Welcome to our Dental Practice

Dr., Mr., Mrs., Ms. FULL NAME:

please print:  First Middle Last
ADDRESS:
Address City State Zip code
TELEPHONE #'s: , , ,
Home Work ext Mobile / Cellular / Pager
SEX: male, female MARITAL STATUS: single, married, separated, divorced, widowed, other
BIRTHDATE: SOCIAL SECURITY #:
month day year

EMPLOYMENT STATUS: Full time, Part time, Retired, Not applicable, STUDENT STATUS: Full time, Part time, N/A

EMPLOYER OR SCHOOL NAME:

ADDRESS OF EMPLOYMENT OR SCHOOL:

RESPONSIBLE PARTY: , RELATIONSHIP:
BILLING ADDRESS:

(if different than above)

ALTERNATE CONTACT PERSON: PHONE #:

Are you covered by Dental Insurance? Yes, No, If yes, Policyholder's Name:

Who may we thank for referring you to our practice?

APPOINTMENT PREFERENCE, if available: Mornings, Afternoons, No preference,
If an unexpected time opens, might you be available for appointments on SHORT NOTICE?  Yes, No, Maybe

Dental History and Health Information

When was your last dental examination and cleaning? _ 6 monthsago, _ 1yearago, 2 yearsago, ___ longer

* * * * * * * * * * * * *

Reason for your current visit with us:

Do you have any other dental concerns or interests?

Is any part of your mouth especially sensitive to pressure, or irritants such as cold, sweets, etc. ?.... _ Yes __ No
If yes, please specify:

Do you have any unhealed injuries, sore spots, or swollen areas in or around your mouth? . .. ....... ___Yes __ No
Do you have pain or clicking when opening or closing yourjaw?. . . ... ... .. ... .. __Yes ___ No
Are you under the care of a dental specialist (orthodontist, endodontist, periodontist, etc.)? ... ...... ~__Yes ___No

If yes, please specify:

Do you frequently have a sore throat? _ Yes _ No, Have you ever received a blood transfusion? _ Yes No

Have you ever received any donor organs, implants, artificial heart valves/vessels, pacemaker, or joint implants?
___Yes ___ No, ifyes please specify:

Medical Physician’s Name: Phone #(if available)

Physician’s address, or location :







Gary Nail D.D.S. and Jim Nail D.D.S.

Dental Insurance “Signature on File” Form

Patient Name:

** Please SIGN in BOTH places below **

please print
PRIMARY DENTAL INSURANCE:

Insured party:

Social Security # or Ins. ID #;

SECONDARY DENTAL INSURANCE, if any:

Insured party:

Social Security # or Ins. ID #;

Employer:

Group or Policy #:

Employer:

Group or Policy #:

Any other special information you are aware of that will be needed to file your Dental Insurance:

RELEASE OF INFORMATION

| hereby authorize the release of any medical, dental, or
other information necessary to process my dental claims.

| understand that | am personally responsible for all costs of
dental services.

*% *%*

Patient’s or Authorized Person’s Signature

ASSIGNMENT OF BENEFIT

| hereby authorize payment of dental benefits, otherwise
payable to me, directly to the dental provider listed for
services rendered and listed on my claim form.

*% *%*

Insured or Authorized Person’s Signature

Gary Nail D.D.S. and Jim Nail D.D.S.
1200 E. Woodhurst Dr., M-400
Springfield, MO 65804

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

You may refuse to sign this acknowledgement

| have received a copy of this office’s Notice of Privacy Practices, or it has been made available to me.
| understand that | may request a copy of this privacy policy, if desired.

Signature

Date

Please PRINT name here

Space Below For Office Use Only

[0 Individual refused to sign

[0 Communications barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining acknowledgement

[0 Other (please specify):










