Patient Information

How did you hear about us? _____________________________________________________

Patient Name:   
  Date: _________________
Email Address_____________________________________________________________________________________

Social Security #: ______________________ Birth Date: _________________Married _____Single______
Home Phone______________________ Cell Phone ___________________Work Phone_________________________

Address 
_________________________________________________________________________________________
Responsible Party ___________________________________________________ Occupation_____________________      

HEALTH INFORMATION
Date of Last Dental Visit_____________________________ Reason for this visit:  
_________
Have you ever had any of the following?  Please check those that apply:

	[image: image1.wmf] AIDS/HIV

	[image: image2.wmf] Allergies __________

	                  __________
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	[image: image18.wmf] Heart Disease

	[image: image19.wmf] Heart Murmur

	[image: image20.wmf] Hepatitis

	[image: image21.wmf] High Blood Pressure

	[image: image22.wmf] Jaundice

	[image: image23.wmf] Kidney Disease

	[image: image24.wmf] Liver Disease

	[image: image25.wmf] Mental Disorders

	[image: image26.wmf] Osteoporosis

	[image: image27.wmf]Pacemaker

	[image: image28.wmf] Pregnancy

	    Due date:_________
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( Have you ever had any complications following dental treatment?    [image: image43.wmf] Yes  [image: image44.wmf] No

 If yes, please explain: 

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image45.wmf] Yes  [image: image46.wmf] No

If yes, please explain: 

( Do you wear a complete denture or a partial denture? Yes___ No___
( Are you now under the care of a physician?    [image: image47.wmf] Yes  [image: image48.wmf] No

   If yes, please explain: 

( List all medications including Vitamins_________________________________________________________

_________________________________________________________________________________________

( Name of Physician: _______________________________________________ Phone: 

( Do you have any health problems that need further clarification?    [image: image49.wmf] Yes  [image: image50.wmf] No

 If yes, please explain: 

All preceding answers and information are true and correct.  I will inform the doctor of any changes immediately.

_________________________________________________________________ Date: 

   Signature of patient, parent or guardian

FINANCIAL ARRANGEMENT AND TREATMENT POLICY

We feel that everyone benefits when there is a definite and clear understanding of our treatment and financial policies prior to treatment. They are intended to allow us to be fair to our entire family of patients and help control administrative costs.

APPOINTMENTS

We have exclusively reserved the doctor, staff and facility for your personal dental care. We would appreciate your consideration in giving us a 48 hour notice so that we may effectively re-utilize the time with the doctor or hygienist. 

FAILED APPOINTMENT 

MORE THAN 2 MISSED APPOINTMENTS WILL NO LONGER BE RESERVED
FEES

The fees for your dental treatment are based on the treatment rendered and the time needed to complete the treatment. Our office believes the fees are a fair representation of the standard of care we provide and in step with industry standard. Treatment is based on necessity not on insurance benefits. Treatment plans may change during the course of treatment based on treatment needs. All fees are due and payable before treatment is commenced. Once treatment has commenced, there are no refunds. Any financial courtesy afforded you will be removed if treatment is not completed. A deposit of $250.00 will be required to hold an appointment time over 1 hour in length. This is non – refundable.
INSURANCE
 I hereby guarantee payment of all charges incurred for services rendered at PROCARE DENTISTRY by Dr. .Melanie Allen. P.A. I understand the cost of medical care is dependent upon the nature and complexity of my dental needs, which can only be established by the Dentist. I understand that any VERBAL information given to me by PROCARE DENTAL staff regarding fees and services is for informational purposes only and is no way a contract between,  PROCARE DENTISTRY and me.  NO VERBAL contracts have been made or will be honored.  As a courtesy, we will bill your insurance company for treatment rendered, provided we have current and accurate benefit coverage information. Your insurance may contain an alternate benefits clause or there may be procedures that are not covered which may affect the amounts paid by your insurance. It is your responsibility to be aware of these clauses for your particular insurance and the effect on the amounts due. Please understand your dental insurance is a contract between you and your insurance company and therefore you are responsible for any unpaid balance on your account. We will expect you to pay your deductible and any out-of-pocket portions before services are rendered. If your insurance carrier does not make a payment within 45 days you will be notified. If payment is not received within 60 days we will bill you for any outstanding balance. It is important to understand your actual insurance benefits may differ from the benefits estimated in your Treatment Plan Estimate. Your Treatment Plan Estimate is based on information provided by your insurance company and by you. It is an estimate only is not a guarantee of payment from the insurance company.
COLLECTIONS

In the event your account is not paid in full within 90 days, the cost for all attorney fees, 40% collection fees of the original amount due and /or cost of litigations shall be incurred by the person responsible for the account. * *In addition to the foregoing, the parties agree that the liquidated sum of $500 will be added to any court judgment obtained by Dr. Melanie Allen., P.A., upon rendering of said judgment, for reasonable cost in connection with recording and certifying the judgment and any execution. The patient firmly agrees that, to the extent that any court fails or declines to enforce this immediately preceding  provision, Dr. Melanie Allen., P.A., shall be allowed to seek and receive an award of cost of execution as allowed by the law.**The provisions of this agreement are severable. This agreement is intended to be constructed in accordance with its fair meaning, and without regard to the presumption that agreements are to be constructed against draft or. This agreement is to be constructed in accordance with Florida law without regard to Florida’s choice of laws provisions. This agreement shall terminate when the patient /responsible party files for bankruptcy. 

RETURNED CHECKS

There is a 45.00 charge for any returned checks.

Our office would like to thank you for your time, cooperation and trust in us to deliver comfortable, safe and quality dental care to you, your family and friends. We also appreciate your understanding in the necessity of the aforementioned guidelines and procedures. I have read, understand and have received a copy of the following Disclosure Statement. I agree to pay the aforementioned fees. 

    ______________________________________                             __________________________
  Patient/ Responsible party signature                                                  Date

Patient Hipaa Awareness
With my permission, Procare Dentistry may use and disclose protected health information (PHI) about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Procare Dentistry Notice of Privacy Practices for a more complete description of such uses and disclosures.  

I have the right to review the Notice of Privacy Practices prior to signing this consent.  

Procare Dentistry reserves the right to revise its Notice of Privacy Practices at anytime. A revised Notice of Privacy Practices may be obtained by forwarding a written request to the Privacy Officer. 

With my permission, the office of Procare Dentistry may call my home or other designated locations and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory results among others.  

With my permission, the office of Procare Dentistry may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked Personal and or Confidential.  

With my permission, the office of Procare Dentistry may e-mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.  I have the right to request that Procare Dentistry restrict how it uses or discloses my PHI to carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.  

By signing this, I am allowing Procare Dentistry to use and disclosure my PHI for TPO.  

           I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  

________________________________

Signature of Patient or Legal Guardian

_________________________________





 



Print Name of Patient or Legal Guardian



Date

____ I do NOT authorize any information to be discussed with any family members or friends. 

____ I authorize information about treatment or appointments to be discussed with the following person(s) 

_________________________________ 

_________________________________

_________________________________

_________________________________
Pro-Care Dentistry

Dr. Melanie Allen, DDS

Oral Cancer Screening Consent Form
Date__________________________________

Patients Name___________________________________________________________
Our practice continually looks for advances to ensure that we are providing optimum level of oral healthcare to our patients.  We are concerned about oral cancer and look for it in every patient.

One person dies every hour from oral cancer in the United States.

The mortality has remained unchanged for more than 40 years.  Alarmingly, more than 25% of oral cancer victims have no lifestyle risk factors. Clinical studies have determined that using VELSCOPE after the standard oral cancer examination improves the clinician’s ability to identify, evaluate and monitor suspicious areas at their earliest stages. Early detection of pre-cancerous tissue can minimize or eliminate potentially disfiguring effects of oral cancer and possibly save your life. Proven screening technologies such as Mammogram, Pap Smear, PSA and Colonoscopy offer the same types of early detection of cancer.

Oral Cancer risk by patient profile:

     Increased Risk : Patients 18-39
              High Risk : Patients age 40 and older;  tobacco users of any age
    Highest Risk: Patients over age 40 and older Lifestyle risks(tobacco)  history

Our office recommends the Velscope exam to all patients.

The fee for the Velscope Exam is $25.00
YES, I authorize Dr. Allen to perform the Velscope Exam. I accept financial responsibility for this enhanced examination.

Print Name:_______________________________________________

Signature______________________________________Date_______

No, I would prefer not to have the Velscope Examination at this time.

Print Name:_______________________________________________

Signature:______________________________________Date_______
