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THE HILLS

EEEEEEEEEE





Patient’s Name (print):                                                  


    Date: ___________________________
Birthdate:                     Age: 
         Marital Status: 

       Social Security #: 




Address:



 City:



 Zip Code:




Home #:                                               Work #:                                             Cell #:

_____


Email Address: _________________________________________________________________________

Employer: 




 Occupation: 







Emergency Contact Name: 




 Phone #: 





Guardian/Responsible Parent for Minor patient: _______________________________________________
Dental Insurance Information

Insurance Company: _____


 Group # _____________________ Phone #: ___________________
If you are not the subscriber (primary person on the insurance plan), then please fill out below:

Subscriber Name:












Subscriber S.S. #: 




 Subscriber D. O. B.: 





Subscriber Employer: 












Consent for Use and Disclosure of Personal Health Information

I consent to The Hills Dental Care and associates to use my personal health information for the purposes of healthcare operations, treatment and payment activities. 
Signature: 







 Date: 




Our Financial Policy

1.  All patients are required to pay their insurance deductible and the estimated patient portion of charges at the time of service is rendered. 
2. All quotes are estimated according to the information given by your insurance company and the remaining balances after insurance pays is the patient’s responsibility. 
3. Payment options include cash, check, all major credit cards and Care Credit (after approval of application from Care Credit).
4. You may be asked to give a credit or debit card for our records for any remaining balance remaining after the insurance pays their portion. 
5. Pre-pay and Senior citizens discounts are available. (age 60 and over)
6. In the event of a returned check, a $25.00 service charge will be assessed. 
7. The adult who brings a child to the dental office for treatment is responsible for payment at the time the services are rendered. 
8. We kindly request a 48-hour notice for any changes in appointments.  A scheduled appointment is an agreement the patient has made with The Hills Dental Care to reserve a dental treatment room and time to help treat a dental condition.  If the patient breaks this agreement, then a fee of $50.00 may be charged.
Acknowledgement of Receipt, Notice of Privacy Policies

I have read the The Hills Dental Care Notice of Privacy and Financial Policies.  (Copies of Privacy Policy available at reception desk)

Signature: 







 Date: 





Important Dental Information for Our Patients

Understanding your insurance coverage can be quite challenging and our goal is to assist you in maximizing your benefits.  We care for patients employed by many different companies.  Each employer pays an insurance premium for specific coverage, which fits the company budget.  We encourage you to become familiar with your policy exclusions, deductibles and required co-payments. 

Our courtesy service to you includes:

1. Working with your dental insurance to help you obtain your benefits. 

2. Researching your dental insurance plan to advise you of benefits available to you. 

3. Filing your insurance within 48 hours of your visit and requesting payment to our office. 

4. Electronically filing your insurance for short turn around when possible. 

5. Following the American Dental Association guidelines for coding procedures and filing insurance. 

Our expectations of you as the owner of your insurance policy:

1. Payment of fees not covered by your insurance plan. 

2. Understanding that the insurance policy belongs to you and we have no leverage to obtain payment from your insurance carrier. 

3. Realizing that dental insurance policies restrict payment for some services, use restricted fee schedules (called usual and customary rates) and exclude some procedures based on prior conditions or length of time on plan.  All restrictions are based on the premium paid for insurance, not our fees or recommended treatment.  

4. Taking responsibility for payment if the insurance does not pay our office within 30 days

5. Keeping our office informed of any changes in your insurance coverage or employment. 

6. If inadequate information or enrollment problems arise, you will be responsible for the total fee at the date of service. 

7. If there is a default in a payment on this account and it must be turned in for collections and/or legal action, you will be responsible for all fees involved in collecting the account. 

I have read and acknowledge the information above regarding my account. I hereby authorize Erin S. Scimone, DMD release to my insurance company the information acquired in the course of my dental treatment.  I hereby authorize the benefits to be paid directly to Erin S. Scimone, DMD. I understand that I am responsible for any unpaid balance. 

Signature: 







 Date: 




Health History

Physician Name: _______________________Office phone #__________________Date of last visit: _____________

Are you under medical treatment now?  Yes   No

Have you been hospitalized for anything within the last 5 years?  Yes  No

Have you ever taken any medication containing bisphosphonates?  Yes  No  (ex.  Boniva, Fosamax)   

Are you taking any medication?  Yes   No

If yes, then please list all medications here: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have or have you had any of the following: (please circle yes or no for each condition)

Heart disease…………………

Heart attack…………………...

Mitral valve prolapse……..

Cardiac pacemaker………..

Angina/chest pain…………

High Blood Pressure………

Stroke…………………………….

Anemia…………………………..

Bruise Easily…………………..

Cancer……………………………

Radiation treatment………

Epilepsy/Seizures………….

Asthma…………………………..

COPD/Emphysema…………

Diabetes…………………………

Kidney disease………………

Liver disease………………….

Hepatitis………………………..

Tobacco Use…………………..

Tuberculosis………………….

Tonsillitis……………………….

Sinus problems……………..

Thyroid problem…………..

Arthritis………………………..

Acid Reflux/GERD…………

Stomach Ulcers………………

Cold Sores…………………….

HIV positive……………………

STDs…………………………….

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Any artificial joint replacement …………………

Hay fever/allergies...............

Glaucoma……………………….

Pain in ear region……………

Nervous problems…………..

Psychiatric care……...............

Taken bisphosphonates…..

Osteoporosis…………………..
      

Drug Allergies:
Penicillin ………………………..

Clindamycin…………………….

Sulfa Drugs………………………

Latex rubber……………………

Any metals (i.e. nickel)…….
Others (please list):

Women Only:

Are you pregnant? ...................

Are you nursing? ......................

Taking birth control pills…...

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Yes   No

Patient Dental History

Date of last dental exam: ____________

How was your previous dental visit? _________________________________________________________________
Do your gums bleed or hurt? Y  N           

Do you feel you have bad breath? Y N

Do you have an unpleasant taste in your mouth? Y N

Do you get food caught in your teeth? Y N

Are any of your teeth sensitive to hot or cold? Y N

Do you feel pain in any of your teeth? Y N

Do you have any sores or lumps in or near your mouth?  Y N

Are you missing any teeth?  Y  N

How do you take care of your teeth daily?  (ie brushing/flossing)? _____________________________

Are you happy with the appearance of your teeth?  Y   N

Do you have discolored teeth?  Y  N

Do you have crooked or crowded teeth? Y  N

If you could change anything about your smile, what would you change?

____________________________________________________________________________________________________________
Have you ever had any head, neck or jaw injuries?  Y  N

Do you have frequent headaches or migraines?  Y N   

Do you clench or grind your teeth?  Y  N

Do you bite your cheek or lips frequently?  Y  N

Have you ever experienced any of the following problems in your jaw (TMJs)?

Clicking/popping Y N




Locked Jaw Y N

Pain (joint, side of face, ear) Y N



Difficulty opening/closing Y N



Wake up with sore teeth or tired jaws?  Y  N

Difficulty chewing Y N

Do you snore?  Y  N

Have you ever had a sleep study?  Y  N

Have you ever been diagnosed with Sleep Apnea?  Y  N

If yes, how is your sleep apnea being treated? _______________________________________________________

What are your expectations of our office? ____________________________________________________________
Is there anything additional you would like to share with us? ______________________________________
Please circle services you would like more information on:

Invisalign (clear braces) ~ Veneers ~ Implants ~ Sleep Apnea Treatment ~ Tooth Whitening

I certify that I have read and understand the above information.  I certify that the health and dental history questions have been answered accurately and to the best of my knowledge.  

Signature: 







 Date: 
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