Dentula Dental 
183 Genesee Street 
Auburn, NY 13021

New Patient PPW
	Patient Information

Last, First _______________________________________________ DOB ____________________ Age _______
Gender _________ SSN ______-_______-________ Marital Status: Single  / Married /  Divorced / Widowed
Home # ___________________ Mobile # __________________ Email ________________________________
Address _______________________________________City ______________ State _______ Zip ___________



	EHR
Height ________ft _______in  Weight ___________lbs
Race Asian / American Indian / Hispanic / African American / Caucasian / Other:_________________ 
Language English / Chinese / Spanish / Arabic / Russian / French / German / Other:______________
Smoking Status Never / Current Heavy  / Current Moderate  / Current Light / Former
Do you drink alcoholic beverages ?  Yes  /  No  /  Sober 



	Responsible Party 
Last, First _______________________________________________ DOB ____________________ Age _______
Gender _________ SSN ______-_______-________ Marital Status Single  / Married /  Divorced / Widowed
Home # ___________________ Mobile # __________________ Email __________________________________
Address ________________________________________ City ______________ State _______ Zip ___________



	Primary Dental Insurance
Insurance Name _____________________________
Subscriber ID ________________________________
Subscriber Name ____________________________
Subscriber Address __________________________
______________________________________________
Subscriber DOB ______________________________
Relationship __________________________________   
	Secondary Dental Insurance
Insurance Name _____________________________
Subscriber ID ________________________________
Subscriber Name ____________________________
Subscriber Address __________________________
______________________________________________
Subscriber DOB _____________________________
Relationship _________________________________  



	Emergency Contact
Name ____________________________________ Relationship to Patient ___________________________
Phone Number _________________________



	Pharmacy 
Name ___________________________________  Address _____________________________________________



	Dental Questionnaire
Previous Dentist  ________________________    
Date of Last Cleaning  ___________________                                                                 
Date of Last Exam        ___________________                                                                           
Date of Last X Rays      ___________________                                                              
Do your gums bleed while brushing/ floss?       ▢Y ▢N                          
Are your teeth sensitive to hot / cold / sweets? ▢Y ▢N                     
Have you ever had burning of your tongue?      ▢Y ▢N                            
Have you had any head / neck / jaw Injuries ?   ▢Y ▢N                         
Experience clicking / popping of your jaw ?       ▢Y ▢N 
Do you clench / grind your teeth ?                      ▢Y ▢N 
Have you had braces ?                                              ▢Y ▢N 
Do you / have you had dentures ?                         ▢Y ▢N 
Do you use floss regularly ?                                     ▢Y ▢N 
	Does food get caught in your teeth?   ▢Y ▢N 
Are you happy with your smile ?                 ▢Y ▢N 
Is it difficult to open wide ?                           ▢Y ▢N 
Do you experience unpleasant taste?        ▢Y ▢N 
Been told you have Periodontal Disease? ▢Y ▢N                                                        

Specific Concern: ______________________________
________________________________________________
________________________________________________
________________________________________________



	Medical Questionnaire
Primary Care Provider ____________________________ Address ___________________________________

Do you see any other doctors such as Cardiologists, Pain Management, etc ? Please List Below:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Hospitalizations / Surgeries / Accidents / Illnesses within the past 5 years. Please List Below:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all medications below: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any other conditions / information we need to know that is not listed?     ▢Y ▢N  If yes, list below:
______________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________
WOMEN
Are you currently trying to conceive ?           ▢Y ▢N
Are you currently pregnant ?                     ▢Y ▢N   If yes, what is your due date ? __________________
Are you currently nursing ?                              ▢Y ▢N 
Are you on birth control or fertility drugs ?  ▢Y ▢N   (circle which applies) 




	Allergies
▢Y ▢N    Aspirin
▢Y ▢N    Barbiturates
▢Y ▢N    Codeine 
▢Y ▢N    Erythromycin
▢Y ▢N    Sulfa
▢Y ▢N    Iodine 
▢Y ▢N    Latex 
▢Y ▢N    Anesthetics
▢Y ▢N    Metals
▢Y ▢N    Penicillin
▢Y ▢N    Tylenol
▢Y ▢N    Lactose
▢Y ▢N    Other 
______________________________________________
	Medical Conditions
▢Y ▢N   Abnormal Bleeding
▢Y ▢N   Urinate Frequently
▢Y ▢N   Autoimmune Disease
▢Y ▢N   Arteriosclerosis
▢Y ▢N   Bladder Trouble
▢Y ▢N   Blood Clotting  
▢Y ▢N   Blood Transfusion 
▢Y ▢N   Shortness of Breath
▢Y ▢N   Rheumatoid Arthritis 
▢Y ▢N   Unusual Weight Loss
▢Y ▢N   Cardiac Pacemaker
▢Y ▢N   Cardiovascular Disease 
▢Y ▢N   Gall Bladder Problems
▢Y ▢N   Rheumatic Heart Disease 
▢Y ▢N   Congenital Heart Defect  
▢Y ▢N   Damaged Heart Valve  
▢Y ▢N   Congestive Heart Failure 
▢Y ▢N   Kidney Problems 
▢Y ▢N   Persistent Diarrhea
▢Y ▢N   Environmental Allergies
▢Y ▢N   Mental Health Problems
▢Y ▢N   Mitral Valve Prolapse 
	▢Y ▢N   Contact Lenses
▢Y ▢N   Fever Blisters
▢Y ▢N   Dry Mouth
▢Y ▢N   Gag Reflex
▢Y ▢N   Alcohol / Drug Abuse 
▢Y ▢N   Migraines 
▢Y ▢N   Hay Fever 
▢Y ▢N   Heart Murmur
▢Y ▢N   Heart Disease 
▢Y ▢N   Heart Attack
▢Y ▢N   Hepatitis 
▢Y ▢N   Herpes
▢Y ▢N   HBP
▢Y ▢N   Hives
▢Y ▢N   Jaundice
▢Y ▢N   Joint Replaced
▢Y ▢N   AIDS / HIV
▢Y ▢N   Leukemia
▢Y ▢N   Anemia
▢Y ▢N   Diabetes 
▢Y ▢N   Lupus
▢Y ▢N   Angina 
▢Y ▢N   Epilepsy
	▢Y ▢N  Liver Disease
▢Y ▢N  LBP
▢Y ▢N  Premedicate
▢Y ▢N  Radiation
▢Y ▢N  Rheumatic Fever 
▢Y ▢N  Bronchitis
▢Y ▢N  Seizures
▢Y ▢N  STD 
▢Y ▢N  Bulimia
▢Y ▢N  Skin Rash
▢Y ▢N  Sinus Trouble  
▢Y ▢N  Stomach Ulcers
▢Y ▢N  Stroke
▢Y ▢N  Thyroid Problems
▢Y ▢N  Tuberculosis 
▢Y ▢N  Cancer / Tumor 
▢Y ▢N  Asthma 
▢Y ▢N  Arthritis 
▢Y ▢N  Ankles Swell
▢Y ▢N  Emphysema 
▢Y ▢N  Fainting Spells   





Other conditions or illnesses that were not listed above ? If so, please list below:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Dentula Dental
Financial Policy 

Patient Name: ____________________________________  DOB: ______________

Payment: Fees for treatment are due in full and payable at time of service. For your convenience we honor MasterCard, Visa, Cash and Checks.

MEDICAID: Patients with Medicaid must present a Medicaid identification card for eligibility and pre authorization before each appointment. You agree to be responsible for any services that you consent to be completed that are not approved for or provided by Medicaid. For all such services payment will be expected at the time of service.

RETURNED CHECKS: There is a minimum $25.00 charge for all returned checks. We may increase this fee at any time without prior notice due to increases in bank fees and processing costs.

DENTAL INSURANCE: Insurance policies are contracts between the insurance company and you. It is the policy of our office to make financial arrangements with you directly, since you are responsible for the treatment charges. Our office will process a completed insurance form for you to your insurance company. We assume no responsibility for the amount of the insurance coverage or process of reimbursements. 

PAST DUE ACCOUNTS: If either of the above results in your account becoming 30 days overdue, a finance charge of 1.5% per month will be applied to your account. Should your account be turned to a collection agency or attorney, a 25% collection fee will be added to your account in addition to other collection fees, court costs or attorney fees incurred. WAIVER OR CONFIDENTIALITY: In any external collection action regarding your account, your file may become a matter of public record.

AUTHORIZATION FOR RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS: 
I authorize Dentula Dental to release to my insurance carrier such protected health information as may be necessary for the completion of my treatment claims if necessary, assign to Dentula Dental benefits for such claims and agree to be responsible for any balance remaining after payment of such claims. In consideration for the professional services rendered to me or at my request, I agree and understand the above and give consent for services. 

Date: ____________ Patient Signature: ___________________________________
Dentula Dental
HIPPA CONSENT 

· May we contact you at any time via numbers that you provide ? ▢Y ▢N
· May we leave a message with a family member ? ▢Y ▢N
· May we leave a message on your voicemail ? ▢Y ▢N
· May we contact you via mail if we cannot reach you by phone ? ▢Y ▢N
· May we contact you via text message ? ▢Y ▢N

Please list individuals we may contact in case of emergency: 
	Name: __________________________ #: ______________________
	Relationship to Patient: __________________________________

	Name: __________________________ #: ______________________
	Relationship to Patient: __________________________________

	Name: __________________________ #: ______________________
	Relationship to Patient: __________________________________

Acknowledgement of Receipt of Notice of Privacy Practices
I have received a copy of this offices ‘Notice of Privacy Practices’ and I understand that I have the right to opt out of the following:
Optional Information Disclosures
Telephone calls containing general information i.e ‘results are negative or within normal limits, scheduling, etc’ may be left on your voicemail or with an adult answering the phone. ▢Y ▢N

I authorize private dental information to be disclosed to my insurance company as required. ▢Y ▢N

 I authorize dental records and dental images to be disclosed as considered necessary by my dental provider and this office. ▢Y ▢N

Date: ________________ Patient Signature: _____________________________________
You may refuse any of the above and revoke permission to disclose the above list information in the future by putting such in writing and  submitting to the office.






Dentula Dental
Authorization to Disclose Protected Health Information 


This form is used to obtain authorization to disclose protected health information for the treatment and payment purposes to the individuals you designate below.

I, _______________________ give permission to Dentula Dental to discuss and disclose my health information to the individuals below to the extent necessary to help with my healthcare or with payment of my healthcare. I understand I may revoke this authorization in writing at any time. 

Name: __________________________ #: ______________________
Relationship to Patient: __________________________________

Name: __________________________ #: ______________________
Relationship to Patient: __________________________________

Name: __________________________ #: ______________________
Relationship to Patient: __________________________________

If you do not wish to list any other individuals, please initial: ________


Date: ________________ Patient Signature: _____________________________________



