Gainesville Family Dental Center

Margaret P. Neal-Stubblefield, DDS

------------------------------------------------------------------------------------------------------------

Patient Information

Full Name ________________________________________   Date _________________
Address ___________________________ City ____________ State _____ Zip _______

SS#  ______-_____-_______  Date of Birth ____________  Home # (____) ____ - _____

Email _____________________  Work # (____) ____-_____   Cell # (____) ____-_____

Marital Status     [ ] Minor    [ ] Single    [ ] Married    [ ] Separated    [ ] Widowed

Patient or Parent/Guardian’s Employer ________________________________________

Spouse or Parent/Guardian’s Name _________________ Employer ________________

Person to Contact in Case of Emergency _______________________________________

Relationship to Patient ______________________________ Phone # (____) ____-_____

How did you hear about us? _______________________________

------------------------------------------------------------------------------------------------------------

Responsible Party
Person Responsible for this Account _____________________ Home # _____________

Address ____________________________________________ Cell # _______________

Driver’s License # _____________________________ Birth Date __________________
Employer __________________________________________ Work # ______________

Business Address ____________________ City ____________ State _____ Zip _______

We offer the following payment methods.  Check the option you prefer. 

[ ] Cash    [ ] Personal Check      Credit Card   [ ] Visa    [ ] Mastercard    [ ] AmEx

------------------------------------------------------------------------------------------------------------

Insurance Information – (Primary)
Name of Insured ___________________________ Relationship to Patient ___________

Date of Birth ____/____/______  SSN ____-____-______ Date Employed  ___________

Employer Name _______________________________ Work Phone# (____) ___-_____
Employer Address ________________________________________________________

Dental Insurance Co. Name _________________________________________________

Dental Claims Address ____________________________________________________

ID# __________________ Group# _____________

Insurance Information – (Secondary)
Name of Insured ___________________________ Relationship to Patient ___________

Date of Birth ____/____/______  SSN ____-____-______ Date Employed  ___________

Employer Name _______________________________ Work Phone# (____) ___-_____
Employer Address ________________________________________________________

Dental Insurance Co. Name _________________________________________________

Dental Claims Address ____________________________________________________

ID# __________________ Group# _____________

Patient Medical History
                                 Are you under a physician’s care now?  [ ] Yes   [ ] No   If yes, explain:____________________________

Have you ever been hospitalized or had a major operation? [ ] Yes   [ ] No   If yes, explain:____________________________

                Have you ever had a serious head or neck injury?  [ ] Yes   [ ] No   If yes, explain:____________________________

        Are you currently taking any medications, pills, drugs? [ ] Yes   [ ] No   If yes, explain:____________________________

                                Have you ever taken Phen-Fen or Redux? [ ] Yes   [ ] No   If yes, explain:____________________________

                                                      Are you on a special diet?  [ ] Yes   [ ] No   If yes, explain:____________________________

                                                                     Do you use tobacco?  [ ] Yes   [ ] No   If yes, explain:____________________________

                                             Do you use controlled substances? [ ] Yes   [ ] No   If yes, explain:____________________________

Are you allergic to any of the following? [ ] Aspirin,  [ ] Penicillin, [ ] Codeine, [ ] Acrylic, [ ] Metal, [ ] Latex , [ ] Local Anesthetics, 

[ ] Other  - If yes, please explain: _________________________________________________________________________________

Women:  Are you [ ] Pregnant/Trying to get Pregnant?    [ ] Nursing?    [ ] Taking Oral Contraceptives?

	Do you have, or have you had, any of the following?

	[  ] AIDS/HIV Positive
	[  ] Dizziness
	[  ] Hemophilia
	[  ] Renal Dialysis

	[  ] Alzheimer’s Disease
	[  ] Drug Addiction
	[  ] Hepatitis A 
	[  ] Rheumatic Fever

	[  ] Anaphylaxis
	[  ] Easily Winded
	[  ] Hepatitis B or C
	[  ] Rheumatism

	[  ] Anemia
	[  ] Emphysema
	[  ] Herpes
	[  ] Scarlet Fever

	[  ] Angina
	[  ] Epilepsy or Seizures
	[  ] High Blood Pressure
	[  ] Shingles

	[  ] Arthritis/Gout
	[  ] Excessive Bleeding
	[  ] Hives or Rash
	[  ] Sickle Cell Disease

	[  ] Artificial Heart Valve
	[  ] Excessive Thirst
	[  ] Hypoglycemia
	[  ] Sinus Trouble

	[  ] Artificial Joint
	[  ] Fainting Spells
	[  ] Intestinal Disease
	[  ] Spina Bifida

	[  ] Asthma
	[  ] Fever Blisters
	[  ] Irregular Heartbeat
	[  ] Stomach Disease

	[  ] Blood Disease
	[  ] Frequent Cough
	[  ] Kidney Problems
	[  ] Stroke

	[  ] Blood Transfusion
	[  ] Frequent Diarrhea
	[  ] Leukemia
	[  ] Swelling of Limbs

	[  ] Breathing Problem
	[  ] Frequent Headaches
	[  ] Liver Disease
	[  ] Thyroid Disease

	[  ] Bruise Easily
	[  ] Genital Herpes
	[  ] Low Blood Pressure
	[  ] Tonsillitis

	[  ] Cancer
	[  ] Glaucoma
	[  ] Lung Disease
	[  ] Tuberculosis

	[  ] Chemotherapy
	[  ] Hay Fever
	[  ] Mitral Valve Prolapse
	[  ] Tumors or Growths

	[  ] Chest Pains
	[  ] Heart Attack/Failure
	[  ] Pain in Jaw Joints
	[  ] Ulcers

	[  ] Cold Sores
	[  ] Heart Disorder
	[  ] Parathyroid Disease
	[  ] Venereal Disease

	[  ] Convulsions
	[  ] Heart Murmur
	[  ] Psychiatric Care
	[  ] Yellow Jaundice

	[  ] Cortisone Medicine
	[  ] Heart Pace Maker
	[  ] Radiation Treatments
	

	[  ] Diabetes
	[  ] Heart Trouble/Disease
	[  ] Recent Weight Loss
	


Have you ever had a serious illness not listed above?  [ ] Yes    [ ] No   If yes, please explain:  ________________________________________________________________________________________________________________________________________________________________________________________________
Physician’s Name:  ____________________________________________________  Phone #: (    _  ) _       -________    

Comments: ______________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

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 of Patient, Parent or Guardian




Date
Patient Dental History

Name of Previous Dentist______________________ Location_____________________

Date of Last Dental Cleaning________________ Date of Last Exam_________________

Date of Last Xrays__________________ (Please request xrays from previous dentist)
1.  Do your gums bleed while brushing or flossing?        ____     8.  Do you have frequent headaches?                   _____

2.  Are your teeth sensitive to hot/cold liquids/foods?     ____     9.  Do you clench or grind your teeth?                 _____

3.  Are your teeth sensitive to sweet/sour liquids/foods? ____   10.  Do you bite your lips or cheeks frequently?   _____

4.  Do you feel pain in any of your teeth?                        ____   11.  Have you ever had any difficult extractions    _____

                                                                                                            in the past? 
5.  Do you have any sores/lumps in or near your mouth?____   12.  Have you ever had any prolonged bleeding     _____

                                                                                                            following extractions?

6.  Have you had any head, neck, or jaw injuries?           ____    13.  Have you had any orthodontic treatment?      _____

7.  Have you ever experienced any of the following                    14.  Do you wear dentures or partials?                  _____

     problems in your jaw?                                                                    If yes, give date of placement ____________

                                          Clicking                                  ____     15.  Have you ever received oral hygiene             _____ 

                                          Pain (joint, ear, side of face)  ____            instructions regarding the care of your   

                                          Difficulty opening or closing ____            teeth and gums?  

                                          Difficulty chewing                  ____     16.  Do you like your smile?                                 _____

Authorization & Release

· I certify that I have read and understand the previous information to the best of my knowledge.  

· The previous questions have been accurately answered.  

· I understand that providing incorrect information can be dangerous to my health.  

· I authorize the dentist to release any information including diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payors and/or health practitioners. 

· I authorize and request my insurance company to pay directly to the dentist all dental group insurance benefits otherwise payable to me.  

· I understand that my dental insurance carrier may pay less than the actual bill for services.  

· I agree to be responsible for payment of all services rendered on my behalf or my dependants’ behalf.  

_________________________________________________                     _________________________

Signature of Patient (or parent/guardian if minor)                                                      Date

GAINESVILLE FAMILY DENTAL CENTER

Margaret P. Stubblefield D.D.S., P.C.

General and Cosmetic Dentistry

Financial Policy and Arrangements 

Dr. Stubblefield and our team would like to welcome you to the practice.  We are committed to providing the best dental care for your particular needs.  We will, however, only be able to accomplish this by spending the time necessary to diagnose and treat your dental needs. This treatment is very important to your health and should not be postponed by financial concerns.

To enable you in proceeding without delay, our office offers several financial options.  Dr. Stubblefield’s philosophy is to make dentistry affordable to everyone and we hope this helps you make us your dental home.

1. We accept Cash, Check, VISA, Mastercard, and American Express.

2. If you have dental insurance, we will do our best to estimate your co-payment.  The estimated co-payment will be collected from you at the time services are rendered.  As a courtesy, we will file your primary insurance electronically.   You will be billed for any remaining balance after we receive your insurance payment.  Secondary insurance coverage will be your responsibility to file.
3. Dental Fee Plan applied for through Capital One ® 

Dental Insurance:
I understand my dental insurance is a contract between the insurance carrier and me, not between Dr. Stubblefield and the insurance carrier.  As such, I understand that I am responsible for the full amount of all dental treatment incurred.  Any payments received by Dr. Stubblefield from my insurance carrier will be credited to my account or refunded to me if I have paid the dental fees incurred.

Financial Responsibility:
I/We agree and personally guarantee, in consideration of services and materials provided by Dr. Stubblefield, to be responsible for payment in full of the dental bill.  If the balance goes over 90 days there will be a 1.5% finance charge added to the balance per billing cycle.  In the event that this matter is turned over to an attorney for collection, I/We agree that I/We shall pay twenty-five percent (25%) attorney’s fees and interest on the unpaid principle balance at the rate of eighteen percent (18%) per annum..  

_____________________________________     ________________________________

Responsible Party’s Signature

       Date         

NOTICE OF PRIVACY PRACTICES
· I understand that my healthcare information concerning my diagnosis, treatment, payment and insurance will be disclosed when necessary for filing my insurance and in communicating with other health professionals in the course of my treatment or their offices.  Limited information will also be disclosed to businesses supporting the operations of this office such as dental or medical labs, hospitals, accountant, computer support, billing personnel, answering services and consultants.  These businesses are restricted in the use and disclosure of your information by contract.  Disclosure may also occur for any necessary legal purposes or appropriate government authorities.  If a family member or person is paying for your healthcare with your knowledge, we may disclose information to that family member or person.  

· I understand that my files are stored on shelves in the business office.  Only staff and janitorial personnel may have access to this office during non-business hours.  I understand that this office will make every effort to keep my information secure and correct any violation of my privacy if this should occur.  

· I understand that I have the right to access, copy or inspect and correct my healthcare information, the right to restrict disclosures and obtain and accounting of disclosures.  I have the right to voice my concerns about privacy to the practice and/or the Secretary of Health and Human Services within 180 days of my discovery of a disclosure violation without fear of retaliatory acts by this office.  I may correct my records in the form of a letter signed by me.  I also have the right to revoke my authorization for disclosure.  A minimal fee of $0.20 per page will be charged to me for copies of records that I request.  

· I understand that I will receive communication in the form of phone calls and/or postcards to remind me of an existing appointment, or that it is time to schedule an appointment.  I may receive mail containing financial information such as ledgers or bills.  Communication may also be sent to me in the form of fax, emails or other electronic means.  I understand that if a message is left for me to return a call, the message will contain the doctor’s name and phone number.  Complete messages concerning my health information may be left on my personal home or work voice mail.  

I have read and understand this office policy.  I understand that by signing this agreement, I give my permission for the use and disclosure of my personal and health information in order to carry out treatment, payment activities, insurance claims and health care operations.  This office retains the right to revise the privacy policy.  

_____________________________________________                                        _____________________

Responsible Party’s Signature

                                    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.








