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 REVIEW OF MEDICAL SYSTEMS

	PLEASE CHECK ANY OF THE ITEMS BELOW THAT PERTAIN TO YOU.

	General
	
	Pulmonary
	
	Musculoskeletal
	
	Endocrine

	
	Recent weight loss
	
	
	Pneumonia/Pleurisy
	
	
	Pain in joints/arthritis
	
	
	Diabetes
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	Pain

	
	Tooth or jaw pain
	
	
	Artificial heart valve
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	Stiffness

	
	Frequent cold sores
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	Feeling depressed
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	Tooth pain
	
	
	Dizzy spells
	
	
	Nervous or anxious
	
	

	
	
	
	
	Angina
	
	
	Difficulty concentrating
	
	Women Only

	Genito-Urinary
	
	
	Fainting spells
	
	
	Insomnia
	
	
	Pregnant

	
	Kidney disease
	
	
	High/Abnormal Blood Pressure
	
	
	Phobias/unexplained fears
	
	
	Nursing

	
	Any venereal disease in the past? (Herpes, Chlamydia, gonorrhea)
	
	
	Rheumatic fever
	
	
	Psychiatric treatment
	
	Due Date
	

	
	
	
	
	Heart murmur/Palpitations
	
	
	
	
	
	

	
	
	
	
	Shortness of breath
	
	Hematologic/Lymphatic
	
	Final Review

	Allergic/Immunologic
	
	
	Swollen ankles
	
	
	Excessive bruising 
	
	
	I have reviewed this

	
	Hay fever / Allergies
	
	
	
	
	
	Excessive bleeding
	
	Initials
	form. None of the

	
	Recurrent infections
	
	
	
	
	
	Swollen glands-neck, armpit or groin 
	
	
	above apply to me.

	
	HIV or AIDS
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	Fever, chills, night sweats
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	THE TWO MINUTE EXAM THAT COULD SAVE YOUR LIFE.

	
	
	

	Oral cancer kills one American every hour of every day. According to the National Cancer Institute SEER database, oral cancer has a higher mortality rate than several better publicized cancers, such as cervical cancer and testicular cancer. Some oral cancers are now known to be linked to exposure to the sexually-transmitted human papilloma virus (HPV), which means that anyone who is/has been sexually active is potentially at risk for the disease. Because of this, many health experts advise everyone 18-years-old and older to get an oral cancer exam on at least an annual basis.

The VELscope system is the first cleared by the FDA to help Doctors detect oral mucosal abnormalities, including cancer and precancer, that might not be apparent to the naked eye. The VELscope exam takes only two minutes and is comfortable, non-invasive and affordable for patients. Regular exams can help address the fact that oral cancer is typically discovered in late stages, when the 5-year survival rate is around 30%. When discovered in early stages, however, the survival rate leaps to 80-to-90% according to SEER data. Early detection can help reduce not only the mortality rate, but the degree of invasiveness and disfigurement resulting from treatment.

Smileology Dental is proud to offer this potentially life-saving service to our patients.

Yes, I would like the VELscope Exam.

	
	
	

	
	
	
	

	
	Name
	
	Date

	No, I decline the offer of the VELscope Exam.
	

	
	
	
	

	
	Name
	
	Date

	While some insurance does not provide for this valuable service, a fee of $25.00 will be collected at the time of service on those cases not covered by insurance.

	
	
	





FINANCIAL GUIDELINES

We are committed to providing you with the best care possible to achieve total health. 
In order to achieve these goals, we need your assistance and your understanding of our financial guidelines. 

INSURANCE

We accept all major dental insurance payments, however we may not be an in network provider for your plan. If we are not an in network provider, review your plan details, as in many cases insurance reimbursement is very similar. 

· We are a Delta Dental Premier provider and we will assist our patients in filing insurance claims through any benefit company that allows your choice of provider. As part of our legal agreements, the dental insurance plan administrators require that we offer no additional discounts and collect co-payment at the time of service.

· We also offer a discounted health care services plan for our patients that do not have a dental benefit plan. 

· No estimate is a guarantee of payment. Please understand, you are responsible for all charges not paid by your insurance.  Also, many insurance companies are excluding certain dental procedures or downgrading procedures to a lesser reimbursement level; in which case, you would be responsible for the difference.

PAYMENTS

Patient portion or patient co-payment is due at the time services are rendered - unless prior financial arrangements have been made. 
· Minors must be accompanied by a parent or legal guardian. If the parents are separated or divorced, the person accompanying the minor will be responsible for copayment at the time of service.

· All major credit cards are accepted (Visa, MasterCard, Discover)

· 5% Discount for our uninsured patients who pay by cash/check.

· Various financing options with CareCredit® 
SHORT CANCELLED/ MISSED APPOINTMENTS   					
· Please give a minimum 48 hour notice if you are unable to keep your reserved time. Unless an emergency occurs, we expect to run on time for your appointments and we appreciate the same courtesy from you. 

· Late, cancelled or missed appointments may be subjected to a minimum fee of $25 based on length of time reserved. If you are late, cancel or miss more than two appointments without notice in a 6-month period, you will be required to place a deposit in order to secure your appointment time.

By signing below I acknowledge I have read and understand the guidelines above.

	

	
	

	Signature
	
	Date









ACKNOWLEDGEMENT OF PRIVACY PRACTICES
Updated 2013

My signature confirms that I have been informed of my rights to privacy regarding my protected personal and health information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA).  I understand the terms in which my personal health and identification information may be used. 

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information. I have been given the right to review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has the right to change the Notice of Privacy Practices and that I may contact this office at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations and I understand that you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

	
	
	

	Signature
	
	Date

	








RELATIONSHIP TO PATIENT:  |_|ADULT PATIENT |_|PARENT |_|GUARDIAN |_|OTHER      

Please list any dependent children under the age of 18 also covered by this acknowledgement:
	
	
	

	
	
	

	In addition to the entities mentioned in the Notice of Privacy Practices, I authorize Synergy Dental Solutions to release my health information to the following individuals:

	
	
	
	
	

	Name
	
	Relationship
	
	Contact

	
	
	
	
	

	Name
	
	Relationship
	
	Contact

	
	
	
	
	

	Name
	
	Relationship
	
	Contact

	





















|_| I give permission for the following communications to be used by Dr. Angela Tenholder, DMD (please check all that apply) :  
          |_|  Cell phone:                   |_|Text Message reminders permitted
              |_| Home phone                    |_| Work                |_| E-Mail:          

|_| I am granting permission for Angela Tenholder, DMD to disclose their identity to anyone who may answer my home, work or cell phone. 

|_| I am granting permission for Angela Tenholder, DMD to leave a message with any person who may answer my phone or on my voicemail of the following numbers (please check all that apply):
                               |_|  Home Phone     |_|  Cell Phone     |_| Work Phone    |_| None- please just ask for a call back
                               |_| Other (Please explain)      

I would like to give permission for the following person(s) to have access to personal information including but not limited to appointments, 
treatment, and billing of myself and any dependent children listed above:
   
	For Office Use Only:

	We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason:

|_| The patient refused to sign

|_| Communication barriers 

|_| Emergency situation


	|_| Other – please list:
	     



	
PATIENT CONSENT- PAYMENT AUTHORIZATION – SIGNATURE ON FILE

	

	
To the best of my knowledge, all of the preceding answers are correct.  If I have any changes in my health status of if my medication changes, I shall inform the dentist and staff at the next appointment without fail.

I hereby authorize payment directly to Dr. Angela Tenholder of the dental benefits otherwise payable to me.
I hereby authorize Dr. Tenholder to release any information concerning my health or dental care, advice, treatment or supplies provided. This information is to be used in administering dental claims and/or discussing treatment options with other dental professionals.
I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance on my account for any professional services rendered. 

By signing below, I acknowledge that I have read and understand the statements mentioned above.


	

	
	
	

	Print Name
	
	Date
	

	

	
	
	

	Signature
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