> PLetersburg “Dental <

Patient History

Name: Date of Birth: Date:
First Last Mi Suffix

| prefer to be called: Male Female

Primary Care Physician (PCP):

Please list any MEDICATIONS you currently take, prescribed or over the counter and the dosages:

Women Only:
Are you pregnant? YES NO Ifyes, due date: Are you nursing? YES NO

Current or Previous Conditions

Select any of the following if you presently have or have had in the past
Medical Alerts:
Allergic to Latex Allergic to Penicillin On Blood Thinners

Pre-medication Required Allergies:

Medical Conditions:
Do you have any medical conditions or have had any surgeries? YES NO
If yes, please provide type and date:

Insurance - Primary Insurance - Secondary

Dental Coverage? YES NO Dental Coverage? YES NO
Insurance Name: Insurance Name:

Subscriber's ID#: Subscriber’s ID#:

Group #: Group #:

Subscriber's Name: Subscriber’'s Name:

Subscriber DOB: Subscriber DOB:

Relationship to Patient: Relationship to Patient:




Patient Information

Email Address: Home #: Cell #:
Mailing Address: Physical Address:

City: State: Zipcode:
SS#:

Employer: Work #: Ext:
Previous/Present Dentist: Last Visit Date:

Do you consent to texting notifications? YES NO

If no, what is the best way to contact you?

Who is responsible for any account balance?

Name: Relationship to Patient:

Mailing Address: Contact #:

City: State: Zipcode:
Spouse Information

His/Her Name: Birthdate:

Employer: Work #:

Authorization and Release

I hereby authorize Petersburg Dental to perform necessary dental examinations, diagnostic procedures (including
radiographs), preventive care, and treatment as discussed with me. | acknowledge that | have been informed of the nature
and purpose of the proposed procedures, as well as the potential risks and benefits, and have had the opportunity to ask
questions. | further authorize the release of relevant medical and dental information to insurance carriers or other healthcare
providers as needed for treatment, payment, or healthcare operations. | hereby assign and authorize direct payment of
insurance benefits to the dental office for services rendered. | certify that the medical and dental information | have provided
is accurate, complete, and up to date to the best of my knowledge. | understand and agree that payment for services is due at
the time of service unless other arrangements have been made in advance. This office accepts insurance; | understand that |
am responsible for payment of services rendered and also responsible for paying any co-payment and deductibles that my

insurance does not cover.

Annual Medical History Update

| have read my medical history and confirmed that it states past and present medical conditions

| have read my medical history and confirmed that it states past and present medical conditions

I have read my medical history and confirmed that it states past and present medical conditions

Signature Date
Signature Date
Signature Date



Petersburg Dental Inc.

AUTHORIZATION AND RELEASE

| authorize Petersburg Dental, Inc. to release any information including the diagnosis and the
records of any treatment or examination rendered to me or my child during the period of
such Dental care to third party payers and/or health practitioners. | authorize and request my
insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. If benefits for services are sent to me, such checks are to be
endorsed to Petersburg Dental, Inc. as payment on my account.

Estimated co-payment at each visit may be made with cash, check or credit card with most
insurance plans following benefit verification. Please be aware that we cannot guarantee this
estimate and there may be a balance after insurance reimbursement. We require a minimum
30% co-payment at each visit.

| understand that my dental insurance carrier may pay less than the actual bill for services. |
agree to be responsible for payment of all services rendered on my behalf or my dependents
including any co-payments and deductibles that my insurance does not cover. | am aware
that payment of my estimated coinsurance portion is expected at the time of service

| am aware that any unpaid balance that my insurance company does not cover must be paid
in full within 30 (thirty) days. | am also aware that failure to make my payments as agreed
upon may result in legal or collection action to recover said amount; and any legal fees, court
costs, and/or collection fees incurred in this process will be added to my account balance. In
addition I may be charged for appointments cancelled or broken with less than 24 hour
notice.

| authorize copies of this form to be as valid as the original.

Date

Signature of Patient (parent/guardian if patient is a minor)



Petersburg Dental Inc.

ACKNOWLEDGEMENT OF
RECEIPT OF NOTICE OF PRIVACY
PRACTICES

} , have had the opportunity to
read a copy of this office's Notice of Privacy Practices

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

Individual declined to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)
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