DENTAL _EGISTRATION AND ISTORY

PATIENT INFORMATION DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middie Inifial Is patient covered by additional insurance? []Yes []No
Address Subscriber's Name
E-mail Birthdate SS#
City Relationship to Patient
State Zip Insurance Co.
Sex JM [JF Age Group #
Birthdate ASSIGNMENT AND RELEASE
| certify that |, and/or m ndent(s), have age with
[ Married Ciwidowed [ Single [ Minor " ey ;
: and assign directly to
[[] Separated [ Divorced [ Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all ir benefits, if
any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize
the use of my sign: onall i submissi
Employer/School Address
The above-named dentist may use my health care information and may disclose
such Information to the above-named Insurance Company(les) and their agents
for the purpose of oblaining payment for services and defermining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current plan is pleted or one year from the date signed below,
Spouse's Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative
S84
Please print name of Patient, Parent, Guardian or Px | Aep tative
Spouse's Employer
Whom may we thank for referring you? Date Relationship to Patient
PHONE NUMBERS
Phone ( ) Work ( ) Ext Cell ( )
Spouse's Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your household.)
Mame Relationship
Home Phone ( | Work Phone ( )
DENTAL HISTORY
Reason for today's visit Burning sensation on tongue [CIYes [[JNo Mouth breathing [dYes [INo
Chew on one side of mouth [OYes [JNo Mouth pain, brushing [JYes [INo
Cigarette, pipe, or cigar smoking [l Yes [1No Orthodontic treatment ClYes [JNo
Former Dentist Clicking or popping jaw [Yes [JNo Pain around ear CYes [JNo
City/State Dry mouth [J¥es [ No Periodontal treatment [lYes [No
byt Fingernail biting [O¥es [1No Sensitivity to coid [I¥Yes [ONo
Date of last dental visit Food collection between the teeth []Yes [INo  Sensitivity to heat [lYes []No
Date of last dental X-rays Foreign objects CI¥es [INo Sensitivity to sweets [I¥Yes [ No
Place a mark on “yes” or *na” to indicate if you  Grinding teeth ClYes [JNo Sensitivity when biting ClYes [No
have had any of the following: Gums swolien or tender [JYes [JMo Sores or growths in your mouth [JYes [ No
Bad breath [lYes [INo Jaw pain or tiredness [CIYes [No How often do you floss?
Bleeding gums [C¥Yes [JNo Lip or cheek biting [JYes [INo
Blisters on lips or mouth [IYes [JNo Loose teeth or broken fillings [lYes [INo How often do you brush?
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&‘_g HEALTH HISTORY _ —

Physician's Name Date of last visit
Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. [OYes [JNo

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine} and Redux (dexfenfluramine). (] Yes [ No

Place a mark on "yes" or "no” to indicate if you have had any of the following:

AIDSHIV [IYes [ No Epilepsy [CYes [INo Respiratory Disease [CYes [No
Anamia [IYes [Neo Fainting or dizziness [CYes [1No Rheumatic Fever OYes []No
Arthritis, Rheumatism [OYes [No Glaucoma [JYes [INo Scarlet Fever COYes [INo
Artificial Heart Valves [IYes [1No Headaches ClYes [1No Shortness of Breath [OYes [INo
Artificial Joints ClYes [No Heart Murmur CYes [Neo Sinus Trouble [OYes [No
Asthma [OYes []No Heart Problems CIYes [INo Skin Rash [CJ¥es [INo
Back Problems [OYes [1No Hepatitis Type COYes [1No Special Diet [OYes []No
Bieeding abnormally, with [Yes []No Herpes [JYes []No Stroke CYes []Nco

exiractions or surgery High Blood Pressure CiYes [1No Swollen Feet or Ankles [CIYes [INo
Blood Disease ClYes [INo Jaundice ClYes [INo Swollen Neck Glands CYes CINo
Crnceh OYes CINo Jaw Pain ClYes [INo Thyroid Problems CYes CINo
Chemical Dependency ClYes CNo Kidney Disease ClYes [1No Tonsillitis [OYes [INo
Chamutherapy LlYes [INo Liver Disease ClYes [JNo Tuberculosis [CYes [INo
Circulatory Problems ClYes [JNo Low Blood Pressure ClYes [INo Tumor or growth on heador  [1Yes [ No
Congenital Heart Lesions [lYes [ No Mitral Valve Prolapse [JYes [JNo neck
Cortisone Treatments CIYes [JNo Neivous Broblems CYes [JNo Ulcer OYes [No
Cough, persistent or bloody []Yes [ Mo Pacemaker CYes [ No Venereal Dissase [COYes [ No
Diabetes [OYes []No Psychiatric Care ClYes [JNo Weight Loss, unexplained COYes [ No
Emphysema [Yes [1No  Radiation Treatment [lYes [INo
Do you wear contact lenses? [|Yes [ No
Women:

Are you pregnant? [ ]Yes [ No Due date Are you nursing? [JYes [JNo

Taking birth control pills? []Yes [ No

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating [] Aspirin [ Local Anesthetic
diagnosis:
[ Barbiturates (Sleeping pills) [7] Penicillin
[] Codeine ] Sulfa
Pharmacy Name [ lodine ] Other
) [ Latex

UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [1Yes []No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date
Doctor's Signature Date

D R S S S S S S SR

Has there been any change in your health since your last dental appointment? (] Yes [] No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date.

Doctor's Signature Date.




Cashiers Family Dental

A XXX X/

PO Box 1207, Cashiers, NC 28717
(828)743-5560
cashiersfamilydental @frontier.com

APPOINTMENT CANCELLATION POLICY

All we request is the courtesy of cancelling or confirming your reservation. We make every
effort to maintain a regimented schedule to minimize your wait in our office. YOUR TIME IS
IMPORTANT TO US. We place reminder calls and emails 48-72 hours prior to all reservations.

We are very understanding of emergencies as we have them occur as well. However, vacated
appointments without 24 hour notice are subject to the following charges:

Hygiene Appointment: 35 dollars

Doctor’s Appointment: 75 dollars

Patient Initials:

Your confidence in our team is greatly valued as we strive to offer the best technology &
materials available. Please, let us know if you have any questions or concerns...

Sincerely,

Dr. Spilliards & Staff



Cashiers Family Dental

A XXX X/

PO Box 1207, Cashiers, NC 28717
828-743-5560
Fax 828-743-1225

I, , hereby request and authorize

Dr. to disclose and provide copies

and/or digital images of my records to:

Cashiers Family Dental
PO Box 1207
Cashiers, NC 28717
Phone: (828) 743-5560
Fax: (828) 743-1225

Email: cashiersfamilydental@gmail.com

Please understand that by signing this document we are protecting
your confidentiality.

Signed:

Patient or Guardian Date

Thank you,

Cashiers Family Dental


mailto:cashiersfamilydental@gmail.com

Cashiers Family Dental Please read BEFORE consenting to treatment.
Financial Policy

Dear Patient:

Welcome to our practice, and thank you for choosing our office for such an important
concern as your health care needs.

We truly hope that you have come to our office confident that you will receive the
best dental care we can provide - that is our number one priority. We invite you to
discuss your treatment at any time. We will make our staff available to explain the
details of your treatment as well as the costs involved. We will make every effort to
be accurate and clear in our explanations.

To maintain fair and ethical standards, our fees are the same for everyone, whether
you have insurance or not. If you do not have insurance, payment in full is expected at
time of service. If you do have insurance, your estimated patient portion is due at
time of service.

Our office is committed to helping you maximize your insurance benefits. Because
insurance policies vary greatly, we can only estimate your coverage in good faith but
cannot guarantee coverage due to the complexities of insurance contracts. After 60
days, you are responsible for the entire balance, paid-in-full. We can continue to
assist you in getting the insurance company to reimburse you for our services.

While we do not participate with any insurance company, we do submit all claims as a
courtesy to our patients. It is in your best interest to understand your own insurance
plan. Concerns or regards to insurance company payments should be addressed with
your insurance company.

We offer a 5% discount to all patients who pay with a cash or check IN FULL at time of
service. We accept MasterCard, Visa, Discover, cash, and checks.

Delinquent accounts will accrue interest after 90 days at a rate of 1.33% per month or
16% per annum.

Quality dental care is important to your health. We appreciate your confidence in us
and look forward to serving you.

Patient, Parent or Guardian Date



Notice of Privacy Practices Acknowledgement
Cashiers Family Dental
PO Box 1207
Cashiers, NC 28717

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA),
I have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly

e Obtain payment from third-party payers

e Conduct normal healthcare operations such as quality assessments and physician
certifications

I acknowledge that I have received your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that |
may contact this organization at any time at the address above to obtain a current copy of the
Notice of Privacy Practices.

In understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. 1 also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name:

Relationship to Patient:
(if other than self)

Signature:

Date:

Office Use Only

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy
Practices

Date Initials Reason




