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PATIENT INFORMATION DENTAL INSUVRANCE

Date S o Who is responsible for this account?
SSMHIC/Patient 1D # Relationship to Patient .
; Patient . Insurance Co. -
3'. 0
: Address ) e Group #
City Is patient covered by additional insurance? {IYes [T No
o X riber's Name
State _ Zip__ Subscriber's Name _
Birthdate . SS#
E-mail . S PR
Relationship to Patient
Sex M [OF Age ..
Insurance Co. -
Birthdate _ )
Group # _
] Married {7 Widowed 7 Single ] Minor ASSIGNMENT AND RELEASE
| certify that 1, and/or my dependeni{s), have insurance coverage with
| ™ _‘
{7} Separated "] Divorced I Partnered for ______ years ] i u >
Name of insurance Company(ies)
Qccupation
o A . all insurance benelita, if
Patient Employer/School any, otherwise payable ta me for services renderad, | understand thal | am financially
rasponsibie for ali charges whether or not paid by insurance. | autharize the use of
Employer/School Address o my signature on all insurance submissions.

R — The above-named doclor may use my heaith care information and may disclose
such information to the above-named Insurance Company(ies} and their agents for
Employer/Schoo! Phone ( j . the purpose of obtaining payment for services and determining insurance benefits o
the benefits payable for relaled services. This consent will end when my cument
treatment plan is completed or one year from the data signed below.

Spouse’'s Name

Birthdate ot
Signature of Patient, Parent, Guardian or Parsonal Representative
SS# [
Spouse's Employer ““Pleasa print name of Patient, Parent, Guardian or Personal Reproseniative
Whom may we thank for referring you? S )
Date Relationship to Patient
Home { ) J— . Work { ) .. B Cell Phone ( )

Spousa's Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specily somecne who does not live in your household.)

Name Relationship _

Home Phone ( ) Work Phone ( )

DENTAL HISTORY

Reason for today's visit . Burning sensation on tongue [JYes No Mouth breathing JYes [ No

Chew on one side of mouth [JYes {"1No Mauth pain, brushing {1Yes [INo

. 7 Cigarette, pipe. or cigar smoking [ Yes [ No Orthodontic treatment MYes [ No

Former Duniist Clicking or popping jaw [Yes TINo Painaround ear CYes [No
City/State Dry mouth ™MYes [INo Periodontal treatment [JYes ([JNo

Ok st ciaritsl vist Fingernail biting " Yes u No Sensitivity to cold {JYes {(JNo
Food coliection between the teetn [ Yes I No Sensitivity to heat [OYes [JNo

Date of last dental X-rays o Foreign objects {1Yes [ 1No Sensitivity to sweets {lYes ["INo

Place & mark on “yes” or “na” to indicate if you ~ Grinding teeth {IYes [71No Sensitivity when biting OYes [JNo

have had any of the following: Gums swollen or tender TYes [ No Sores or growths in your mouth ["1Yes [} No

Bad breath {Yes [INo Jaw pain or tiredness TYes [1No

Bleeding gums JYes TINa Lip opt cheek biting ’j Yes "%‘; No S S R

Blisters on lips or mouth [T'Yes [INo Loose teeth or broken fillings {iYes ' No How often do you brush?
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HEALTH HISTORY

Physician's Nama

Date of last visit,

Have you ever taken any of the group ot drugs collectively referred 1o as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (tenfluramine) and Redux (dexfenfluramine). (] Yes

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDSMHIV {lYes I No
Anemia [Yes [INo
Arthritis, Rheumatism TYes [INo
Artificial Heart Valves TlYes [INo
Artificial Joints {JYes [INo
Asthma 1Yes [INo
Back Problems {TiYes [ No
Bleeding abnormally, with Yes [No

extractions or surgery
Blood Disease TYes [iNo
Gancer [CIYes [INo
Chemical Dependency {ClYes [INo
Chemotherapy {TlYes [ No
Circulatory Problems IYes [INo
Congenital Heart Lesions TiYes [INo
Cortisone Treatments [CYes I No
Cough, persistent or bicody [ Yes I No
Diabetes {TiYes [ No
Emphysema [IYes [T No
Do you wear contact lenges? [1Yes [ ]No
Women:

Are you pregnant? {Yes [T No

Taking birth control pills? [ JYes [ No

Epilepsy

Fainting or dizziness
Glaucoma
Headaches

Heart Murmur

Heart Problems
Hepatitis Type
Herpes

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Bicod Pressure
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Psychiatric Care
Radiation Treatment

Due date

{JYes
[T Yes
{"iYes
{IYes
| Yes
TlYes
TlYes
{1Yes
{TlYes
" Yes
{1Yes
{TYes
1Yes
{1¥Yes
{1VYes
{7 Yes
1 Yes
TYes
M VYes

[} No

[T No
I No
{7 No
TiNo
INo
1Neo
"I No
T No
) No
{7 Ne
[ INo
INo
' No
I No
T No
I No
{INo
{INo
[JINo

Respiratory Dtsaéase
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Fest or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis
Tuberculosle

Tumor or growth on head or
neck

Ulcer
Venereal Diseasa
Weight Loss, unexplained

Are you nursing? | Yes (] l%o

[JYes
T Yes
{Yes
MYes
{dYes
{]Yes
{ClYes
[JYes
[Yes
[1Yes
{lYes
TJYes
{1Yes
TYes

[[]Yes
TYes
Yes

INo
INo
INo
"I No
{INo
[INo
[ No
[INo
{TINo
[ No
[INo
[INo
M No
CINo

{JNo
[ONo
[INo

MEDICATIONS

ALLERGIES

List any medications you are currently taking and the correlating 1 Aspirin {1 Local Anesthetic
diagnosis:
{1 Barbiturates (Sieeping pills) {71 Peniciilin

o 7] Codeine (] Suifa
Pharmacy Name {J fodine (3 Other
Phone (___ ) {7} Latex I
V P DATE S {To be filled in at future appointments)
Has there been any change In your heaith since your last dental appointment? [IYes {1 No
For what conditions?
Are you taking any new medications?_____ if so, what?
Patient’s Signature Date
Doctor's Signature Dated
Has there been any change in your health since your last dental appointment? { 1Yes {7i No
For what conditions?
Are you taking any new medications? If so, what?
Patient's Signature Date

Doctor's Signature

Date




Treatment Consent & Financial Policies

Littleton Family Dental
26 W. Dry Creek Circle, Suite 375
Littleton, CO 80120

Welcome to Littleton Family Dental. We thank you for choosing us as your dental
provider and consider it a privilege to serve you. Please read the information below and
inform us if you have any questions or concerns regarding this information.

Authorization and Consent: | attest that the information | am providing is true and
correct to the best of my knowledge. | authorize and give the providers of Littleton
Family Dental consent to perform all dental services deemed necessary and advisable,
including the use of local anesthesia and other medications.

Payment: Payment for all services is due at the time of service. We accept cash, major
credit cards, and checks. If monthly payments are preferred, we offer Care Credit as a
credit approved payment plan option. Any balances outstanding after 30 days will be
assessed at $20.00 late fee per month, and a $35.00 service fee will be assessed for all
returned checks. Any account over 90 days delinquent will be turned in to a collection
agency or other outside third party and subject to a 30% collection fee. The person
named on the account is responsible for all reasonable fees charged for collections by
the collection agency or attorney.

Insurance: If you are covered by a dental insurance plan, we are happy to bill your
primary insurance for possible reimbursement as a courtesy to you. Please remember
that your insurance policy is a contract between you and the insurance company, and
Littleton Family Dental is not a party to that contract. Not all services are covered by all
insurance plans. We will do our best to estimate your payment portion for you.

It is your responsibility to provide all necessary information, including photo
identification, needed to properly file your insurance claim, and to notify our staff of any
changes in insurance or personal information. If you choose to file your own insurance,
we can provide the appropriate form and a receipt for payments made.

We are contractually obligated to collect all deductibles, co-payments, and co-insurance
required by your insurance plan at time of service. As the patient and insurance policy
holder, it is the patients’ responsibility to have read and have a basic understanding of
what your insurance may and may not cover.



If payment is not received from your insurance within 60 days, you will be
responsible for payment in full.

Missed Appointments: A full 24-hour notice is required if you are unable to use your
appointment time. A $50.00 fee will be applied to your account for all missed
appointments without proper notice. We ask to be notified as soon as possible if you
know you will be late for an appointment, and we will do our best to accommodate you.
If you are more than 15 minutes late for your scheduled appointment and have not
notified us, your appointment may need to be rescheduled. We pledge to do our best to
see you in a timely manner at your scheduled appointment time.

My signature on this document attests that | have read and understand the above
policies. | have had the opportunity to ask any questions | may have about these
policies, and they were answered to my satisfaction. | agree to assign insurance
benefits to Anne H. Casson, D.D.S., and to the release of my dental records to
any insurance company to process my claim when applicable.

Date

Print Name

Date

Signature (Patient, Parent or Guardian)



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996
("HIPPA”), I have certain rights to privacy regarding my protected health information. |
understand that this information can and will be used to:

¢ Conduct, plan, and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and indirectly

* Obtain Payment from third party payers

¢ Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more
complete description of the uses and disclosure of my health information. | understand
that this organization has the right to change its Notice of Privacy Practices from time to
time and that | may contact this organization at any time at the address below to obtain a
current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment, or health care operations. | also
understand that you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.

HIPPA Right of Access for Family Member(s)/Friend(s)

| give consent for the following topics to be discussed with the following individuals:
Treatment, Appointments

Financial: Yes No
Patient Name: Signature:
Relationship to Patient: Date:

26 W. Dry Creek Circle, Suite 375 Littleton, CO 80120
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