Patlent:
ADE },W Date

PATIENT INFORMATION
First Name: : Last Name:
Birth Date: Gender: O Male QO Female
SS#: Cell Phone: i :
Address:
City: State: ZIP
Email: : . :
Marital Status: O Married Q Single Q Divorced O Widowed O Other
Emergency Contacf: _ Phone:
Previous Dentist: Dental Office:
How did you'hear about us?
O llive/work in area O I was referred by
QO Social media O Other
INSURANCE INFORMATION
Q No Dental Insurance
QO Primary Insurance
Name of Insurance Company: State:

Birth Date;

Policy Holder Name:
Member [D:

Insured SS# :

Name of Employer:
Relationship to Insurance O Self O Parent O Child O Spouse Q Other
holder:

| acknowledge that 1 am responsible for my account. If I have dental insurance, the claims will be submitted on
my behalf, but | will be accountable for any remaining balance. | also recognize that this office respects my time
and will strive to adhere to my scheduled appointment times. Furthermore, if I do not keep my appointments
and fail to provide a 24-hour notice, | understand that | will incur a cancellation fee, or I may be dismissec'i from
the practice if this policy is repeatedly violated. If you are a parent or guardian bﬁnging a minor child for

treatment &t this office, you are responsible for the child’s balance.
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Patient Signature




)

Are you under a physician’s care now? QYES ONO [F YES:
Have you undergone orthopedic total joint  OYES ONO IF YES:
replacement (hip, knee, elbow, finger)?
Are you taking medications? OYEs ONo IF YES:
Have yéu used alendronate or risedronate QYES ONO IF YES:
(Fosamax/Actone) for osteoporosis?
Have you received intravenous QYES ONO IF YES:
bisphosphonates (Aredia/Zometa)?
. Have you had prior infective endocarditis, a QYES ONO IF YES:
damaged heart valve, or an artificial heart valve?
Do you have neurological , OYES ONO TFYES:
gastrointestingl or autoimmune disease?
Are you PREGNANT? OYES ONO [F YES:
Do you use TABACCO? QYES ONO TF YES:
Do you SMOKE or VAPE? OYES ONO IF YES:
Do you have pain, clicking or popping in OYES ONO TF YES:
jaw joints 7
Have you had any periodontal (Gum) OYES ONO IFYES:
treatment?
Have you received a diagnosis or do you exhibit signs of...
OADD/ADHD O Anxiety O Autism ODementia Qsensory disorder
O Alzheimer's QO Aspergers O Depression OOCD O Excessive worry
O OTHER
Are you allergic to any of the following :
O Aspirin O Penicilin O Codeine O Acyrlic O OTHER:
OMetal O Latex O Sulfa Drugs O Local Anesthetics
Do you use controlled substances ? QYES ONO IF YES:
Do you have or have you had , any of the following ?
O Acid Reflux/GERD O Drug Addiction O Heart Murmur QO Pecemaker
O AIDS/HIV Infection O Chronic Pain O Hemophilia O Radiation
O Anemia_ O Diabetes Torll O Hepatitis A, Bor C O Rapid Weight Loss
O Angina’ O Drug Addiction O High Blood Pressure O Rheumatic Fever
O Arthritis O Eating Disorder O High Cholesterol O Seasonal Allergy
Q Asthma O Emphysema O Irregular Heartbeat :
: ; : : ; STD
O Bleeding Digorder QO Epilepsy O Kidney Disease Sitiuis Trotble
O Blood Suﬁé‘r§ 5 O Excessive Thirst O Liver Discase josn ¥
OCancer 5 O Fainting/Seizures O Low Blood Preassure O Sleep Disorder
O Chemotherapy O Glaucoma O Lung Disease O Str ok.e =
O Chronic Pain O Headaches O Mitral Valve Prolapse O Tonsillitis
O Diabetes I or I1 QO Heart Attack O Osteoporosis O Thyroid Disease
O Tuberculosis

O Ulcers




Financial Agreement

For your convenience, we collaborate with dental financing companies like Cherry and Care
Credi?', and we are excited to offer low financing rates to our qualified patients.
- ‘ M

Please specify how you would like to manage your account agreement.

0 Payment in Full on the Day of Treatment
" oCash
0Credit Card
0 I Have Dental Insurance and Will Pay My Copay
0Cash
aCredit Card
O Apply for a Payment Plan
.OCare Credit
0Cherry

I acknowledge that since appointments are not double-booked, I must notify the office of-any
cancellations at least 48 hours before my scheduled appointments. All treatment appointments
require a reservation fee of 10% based on the total copay due. This reservation fee is nonrefundable if
I fail to attend my appointment or do not provide sufficient notloe If I am unable to keep my

appointment, the reservation fee will be forfeited.

I understand that payment for any treatment is fequired at the time of service. Additionally, I
recognize that any unpaid balance after 30 days will incur a 26% interest charge. I accept that failure
to pay the amount owed to this office may lead to my account being sent to a collection agency. If my
account is referred to an attorney, I agree to cover all associated collection and attorney fees.

I hereby agree to be responsible for the costs of care provided by Appletree Family Dental and/or the
dental team for myself and my dependents. This r&sponsibility includes any deductibles and amounts
not covered by insurance. I also understand that it is my duty to be aware of any limitations and
benefits of my-insurance policy. Payments to this office are my responsibility, and I acknowledge that
if the insurance company does not reimburse the doctor, I am liable for the total amount due.
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