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INITIAL:

PLEASE COMPLETE ALL INFORMATION TI{AT APPLIES TO YOU . THANK YOU

PATIENT LAST NAME: FIRST:

How do you wish to be addressed?

(O singre E laanieo O oivorceo )

Address

(EluaeEremare)
DO8

City State

(VVork)

zip

(Mobile)

Employer

Dental lnsurance Co

Occupation

Group

lnsurance Co

How important is your oral heatth to you? How much do you like your smile?

ln a scale ,-r0, ( 1-4 Not lmportsnt - $7 Somehow lmportant - 8-10 Very lmportant )

What e/ould you change about you smile?

RESPONSIBLE PARTY (rF OTHER THAN PATTENT)
Last Name

Address

First lnitial

City State

(wo*)

DOB

zip

(Mobile)

Occupation

Soc. Sec. No. Dental lnsurance Co. Group

AUTHORIZATION

I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care. I

authorize the release of any information conceming my (or my child's) health care, advice, and treatment provided for the
purpose of evaluating and administering claims for insurance benefits. I authorize the release of any infomation conceming
my (or my child's) health care, advice and treatment to another dentist.

I hereby authorize paymenl of insurance benefts directly to the dentist or dental group, olheMise payable to me. I

understand that my dental care insurance canier or payer of my dental benefits may pay lssE than lhe actual bill tor
services. I understand I am financially rcsponsible for payments in full of all accounts. By signing this statement, lrevoke all
previous agreemenls to the contrary and agree to be responsible for payments ot services not paid, in whole or in part by my
dental care payer. I attest to the accuracy of the information on this pag6.

Sionature Date

PATI ENT R EG ISTRATION FORM

Fulltime Student? 0 yes O tto Schoot

Telephone (Home)

Email

Soc. Sec. No.

ls patient covered by another dental insurancal 0 yes El Ho

How did you hear about our practice? Whom may we thank for your r€fenal?

Telephon€ (Home)

Email

Employer
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-DENTAL-

PLEASE COi'PLETE ALL INFORi'ATION - THANK YOU!
PATIENT LAST NAME: PATTENT FIRST NAME:

DENTAL HISTORY

Reason for todays visit:
Former dentist:

Date oI last dental visit:
Date of last dental x-rays

Pleare check if you have/had:
Bad brBath

BliEters on lips or mouth

Buming sensation on tongue

Chew on one side of mouth

Cigarette. pipe, or cigar smoking

Smokeless tobacco

Ory mouth

Food colledion between te€th

Clench teeth

Grind teeth

Grolvths or sore spots in mouth

Gums slYollen, tender, or bleeding

Head, neck, or jaw pain or aches

Lip or cheek biting

Loose teoth or broken fillings

Mouth breathing

Orthodontic treatment

Nitrous Oxide

Periodontal treatment

Sensitivity to pressure or initants

Have you ever had an allergic reactions

to Novocains, localor general anesthetics?

lf Yes, please explain:

o
o
tr
tr
D
tr
tr
tr
o

tr
o
tr
o
tr
tr
tr
tr
tr
tr
D

o

(cold, heat, s\dBets)

How ofren do you floss?
How often do you brush?

MEDICAL HISTORY

Date of last visit

Have you ever had a blood transfusion? Yes E lf Yes, please dEcribe

Pregnant? Yes tr Due Date?
Please check if you haverhad:
Allergies, hay fev€r, sinusitis
Anemia
Arthritis, Rheumatism
Artificial Hearl Valves
ArtifcialJoints
Asthma
Asthma: Required Hospitalization
Asthma: Used Steroids

Nu6in9? Yes D Bidh Control Pills? Yes O

Head Problems
Hepatitis?
Type

Herpes
High Blood Pressure
Any lmmune Deficiency (incl. HIV/AIOS)
Jaundice
Kidney Disease
Low Blood Pressure
Mitral Valve Prolapsed
Osteopenia
Osteoporosig
Pacemaker
Radiation Treatrnents
Respiratory Disease
Rheumatic Fever
Scarl€t Fever
Shortness of Breath
Sinus Trouble
Sickle Cell Anemia
Skin Rash
Stroke

Thyroid Problems O
Tonsillitis O
Tuberculosis tr
Tumor or Grorirth on Head/Neck O
Ulcer tr
VenorealDisease O
Weirht Lo$, Unexplained O
Oo you vrear contacl lenseS? tr
Do you consurne alcoholic beverages? tr
Are you currently under the car€ of a tr
Physicisn?
Are you allerqicy'sensitivs to Lat€x? tr
Allergic to penicillin, Aspirin or Other Drugs? tr
lf Yes, please specify:

Are you cunEntly taking any lrledications?
/, Yos, dease /,St:

tr
tr

tr
tr
tr
tr
B
tr
tr
tr
tr
B
tr
tr
tr
o
tr
tr
tr
tr
E]

tr

tr
tr
tr
o
tr
tr
tr
tr
tr
o
tr
tr
o
o
tr
tr
tr
o
tr
o
LJ

LI
li olF

AUTHORIZATION AND RELEASE

I have read and ansurored the above questions to the best ot my knolvledge
Pstient/Guardian Signstur€
Reviewed by:

Date
Date

D E NTA L& MEDICA L- H EALTH HISTORY

Have you had trouble from previous

dental car9?

lf Yes, p/€ase explain whdt hdpryned:

tr

Physician's name:

Physician's address:

Have you had any serious illnesses or operations? Yes E lfYes, please give approximale dat€s: _

Bleeding abnomally with operation/surgery
Blood Oisease, Clotting Disorders
Canc€r
Chemical Dependency
C hemotherapy
Clrculatory Problems
Cortisone Treatments
Cough, persistent or bloody
Diabateg
Emphysema
Epilepsy
Fainting
Glaucoma
Hcadaches
H6ed Mulmut



-DENTAL-
PATIENT NAMF],: DATf,:

ADULT PATIENTS
Adult patients are responsible for full payment at time ofservice

MINORS ACCOMPANIED BY AN ADULT
The adult accompanying a minor, his/her parents or guardians, are responsible for full payment at time of service

UNACCOMPANIED MINORS
The parents or guardians are responsible for full payment at time of service. Non€mergency treatment will be denied
unless charges have been pre-authorized to an approved credit plan, or to Visa, Master Card or Discover. We do not
accrpt American Express payments for visits by unaccompanied minors.

INSURANCE

RrcurQCnn=

Right Care Dent , provides insurance company billing as a coudesy lo our patients. The patient portion of particular
dental service(s) is estamated and due at the time of service. This amount may be subject to adjustment when the dental
service(s) claim(s) are adjudicated by the insurance company. ln addition, certain insurance companies have annual
limitation for the amounl of dental services that can be reimbursed within each plan year. lf you or your family exceed
lhese annual limitations in any plan year, you will be responsible for the full amount of dental services that exceed the
particular plan's limilations. The patient is responsible br monitoring the amount of his/her remaining benefrts for any
annual benefit period. The patient may not rely upon any information provided by Right Cara Dantat stall regarding his/hei
remaining benefit in any such benetit period.

The claams we submit to insurance companies indicate that you have assigned those benefits to Rigrrl Care Dentat.
However, if you are paid by the insurance company instead ol Right Care Denbl you then become r;sponsible for the
total account balance and paymenl rvould be expected immediately.

lf you or your family has more than one dental insurance program, we will assist you in obtaining the maximum benefits
available.

You as a patient are always responsible for any charges that are not covered by your insu€nce.

MEDI ARE/MEDICAID/WORKER'S COMPENSATION
lf you are covered by Medicare, Medicaid, worke/s compensation or any other govemment sponsored program, please discuss
your payment situation with our ofrce staff prior to aniving at the Rigrl Care Denrr, offics on the date of service.

Df,L UENT PAYMEN S
It i8 our policy to charge finance fees at '1.5% for outstanding palienl balances afrer the balance has been oulstanding 30
days. In addition, alt paymenis retumed due to non-sufficient funds will be subject to a NSF fee of s2s.oo.

unless cancelled al least 48 hours in advance, our policy is to charge for missed appointments at the rete of $3s.oo pereach 30 minutes of missed appointment time. Please help us service you better by keeping scheduled appointments.Thaok you for unde6,Ending and accepting ou Financiat Pollcy. Please tet us know lf wu haye ,ny queslroas or concems.

MISSED APPOINTME NTS

Rg3ponEibt€ Party SlgnaturB
Date

t;INtt Nt-r lt Dnt trv

Right Carc Den,,,, is committed to providing you with the best possible care, and we are pleased to discuss our proressional
fees with you at any time. Your clear understanding of our Financial Policy is important to our professional relationship. Please
ask if you have any questions about our fees, Financial Policy, or your responsibility.

. ALL PATIENTS iIUST COMPLETE OUR "PATIENT INFORT*ATION FOR " BEFORE SEEING THE DENTAL PROFESSIONAL.

' FULLPAY ENT IS DUE AT TI E OF SERVIGE.
. WE ACCEPT CASH, CHECKS, A ERICA]I EXPRESS, VISA, IIASTER CARD, DISCOVER AND CARE CREDIT., Rtght Cere Oenb, PROVIOES INSURAI{CE COIIIPANY BILLING AS A COURTESY TO OUR PAIENTS. THE PATIENT PORTTON

OF
PARTICULAR DENTAL SERVICE(S) IS ESTIMATED ANO DUE AT THE TI E OF SERVICE.



PATIENI CONSENT FOR USE AND DISCLOSURE OF PROTECIED HEATIH IMFORMAIION (PHI)
ACKNOWTEDGMENI OF RECEIPI OF NOTICE OF PRIVACY PRACTICIES

ACONSENTIMIENTO DEI PACIENTE PARA USAR Y COMPARIIR INFORMACION PERSONAT DE
SATUD Y CONFIRMACION DE RECIBO DE tA NOIA DE PRACTICAS DE PRIVACIDAD

N I acknowledge that I have been provided with R grrt Corr Da?tol, rNotice of Privacy Practices"., and I am Biving my consent for the use and disc losu re of Protect
Health lnformation as required and / or permitted by law.

'Confirdo que se me ho prcveido con lo "Noto De Procticos De Privocidod" de Right Cora De0tol., y doy mi consentimiento poto usot y comporti lnlormoci6n
Pe6onol De Solud co,no lo permito y/o requieo 10 ley.

Padam llamcr /p/e rfi.t
{omb.! Dal pachnter /,@bn q r,'tu.k nba. oq h@

PtlLnt Snalr! I'ry GriitEErldr.r r,!fr,
Er Dtf Eants: aoe.r..rdr'aa4rtt blt L..,i!d(,t{el

EMAITIEXI MESSAGE IO MOBITE PHONE CONSENT FORM
.CONSENTIMIENIO DE CORREO ETECIRONICO/MENSAJES DE IEXTO A MOVIt

Purpos€: This form is used to obtain your consent to communiaate with you by emaiumobile text messa8ins reSarding your Prcteated Health lnformation. PE rt
Care Oenaol., (RCD) offers patients the opportunity to aommunicrte by email/mobile text messagint. Tranrnittin8 patient information by emaiumobile text
messaging has a number of risks that patients should consider before Srantins consent to use email/mobile tert messating for these purposes. RCD will use
reasonable means to protect the security and confidentiality of emaiumobile text messaging information sent and received. However, RCD cannot guarantee the
security and .onfidentiality of email/mobile text messaSing communication and willnot be liablefor inadvertent disclosure of confidentia I information.

lacknowledge that lhave read and Iully understand this consent form. I understand the risks associated with aommunication of email/mobile text messaging
between RCD and me and consent to the conditions outlined herein. Any questions I may have had were answered.

Yo comprendo haber leido y completamente entendido el consentimiento de e5ta forma. yo comprendo los.iesgos asociados con ta comunicaci6n via coreoelectr6nico/mensaie de texto a m6vil entre Rco y yo y consientg a las condiciones que me han sido dadas. cualquier preSunta que yo haya tenido me a sidorespondida.

tsta aform e5 nsen toimien d usted ra oicarn aorreoa lect16np men ed atexto 6v ne referen aciasaje
ln acro de s ud Corc aofrece su nte laotegida Rlght Dentol, rtu dida edpa po correo lectro icolme de atexto dvilmnsaje
T 5mitia ecorreo lect16 d e aexto tiennsaj elue te d e conbe sidera deantesqriesgos Pacjen rno5 eSteotor8a

nsentimi ento estoS s.ito a5form razonataRCDp p6s ble de confid encia la forminp roteSer aclon an adad stedseSu correo
lect16n ic d e texto m6vil Densaie RCD raods, rlep Sardntiza p laroteger correovia lect16se8 nsaj

d texto a te n5a sible informn8u spo aoon ciafiden es sa da dvena rtida rosot

nteuerdo del Pacieiento y AcReconocimment / *Patient Ackn nt&

Consented EmallAddrcis t5:
Ml Correo Electr6nlco Consentldo es:

Cons€nted for Tert to
Mensaje de Textoi consentldo a:

' Finna d€l PaclentePadent Sltnature
x

eoge L ot 1

OlEt l.!d/nn/

usada comorProp6sito:

lRCD) comunicaci6n
informaci6n numerosos

para

todas confidencial comunicaci6n
m6vila esta por
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DtrNTAL:
Dental Warranty

"Right Care Dental" Dental Warranty

Our practice is proud of the great general dentistry care that we provide for you and your family. Our
goal is not to just correct any dental or medical problems you may have, but to show you how to
prevent disease in the future to save you time and money. The long-term success of the care we provide
for you depends upon your continuing home care along with regular professional exams, cleanings, and
fluoride treatments. The products recommended for you and the frequency of those professional re-
care visits depend on your individual condition. Re-care visits may be every 3,4, or even 5 months apart
depending on your oral health. With that in mind, we offer the following limited dental warranties:

Dental Sea la nts

Sealants are plastic coating placed on the chewing surfaces of the teeth to prevent decay in the pits and
grooves of the teeth. These are the most common areas to get cavities. Floss a nd use of fluoride will
help prevent decay between the teeth. We will repair or replace sealant for at a period of 6 months
after placement. lf decay is present on the chewing surface, a filling will be done with a prorated credit
for the sealant. The only exception to this is if the patient has had orthodontic care recommended but
not done, then the warranty is void.

lf a composite restoration is the recommended treatment of choice, we will replace or repair it in the
event of a failure for a period of 3 months. lf the tooth breaks and requires a crown, we will credit the
prorated cost of the filling toward the crown. The only exception to this is if the patient has evidence of
bruxism or clenching and does not wear a grinding guard or a sleep appliance, then the warranty is void.

Root canal treatment is about 95% successful and requires a crown after, but they do occasionally fail. lf
you lose your tooth within lyear due to failure of the root canal, we wlll prorate a credit of the root
canal's cost on any implant, bridge, or removable partial,s denture cost.

we will warranty these comprehensive procedures for a full 1year. we will replace or repair them at no
charge during this 12 months period if they break, or decay with normar use. The onry exception to this
is if the patient has evidence of bruxism or crenching and does not wear a grinding guard or a sreep
appliance, then the warrantee is void.



Dentu res and Partial dentures

We will warranty dentures and partials for a period of 1 year if a tooth chips or breaks, or a flange
breaks under normal use. This warranty does not cover accidents such as dropping your denture.

Bite Gr,rards for Grinding and Clenching

We warranty these appliances for 5 months against regular wear breakage. This warranty does not
include dropping them. Patients must ALWAYS bring their oral appliance to their appointments to see if
it is working.

Invisalign, Braces, and Orthodontic Care

Retention ! Retention I Retention ! We recommend retainers be worn every night as long as you wish to
have a beautiful, straight smile. That is why at the end of straiShtening your smile, we recommend the
Retainer. Your smile is used to make a new retainer to that perfect smile.

Dental lmplants

lmplants in our office have a 98% success rate. lmplants do not have real allergies but 2% of the time
can be rejected by certain patients and need to be removed. lf a new lmplant and associate services:

bone grafts, abutments, and crowns when repeated. lf success is reached within 1 year, patient will have

full responsibility of payment, if not, then you would be given a prorated credit to be utilized in other
treatment options, such as conventional bridges, partial, or complete dentures. lmplants are wonderful
services to help our patients smile and feel confident.

Note: As you can see, we are confident of the durability of our treatment as prescribed for you. The
primary key to your long-term success is spending a few minutes a day on your home care. This includes,
brushing, flossing, fluoride, any prescribed products and care for your sleep appliances, retainers, or
night Buards. Proper daily care for any retainer, denture, partial, bite guard, sleep appliance, with sonic
cleaners will help them last for years more. The second key to success is regular professional
examinations, cleaning, x-rays, and fluoride treatments (3,4, and 6 months intervals depending on your
oral condition). FAILURE TO HAVE THESE REGULAR VISITS AT OUT OFFICE VOIDS ALL WARRANTIES. Help
us to help you maintain your teeth for a lifetime. lf you come back for regular checkups and cleanings,
your dental work and smile will last a lot longer!

Patient Signature: Date:


