
LATE PATIENT POLICY:Patient who arrives more than 15 minutes late to their scheduled appointment time may be asked to  RESCHEDULE  No EXPECTIONS.
Patient’s Signature: __________________________________________________________________________________ Date: ____________________
Parent/Guardian (if patient is a minor): _______________________________________ 
We are always here to care for you and your oral health.
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