PATIENT INFORMATION
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.
Legal Name __________________________________ D.O.B: _____________
Preferred Name______________________ Preferred Gender Pronoun: HE/SHE/THEY
Address _____________________________________City_________________ Zip__________ State_____
Email Address __________________________________________ SSN#__________________
Home: ____________________ Cell: __________________________Work:____________________

Preferred Method of Contact?: ___Cell ___Home ___Work ___Email
Emergency Contact_________________________Relationship_______________Phone#________________

How did you hear about us? ___________________________________________________
INSURANCE INFORMATION
Insurance Company: ____________________________Employer:________________________
Member ID#__________________________________ Group#________________
Policy Holders Name & D.O.B: __________________________________________
DENTAL HISTORY
Previous Dentist _____________________________ Phone #______________________
Last Dental Visit __________________________ Last Dental X-Rays _____________________
Primary concerns? _____________________________________________________________________________
Have you ever had problems with previous dental treatment? ☐ Yes ☐ No
Do your gums bleed, or feel tender or irritated? ☐ Yes ☐ No
Have you ever been diagnosed with gum disease? ☐ Yes ☐ No
If yes, have you ever had a deep cleaning? ☐Yes ☐ No
Do you have any clicking, popping or discomfort in the jaw? ☐ Yes ☐ No
Do you clench or grind your teeth? ☐ Yes ☐ No
Do you snore? (or have you been told that you snore?) ☐ Yes ☐ No
Do you wear dentures or partials? ☐ Yes ☐ No
Are your teeth sensitive to: hot, cold, sweets? ☐ Yes ☐ No
Are you satisfied with the appearance of your teeth? ☐ Yes ☐ No
Have you ever had a serious injury to your head or mouth? ☐ Yes ☐ No
Have you ever had orthodontic (braces) treatment? ☐ Yes ☐ No
Have you ever had trouble getting numb or had reactions to local anesthetic? ☐ Yes ☐ No

CONFIRMATION
I certify that the information given on this form is accurate. I understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. I will not hold my dentist,
or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that I may have made in the completion of this form.
Signature of patient (or parent)___________________________________ Date: __________________

MEDICAL INFORMATION

Patient Name: ____________________________________Date:________
although dental personnel primarily treat the area in and around your mouth, your mouth is a part of
your entire body. Health problems that you may have, or medication that you may be taking, could have
an important interrelationship with the dentistry you will receive. Thank you for answering the following
questions.
Do you currently have or have you ever had any of the following?
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐

Asthma
High blood pressure
Pacemaker
Circulatory problems
Stroke
Heart Murmur
Sleep apnea
Ulcer
Radiation therapy
Alzheimer ’s disease
Hay Fever/Seasonal Allergies
GERD or stomach issues
Diabetes

☐
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐
☐

Kidney Problems
Drug Addiction
Heart Attack/ Failure
Mitral Valve Prolapse
Congenital Heart Disorder
Sinus problems
Anemia/bleeding disorder
Malignancy (cancer)
Aids/HIV positive
Hepatitis A
Hepatitis B or C
Osteoporosis

☐ Artificial joint replacement
☐ Artificial heart valve
☐ Anxiety/panic disorder
☐ Psychiatric care
☐ Liver disease
☐ Rheumatic fever
☐ Frequent Headaches
☐ Arthritis
☐ Pain in Jaw joints
☐ Epilepsy or Seizures
☐ Herpes/Cold Sores
☐ Genital Herpes

Do you have any disease, condition or problem not listed above that you think we should know about? Please explain:

Are you currently under a physicians care? ☐ Yes ☐ No
If Yes Physicians Name________________________ Phone #______________________
Do You need to take premedication? ☐ Yes ☐ No
Do you use tobacco products? ☐ Yes ☐ No
Have you ever taken Fosamax, Boniva, Prolia pt any medications containing bisphosphates
for osteoporosis or bone cancer? ☐ Yes ☐ No
Do you use controlled substances? ☐ Yes ☐ No
Are you taking any medications pills or drugs? ☐ Yes ☐ No
(e.g. blood thinners like Coumadin or Warfarin)
Please list all medications you are currently taking:___________________________________________________________
_______________________________________________________________________________________________________
Women: Are You currently pregnant? ☐ Yes ☐ No (If Yes) How many weeks?_____________

Currently nursing? ☐Yes ☐No Currently on birth control? ☐ Yes ☐ No
Are you allergic to or have you had a reaction to:
☐ Local anesthetic
☐ Metals

☐ Latex (rubber)
☐ Acrylic

☐ Penicillin/Amoxicillin
☐ Ibuprofen

☐ Sulfa Drugs
☐ Other Antibiotics

☐ Codeine/other narcotics
☐ Aspirin

☐ Other: _______________________________________________________________________________

To the best of my knowledge, the questions on this form have been accurately answered. I understand
that providing incorrect information can be dangerous to my (or patient's) health. It is my responsibility
to inform the dental office of any changes in medical status.
Signature: _______________________________________________ Date: ____________________

Notice of Privacy Practices
PATIENT ACKNOWLEDGEMENT
Patient Name _____________________________________________ Date of Birth ____________________
I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides in
detail the uses and disclosures of my protected health information that may be made by this practice, my
individual rights and the practice’s legal duties with respect to my protected health information. The notice
includes:
• A statement that this practice is required by law to maintain the privacy of protected health information.
• A statement that this practice is required to abide by the terms of the notice currently in effect.
• Types of uses and disclosures that this practice is permitted to make for each of the following purposes:
treatment, payment, and health care operations.
• A description of each of the other purposes for which this practice is permitted or required to use or
disclose
protected health information without my written consent or authorization.
• A description of uses and disclosures that are prohibited or materially limited by law.
• A description of other uses and disclosures that will be made only with my written authorization and that I
may
revoke such authorization.
• My individual rights with respect to protected health information and a brief description of how I may
exercise these rights in relation to:
- The right to complain to this practice and the Secretary of HHS if I believe my privacy rights have
been
violated, and that no retaliatory actions will be used against me in the event of such a complaint.
- The right to request restrictions on certain uses and disclosures of my protected health information,
and that this practice is not required to agree to a requested restriction.
- The right to receive con-dental communications of protected health information.
- The right to inspect and copy protected health information.
- The right to receive an accounting of disclosures or protected health information.
- The right to obtain a copy of the Notice of Privacy Practices from this practice upon request.
This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new
provisions effective for all protected health information that it maintains. I understand that I can obtain this
practice’s Notice of Privacy Practices upon request.
I authorize this office to speak with: ___________________________________________________________
regarding my account billing, dental health, or treatment needs.

Signature________________________________________________Date_____________________________
Signature if Parent_________________________________________Date_____________________________
Relationship to patient (if signed by a personal representative of patient) ____________________________

Financial Policy
We are committed to providing you with excellent dental care.
Our financial arrangements are based on an open and honest discussion of recommended treatment options. Please feel free to ask
any questions that you might have.
Patients without insurance coverage: Payment is due at the time of service unless prior financial arrangements are made.
Patients with insurance coverage: We ask that the estimated patient copay and deductible for the treatment rendered be paid in
full on the day of service. Please understand that you are ultimately responsible for all fees generated by your treatment. Our office
is committed to helping patients maximize their benefits. Because insurance policies vary greatly, we can estimate your coverage in
good faith but cannot guarantee it. As a service to our patients, we will be happy to manage all claim submission and follow up on
your behalf.
Accepted forms of Payments: Cash, Checks, Visa, MasterCard, American Express
Payment Schedules: Depending on the dental treatment, limited payment schedules can sometimes be arranged to accommodate a
patient's needs.
Service Charges: If a payment schedule has not been arranged, it is the policy of this office to charge 1.5% interest monthly (18%
annual percentage rate) or a billing charge to all accounts over 90 days past due. There will also be a $40 fee for returned checks.
Collection Fees: Fees incurred to collect payment will be billed to and are payable by the patient’s account holder.

Appointment Cancellation Policy
We are an appointment-based business and the time scheduled for your dental appointment is yours alone. Consequently, when an
appointment is canceled, especially at the last minute, our entire practice is affected. We understand that cancellations are
sometimes unavoidable, but the scheduling time lost is costly to any practice.
We know life can be busy, so we make every effort to assist you in remembering your dental appointments. We utilize emails, text
messaging and phone calls to remind you of upcoming appointments. A reminder is sent one week prior to your appointment so
that you may choose to reschedule if needed. If we have not received a confirmation, we will then call you the day before your
appointment.
Since we schedule our routine exams and cleanings in advance, it can be difficult to reschedule an appointment on short notice. We
strive to provide the very best dental care to all of our patients and ask that you make changes to your appointment dates as soon as
possible.
We respectfully require at least two full business days (48 business hours) of advanced notice when you need to cancel an
appointment so that we can offer that time to another patient. There will be a charge if we do not receive advanced notice or
you no show to an appointment. We respect the time of our patients and if you arrive 15 minutes past your scheduled time, we
will have to reschedule the appointment. This will be considered a late cancellation and you will be charged a fee



$75 per one hour (60 mins) if your appointment is scheduled with a hygienist
$150 per one hour (60 mins) if your appointment is scheduled with Dr. Butani

My signature acknowledges that I have read and understood the above policy:
Signature:_______________________________________________ Date:__________________

