grogans Mill Dental

25210 Grogans Mill Rd., Suite A
The Woodlands, Texas 77380
{281) 298 — 5225

Patient Information (Confidential)

Today's Date

Preferred Name
Name Date of Birth SS#
Address City State Iip

Home Phone Work Phone Cell Phone

Employer Email Address

Business Address City State Zip

Spouse/Parent's Name Work Phone

If Student, Name of School/College City State OFull Time OPart Time

Emergency Contact Relationship Phone
Whom Shall We Thank For Your Referral

Responsible Party

Name of Person Responsible Relationship
For this Account to Patient

Address Phone
Employer Phone
Driver's License # Birthdate SS#

Insurance Information
Name of Insured Relationship to Patient
Date of Birth SS# Phone
Insurance Co. Group # Phone

Employer Phone

Smile Analysis Ask Dr. Ferguson how you can transform your smile!
Yes No Yes No
Do you feel that your teeth are too smallortoo largerg 0O O Are there spaces between your teethe O O
Have your gums receeded? O O Do your teeth slant one way or another?2 O O
Are your teeth dull, dark, or stained? oo
Are any cof your teeth missing? o o
Do any of your teeth have old fillings,

Do you show too much gum fissue when you smile?
Are you unhappy with any crowns in your mouth2
Are your teeth crooked, mis-shapen, or out of line?2
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Are the biting edges of your teeth worn down? stained blue or gray? O
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Patient Medical History
Physician Office Phone

Are you currently under any medical treatment? If yes, please explain

Have you been hospitalized for any surgery or illness in the past 5 years? If yes, please explain

Are you currently taking any medications, including over the counter medications or supplements2 Please list all

Do you use tobacco products?  [1 smoke — cigarettes/pipe/cigar 1 smokeless — dip/spit/chew/snus/snuff

If yes, how many years have you used tobacco products? Amount per day
Do you have or have had any of the following? Please check all that apply.
0 Asthma O Glaucoma O Respiratory Problems
O AIDS or HIV O High Blood Pressure 0 Rheumatic Fever
0 Anemia O Heart Murmur 00 Radiation Therapy
O Angina O Heart Disease/Heart Attack O Recentweight o losso gain
O Artificial Heart Valve 0O Hepatitis/Jaundice O Stroke
O Arthritis O Joint Replacements/implants O Stomach troubles/Ulcers
O Cardiac Pacemaker O Kidney Disease o Sexually Transmitted Diseases
o Cancer O Latex Allergy 0 Tuberculosis
o Cold Sores O Liver Disease O Thyroid Problems
O Diabetfes O Low Blood Pressure For Women:
O Epilepsy O Leukemia O Pregnant
O Emphysema O Mitral Valve Prolapse If yes, due date
O Fainfing/Seizures O Psychological Disorders O Nursing
Other Conditions
Please list any dllergies to medication(s)
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? oo 8. Do you have freguent headaches? (= G
2. Are your teeth sensitive fo hot or cold liquids/foods?2 oo 9. Do you clench or grind your teeth?2 oo
3. Are your teeth sensitive to sweet or sour liquids/foods? oo 10. Do you bite your lips or cheeks frequently?2 o
4. Do you feel pain in any of your teeth? m i 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?2 oo or prolonged bleeding from it in the pasie B 8
6. Have you had any head, neck, or jaw injuries? oo 12. Have you had any orthodontic freatment2 o o
7. Have you ever experienced any clicking or pain in the TMJ 13. Do you wear dentures or partials? oo
areaq, difficulty in opening or closing your mouth? oo 14. Do you wear a night guard? oo

Our office understands dental visits tend to create various degrees of anxiety, how would you consider your level of

anxiety? On a scale of 1 —10 (10 being the highest), please rate yourself., Explain

Reason for today's dental visit

| have read and understood the above information. The above questions have been accurately answered. | understand
that providing incorrect information can be dangerous to my health. If | have any changes in my health | will inform Dr.

Shao and Staff at my next appointment.

Signature of patient/parent of minor Date
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J 1 = Acknowledgment of Recsipt of Notice of Privacy Practices and
HIPAA Communication Consent Form -

{ Patient Name: | Date of Birth:

This consent form aliows the Crganization to use and disclose information about me protecied under
the Heslth Insurance Portabiliey and Accountability Act of 1998, This information may he used ar
disclosed to carry out trestment, payment orhealth care operations. ;

accardance with my right to review its practices before signing consent.

| understand that the terms of the Notice of Privacy Practices-may change and that | may obtain

revised natices by contacting the Privacy Officer at the Organization.

I'hersby authorize that the Organization may leave messages on my voicemail to gonfirm
— Sppointments, and/or may spesk with other members of my housshold and lesve messages
nitial  with them regarding my appointrents.

o — FEmail ___ HomePhone ___ Office Phone ___ Coll Phone”
{ hereby authorize thatthe Organization may disclose my health information to any persons)
who accompany me ta my appointment, and are present with me in the office while | meet with

Iniial oy dentist and siaff '

| hereby authorize that the Organization may disclose my personal health information o the
inial  person who ! have listed as my EMEergency contact,

| heraby authorize that the Organization may disclose my personal heaith infarmation to the
Initial faﬂuw_ing_ personfs}:

=

T T

Wik

- Name -_Z'- i

f iy e C on my protected health information. | understand that
the Organizaiion may refuse servics ¥l revoke this COonsSent. :

| understand that | have the right 0 request - new and in the future — how protected health
information is used or disclosed to CaITy DUt trestmeni i

must bs provided byme in writng. | understand that while the Crganization is i :
y requested restrictions, I it dees agree, it is ho i

Bymysfgnaturehelmm, I affirm the sbove information,
Signature of Patient

. Date:
Signature of Paren: i TRINOr} i
/ Authorized Representative : Date:

HIPAA/ HEBROO Compliance .



When we make your appointment, we are reserving a room for your particular needs. We
ask that if you must change your appointment, please give us at least 48 hours’ notice.

There will be a charge of $75 per each hour scheduled for NO SHOW
appointments. A NO SHOW appointment is not giving our office notice of you
not coming to a scheduled appointment. Repeated cancellations or NO SHOW
appointments will result in loss of future appointment privileges.

Grogan’s Mill Dental; ®.C.
General Dentistry
25210 Grogan's Mill Rd., Ste. A
The Woodlands, TX 77380
Telephione: (281) 298-5225

Consent Disclosures

When we make your appointment, we are reserving a room for your particular needs. We ask
that if you must change your appointment, please give us at least 24 hours’ notice.

There will be a charge of $50 for NO SHOW appointments. A NO SHOW
appointment is not giving our office notice of you not coming to a scheduled
appointment. Repeated cancellations or NO SHOW appointments will result in
loss of future appointment privileges.

We feel that our patent’s time is valuable. When your appointment is made, a room is reserved,
your records are prepared, and special instruments are readied for your treatment. Except for
emergency treatment for another patient, you can expect our office to be prompt. We, of course,
would appreciate the same courtesy from you.

*Adding Collection Fee’s to Account Balances*

Agreement to Pay: I, the undersigned, accept the fee charged as a legal and lawful debt and
agree to pay said fee, including any/all collection agency fees,(33.33%), attorney fee and/or
court costs, if such be necessary. I waive now and forever my right of exemption under the laws
of the constitution of the State of Texas and any other state.

*Consent To Contact Debtors On Their Cell Phones*

Express Prior Consent to Contact Consumer By Cell Phone: You agree, in order for us to service
your account or to collect monies you may owe, (Grogan’s Mill Dental, P.C.) and/or agents may
contact you by telephone at any telephone number associated with your account, including
wireless telenphone numbers. which could result in charees to vorr. We mav aleo contact vor by



Grogans Mill Dental

25210 Grogans Mill Rd., Suite A
The Woodlands, Texas 77380
(281) 298 — 5225

Financial Guidelines

Payment for freatment is due and payable the day services are rendered. It is our goal, however, to assist
all of our patients in obtaining the dental treatment they deserve. Therefore, we are pleased to offer
several payment options. Please read the following carefully. Our financial coordinater will answer any
questions you may have, and assist you in selecting the appropriate financial plan for your needs.

For your convenience, we offer the following financial options:

1. In addition to personal checks and cash, we also accept payment through MasterCard/Visa, and
American Express.

2. Care Credit
3. Dental Insurance

We are happy fo file insurance claims and assist you in obtaining the maximum benefits specified in your
contract. However, please keep the following in mind:

* Yourinsurance is a contract between you, your employer, and your insurance company. We are
not a party to that contract. We will do our best to ESTIMATE your coverage, and file your
insurance on your behalf. Not all dental services are necessarily covered under your dental
insurance plan. It is essential that you read and understand your coverage and pay special
attention to any preauthorization requirements, exclusions and waiting periods.

*  Our office policy states that you are totally responsible for your bill. The ESTIMATED patient portion
of the fee is due at the time of service. If a balance remains after we receive payment from your
insurance carrier within 30 days we will notify you. Failure of your insurance carrier to reimburse our
office within 30 days will result in our billing you directly for the remaining balance.

* We are committed to providing the highest quality of care. Our treatment recommendations and
the dental services we provide are in the best interest of the patient's health. The patient is
responsible for payment in full regardless of an insurance company's arbitrary determination of
freatment necessity.

*  OQur participation in a Preferred Provider Organization (PPO) is a confract between this office and
the organization to provide dental services for the negotiated network fee schedule. Individual
coverage and benefits will vary within the organization and are dependent on the contract
between you, your employer and the insurance company. While we guarantee our fees will not
exceed the network fee schedule, we cannot be responsible for variances in coverage and
benefits within the PPO.

- If your coverage changes for any reason, please notify the office immediately.
By signing this form, you have read and understand our policy. Any denials or insurance payments less than
estimated will be your responsibility. Payment will be due upon our billing cycle. All estimated out of pocket

fees and deductibles are due the day of treatment. Ask our office regarding our financial options before
your visit, or if you have any questions regarding your insurance and our policy.

Usual and Customary Fees

Our practice is committed to providing the best treatment for our patients, and we charge what is usual
and customary for our area and experience. You are responsible for payment regardless of any insurance
company's arbitrary determination for usual and customarry fees.

| have read the Financial Policy. | understand and agree to this Policy

Signature of Patient/Parent of Minor Date
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