Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.

LY
Name

Patient Information

Address

First Name Initial

City.

Zip

Cell Phone

Home Phone

Sex UM OF Age
Patient Employed by

Business Address

Business Email

0 Single O Marzied O Widowed T Separated U Divorced

Occupation

Business Phone

Whom may we thank for referring you?

Notify in case of emergency

Home Phone

Cell Phone

Business Phone

Email

Person Responsible for Account

Relation to Patient

Lasi Name

Birtheate

Address (if different from patient)

City

First Name

Soc. Sec. #

Home Phone

Zip

Celf Phene

Email

Person Responsible Emploved by

Business Address

Business Email

QOccupation

Bustness Phone

Insurance Company

Phone

Insurance Address

Contract #

Name of other dependents under this plan

Pharmacy

Subscriber #

Phone

Is patient covered by additional insurance?

Subsctiber Name

Additional Insurance

Relation to Patient

O No

Address {if different from patient)

City.

State Zip

Soc. Sec. #

Cell Phone

Home Phone

Email

Subscriber Employed by

Business Email

Business Phone

Insurance Compary

Phone

Insurance Email

Contract #

Group #

Name of other dependents under this plan

Subscriber #

Please complete both sides.




: Dental History

What would yon like us to do today? Are you in dental discomfort today?
Former Dentist Address
Pentist’s Email Phone

Date of last dental care Date of Tast x-rays

Check { v ) yes or no if you have had problems with any of the following:

QY QN Bad breath 0 Y &3 N Foed collection betweer: teeth 0 Y 2N Periodontal freatment  ©3'Y T N Sensitivity to sweets

O Y QN Bleeding gnms O'Y [ ¥ Grinding or clenching tecth LY (1 N Sensitivity to cold 0¥ Q3 N Sensitivity when biting

O Y QN Clicking or popping jaw ~ ©1Y 3 N Loose teeth or broken Sllings 8'Y Q N Sensitivity to hot O Y OIN Seres or growths in mouth
How often do you brush? Floss?

How do you feel about the appearance of your teeth?
Do you wish your teeth were straighter? QY ON Do you wish your teeth were whiter? QY QN
Are you unhappy with any fillings, crowns or bridges?
Have you ever expecienced an adverse reaction during or in conjuncticn witlt 2 medical or dental procedure? OY ON
Other information about your dental health or previous treatment

Medical History

Physician’s name Phone
Date of last visit ITave you had any sedous illnesses or operations? QY ON
If yes, describe
Are you currently under physician care? QY QN Hyes, describe
Have you ever had a blood transfusion? QY QN Ifyes, give approximate dates
Have you ever taken Fen-Phen/Redun? 0OY QN

Have you ever used a hisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. OY ON

Do you smoke or use other tobacen/smokeless products? QY QN Please circle all that apply: Cigarettes Cigars Vape Marijuana Chew Other
Women: Are you pregrant? T1Y UN  Nursing? QY ON  Taking birth control pills? QY QN

Check (v ) yes or no whether you have had any of the following:

OY QN AIDS/HIV Positive LY TN Cough, persistent Oy ON Jawpain Y QN Shingles

QY ON Anaphylaxis QY ON Cough up bleod OY ON Kidney disease or 0Y QN Shoriness of breath
OYON Aemia QY ON Diabetes malfuniction QY QN skinrash

OY ON  Arthritis, Rhevmatism QY QN Epilepsy QY ON Liver disease QY QN SpinaBifida

DY ON Aificial heart valves QY ON Fainting uy QN fg{:‘tﬂfﬂ ?}Iie]fgi% u QY AN Stroke

QY ON Atificial joints QY ON Food allergies chemedsy QY QN Surgical implant
Oy QN Asthma QY ON Glacoma QY QN Miteal vaive prolapse QY ON Swelling of feet
Oy ON Atepic {(allergy prone) QY QN Headaches QY QN Nervous problems or a.nl.des.

OY 9N Back problems OY ON Heart momur QY O Pacemaker/ QY ax Tmhaiﬁitliiifasc or
QY ON Blood disease Y QN Heart problems Heart suzgery OY ON Tobacoo habit
QY QN Cancer DD‘?S;“;EN —— QY 0N Psychiatric care QY 0N Tonsilits
QYO Clmotery thomalledag YN MOMEEIERS 0y QN mherains
OY QN Circulatory problems QY QN lerpes QY ON Respiratory disease QY ON - Ulcer/Colis

. OY ON Hepatitis . BY ON Venereal disease
QY QN Cortisone treatments QY ON High blood pressure QY 0N Rhewnnaic/Scarlet fever

Are you currently taking any medicatfons? If yes, list all: Bo vou have any drug allergies? If yes, list all;

Authorization

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist
to help determine appropriate and healthful dental treatment. If there is any change in my medical status, I will inform the dentist.

I anthorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

1 antharize the dentist to release all informaticn necessary to secure the payment of benefits. 1 understand that 1 am financially responsible for all charges
whether or not paid by iesurance.

Signature Date

Payment is due in full at time of treatrnent, unless prior arrangements have been approved.
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Starley family dental

FINANCIAL POLICY

Thank you for choosing Starley Family Dental as your dental care provider. Our office maintains that every patient is entitled
to the highest quality of dental care that can be provided. Your health and well-being are our primary concern. We appreciate
the consideration you must give to the cost of your care. We welcome discussion concerning services and fees prior to
treatment,

Your estimated portion for treatment is'due at the time of service.

Insured Patients: Your insurance is a contract between you and your insurance company. All dental plans are not the same
and do not cover the same services. It is your responsibility to know and comply with the terms of your insurance contract. In
the event your dental plan determines a service to “not be covered” or payment is denied due to failure to comply with the terms
of the contract, you will be responsible for the complete charge. As a courtesy, we will file your claim on the day of service,

Non-insured Patients: If there is no insurance coverage, full payment is due at the time of service.

1 understand that the responsibility for payment of all dental services provided by Dr. John R. Starley and Dr. Nathan J. Starley
for me and my dependents is mine. I understand I am responsible for my dental insurance co-payments, payment percentages,
and procedures not covered. The information on my patient registration form is accurate.

A monthly finance charge at a fixed rate of 1.5% per month/18% annum of the unpaid balance as of the last day of each month
will be assessed and added to the balance on all accounts exceeding sixty days from the date of service unless previously written
financial arrangements are made. I understand that the fee estimate listed for this dental care can only be extended for a period
of six months from the date of the patient examination. Should my account be turned over for collection, I, the undersigned
agree to pay the remaining balance, and all costs to collect the debt, including, but not limited to, interest in the amount of 18%
annum, attorney’s fees, court costs, and collection fees in the amount of 40%. The obligation to pay the collection fees shall be
imposed at the time of assignment of the debt to a third-party debt collection agency.

I grant my permission to you or your assignee to telephone me to discuss matters related to this form. I also agree to let this
office leave messages concerning appointments and/or results on my answering machine or with 2 family member.

Tpis agreement supersedes all prior agreements signed. I authorize the dentist or his designees to release financially identifiable
information and treatment descriptions and information, either electronically, facsimile or in paper form to my insurance carrier
or any related entities that require such information to be submitted.

I acknowledge that I have received a copy of this office’s Privacy Policies.

Print name of Patient /Responsible party

Signature Date:

INFORMED CONSENT

I authorize Dr. John R, Starley or Dr. Nathan J. Starley and/or such associates or assistants as he may designate to perform those
procedures as may deemed necessary or advisable to maintain my dental health or the dental health of any minor or other
individual for which I have responsibility, including arrangement and/or administration of any sedative (including nitrous
oxide), analgesic, therapeutic, and/or other pharmaceutical agents, including those related to restorative, palliative, therapeutic
or surgical treatments.

I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which may be
associated with general preventive and operative treatment procedures in hopes of obtaining the potential desired results, which
may or may not be achieved, for my benefit or the benefit of my minor child or ward. I acknowledge that the nature and purpose
of the foregoing procedures have been explained to me if necessary and I have been given the opportunity to ask questions.

Signature Date:




