
PATIENT INFORMATION 

Last Name: ______________________________ First Name: _______________________MI: _____________ Date: ____________ 

Address_____________________________________________Apt #__________City________________State_____Zip__________ 
Home Phone (______) _______________Work Phone (______) _________________Cell (______) ___________________________ 

SS# _____________________DOB: ______________Height: _____Weight: ______ Gender: _M_F  
Email_______________________________   How may we contact you for upcoming appointments? Phone/Text/Email 

Emergency contact: ___________________Relationship: _________ Home Phone (_____) _________Work Phone (____) ________ 

DENTAL INSURANCE POLICY HOLDER INFORMATION 

Primary: 
Insurance Company Name_______________________________________________________ Insurance Phone (____) ___________ 
Insured Name__________________________ Insured DOB____________________ 

Insured ID#______________________Group#__________________________________ 
Secondary: 
Insurance Company Name_______________________________________________________ Insurance Phone (____) ___________ 

Insured Name__________________________ Insured DOB____________________ 

Insured ID#______________________Group#__________________________________ 

I hereby authorize assignment of my insurance rights and benefits directly to Saratoga Healthy Smiles for services rendered. I fully understand that I am solely 
responsible for any balance not paid by my insurance company. 

____________________________          _______________________________ 

MEDICAL PLAN POLICY HOLDER INFORMATION 

Plan Name____________________ Insurance Phone (___) ____________________ 

Name of insured ____________________Date of Birth ____________________ ID Number ____________________ 

Policy Number ____________________ Patient Relationship ____________________ Policy ____________________ 

I hereby authorize assignment of my insurance rights and benefits directly to Saratoga Healthy Smiles for services rendered. I fully understand that I am solely 
responsible for any balance not paid by my insurance company. 

____________________________          _______________________________ 
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CONSENT TO PROCEED/ POLICIES 

Patient Responsibilities: We are committed to providing you with the best possible care and helping you achieve your optimum oral 
health. Toward these goals, we would like to explain your financial and scheduling responsibilities with our practice. 

Payment: Payment is due at the time services are rendered. Financial arrangements are discussed during the initial visit and a 
financial agreement is completed in advance of performing any treatment with our practice. We accept the following forms of payment 
Check, Visa, MasterCard, American Express, Care Credit, and Cash  

Dental Benefit Plans: Your dental benefit is a contract between you or your employer and the dental benefit plan. Benefits and 
payments received are based on the terms of the contract negotiated between you or your employer and the plan. We are happy to help 
our patients with dental benefit plans to understand and maximize their coverage. 

If we are a contracted provider with your plan, you are responsible only for your portion of the approved fee as determined by your 

plan) in full at time of service or time of scheduling your appointment. If our estimate of your portion is less than the amount 
determined by your plan, the amount billed to you will be adjusted to reflect this.  

If we are not a contracted provider with your dental benefit plan
the plan allows patients to receive reimbursement for services from out-of-network providers. If your plan allows reimbursement for 
services from out-of-network providers, our practice can file the claim with your plan and receive reimbursement directly from the 

rendered upon receipt of payment from the plan to our practice, even if that amount is different than our estimated patient portion of 

directly from your dental benefit plan and will be responsible for payment to our practice before or at the time of service. 

Scheduling of Appointments:  time on the schedule for each patient procedure and are diligent about being 
on-time. Because of this courtesy, when a patient cancels an appointment, it impacts the overall quality of service we are able to 
provide. To maintain the utmost service and care, we do require 2 business days to reschedule an appointment. With less than 48-hour 
notice, a fee of $ 50 or deposit to reserve the appointment time again, may be required. To serve all of our patients in a timely manner, 
we may need to reschedule an appointment if a patient is fifteen minutes late or more arriving to our practice. To reschedule an 
appointment due to late arrival, a fee of $25 or deposit to reserve the appointment time again, may be required. 

Authorizations: I understand that the information I have given today is correct to the best of my knowledge. I authorize this dental 
team to perform any necessary dental services that I may need and have consented to during diagnosis and treatment. _______ (Initial) 

I have read the above and agree to the financial and scheduling terms. __________ (Initial) 

opportunity to ask any questions I may have regarding this Notice._________ (Initial) 

opportunity to ask any questions I may have regarding this Fact Sheet. _________ (Initial) 

Waiver or breach of contract: You agree that a waiver or breach of any term or condition of this agreement will not automatically void 
any other term or condition of this contract and you agree to pay any costs and reasonable attorney fees involved with any lawsuit 
involved with this agreement. 

        ______           I consent to the use of my photographs for marketing advertisement, articles, lectures, and laboratory use. 

        ______           I DO NOT consent to the use of my photographs. 

in the above refers to me, the undersigned. 

Permission to Contact: I give you my permission for you or your assignee to contact me by telephone or other means. 

Patient name: _____________________________________________________________ 
Signature: _________________________________________Date:__________________ 
(Patient, legal guardian and authorized agent of patient) 

Witness: __________________________________________Date:___________________
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DENTAL HEALTH HISTORY 

Patient Name ______________________________________________________________________________ 
The information you provide is important to your health. If you have any questions, do not hesitate to ask. 

 

                
Are you currently experiencing dental pain or discomfort? ____________________________________________________________ 

What is the reason for your dental visit today? ______________________________________________________________________ 
Date of your last dental exam: _______________________________What was done at this time? _____________________________ 
Date of your last dental x-rays: __________________________________________________________________________________ 

How do you feel about your smile? _______________________________________________________________________________
 

What about your smile that you would like to change?  
Make teeth whiter  

Close spaces 
Replace stained front fillings 
Change silver fillings to white ones 

Repair chipped teeth 
Other: _____________________ 

Yes No DK

Do your gums bleed when you brush or 
floss? ...................................................

Are your teeth sensitive to cold, hot, 

Does food or floss catch between your 

Have you had any periodontal (gum) 

Have you ever had orthodontic (braces) 

Does the amount of saliva in your mouth 

Does your mouth feel dry when eating a 

Do you have difficulty swallowing any 

Do you sip liquids to aid in swallowing 

Is your home water supply fluoridated?

Do you drink bottled or filtered water? 

Yes No DK

Are you currently experiencing bad 

Do you have earaches or neck pains? ...

Do you have any clicking, popping or 

Do you have sores or ulcers in your 

Do you wear dentures or partials? ...

Have you ever had a serious injury to 

Are your teeth turning yellow or losing 

Have you had any problems associated 

Does dental treatment make you 
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MEDICAL HISTORY 

Patient Name: ________________________________________________________________________________________________ 

Are you under the care of a physician?  YES NO  

Address/City/State/Zip: ________________________________________________________________________________________ 

Has there been any change in your general health within the past year? __________________________________________________ 
If YES, what condition is being treated? ___________________________________________________________________________ 
Date of last physical: __________________________________________________________________________________________ 
Have you had a serious illness, operation or been hospitalized in the past 5 years? __________________________________________ 

If YES, what was the illness or problem? __________________________________________________________________________ 
Please list all prescription medication you are currently taking or have recently taken, including vitamins, natural or herbal 
preparations and/or diet supplements:  

Please mark (X) your response to indicate if you have or have not had any of the following diseases or 
problems. 
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Yes No DK

Damaged valves in transplanted heart ...

Repaired (completely) in last 6 months ..

Have you ever taken Fen-Phen or Redux?

Medication Dosage

____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________

Yes No DK



 

WOMEN ONLY: Are you:     ALLERGIES: Are you allergic to or have you had a reaction to: 
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Yes No DK

If yes, specify ______________________

If yes, specify ______________________

Yes No DK

When? __________________________

Cancer/Tumor/Chemotherapy/Radiation 

Yes No DK Yes No DK

Local anesthetics Metals

Aspirin Latex (rubber) 

Penicillin or other antibiotics Iodine 

Barbiturates, sedatives, or 
sleeping pills.

Hay fever/
seasonal 

Sulfa drugs Animals 

Codeine or other narcotics Food 

Other_____________

Yes No DK

Pregnant?  
Number of weeks: 
______

Taking birth 
control pills or 
hormonal 
replacement?

Nursing? 


