Warner Village Cosmetic & Family Dentistry
Financial Policies

Please read through carefully. This information has been compiled to help each patient betier understand
our financial policies.

Insurance Billing

As a courtesy, our staff members will attempt 1o verify plan benefits prior to treatment, however in the
event that the dental insurance does not make complete payment for services rendered, each patient is
ultimately responsible for the remaining balance within 90 days from the time of service.

X
Notice of Privacy Practices
The privacy of your health information is important to us. Please review the Notice of Privacy Practices

provided to you with your paperwork. If you have any questions please ask one of our staff members.
X

Predeterminations

For any patient who has a complex treatment plan and will be using insurance, a request for a
predetermination of benefits may be made. A predetermination of benefits does not provide the most
accurate estimate of payment due; however, it usually takes 4-6 weeks to receive a response from the
insurance company.

X
Patient Responsibility
Although our staff verifies general dental coverage, there may be certain plan limitations such as waiting
periods, frequency limitations, age limitations or non-covered services. Verifying your own benefits will
help to prevent receiving an unexpected bill after the claim has been processed.

X
Fillings
Our office only provides resin/composite (tooth-colored) fillings. Please be aware that some insurance
companies only pay for amalgam (silver) fillings, and the patient is responsible for the difference between

the two allowed amounts.

X
Payment
Payment is required at the time that services are rendered. Our office does not establish personal
afrangerments; however, we do have an association with Dental Fee Plan through care credit. Patients may
set up payment arrangements with them directly. If you are interested in this program please request a
pamphlet from the front desk.

X
Missed Appointment Policy
Please notify our office more than 24 hours in advance when canceling or rescheduling an appointment in
order to avoid a missed appointment fee, Please be aware that the missed appointment fee is $25.00 per '2

hour of your scheduled appointment time.
X

*Once again, please remember that each patient is responsible to know his or her own plan benefits.
Thank you.

Patient Name:

Signature of responsible party: Date:




DENTAL

(EGISTRATION AND

{ISTORY

f ! PATIENT INFORMATION 2 DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First N Middle Initial 3 5 :
i sl Is patient covered by additional insurance? [1Yes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (IM [F Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
] Married ] Widowed [ Single ] Minor | certify that |, and/or my dependeni(s), have insurance coverage with
i and assign directly to
[] Separated 1 Divorced [] Partnered for years Nt of NS EorrariED)
Paten: Employer/SchOOI Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employet/School Address the use of my signature on all insurance submissions.
The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefils payable for related services. This consent will end when
Spouse’s Name my current treatment plan is completed or one year from the date signed below.
Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you?
Date Relationship to Patient
PHONE NUMBERS
Home { ) Work ( ) Ext Cell Phone ( )
Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone ( ) Work Phone ( }

DENTAL HISTORY

Reason for today’s visit

Former Dentist

City/State

Date of last dental visit

Date of last dental X-rays

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

Bad breath [Yes [No
Bleeding gums [1Yes []No
Blisters on lips or mouth [OYes []No

Burning sensation on tongue
Chew on one side of mouth

Cigarette, pipe, or cigar smoking

Clicking or popping jaw
Dry mouth
Fingernail biting

Food collection between the teeth

Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fillings

[JYes [ No Mouth breathing [OYes [ No
[IYes [[JNo Mouth pain, brushing [lYes []No
[1Yes [[JNo Orthodontic treatment [lYes []No
[[JYes []No Pain around ear [IYes []No
[Yes [JNo Periodontal treatment [IYes []No
[OYes [ No Sensitivity to cold [dYes []No
[IYes [INo Sensitivity to heat [Yes []No
[JYes []No Sensitivity to sweets [JYes []No
[[JYes []No Sensitivity when biting [JYes [INo
[JYes []No Sores or growths in your mouth [JYes []No
[lYes [1No How often do you floss?

[1Yes []No

[lYes [1No How often do you brush?
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:gg HEALTH HISTORY

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [ |Yes [ No

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

AIDS/HIV [IYes [JNo Epilepsy [Yes [JNo Respiratory Disease [JYes []No
Anemia [JYes [ No Fainting or dizziness [JYes []No Rheumatic Fever [[JYes []No
Arthritis, Rheumatism [JYes []No Glaucoma ClYes []No Scarlet Fever [JYes []No
Artificial Heart Valves [Yes []No Headaches [(1Yes [No Shortness of Breath [IYes []No
Artificial Joints [JYes []No Heart Murmur [1Yes []No Sinus Trouble [JYes [ No
Asthma [JYes []No Heart Problems [IYes []No Skin Rash [OYes [No
Back Problems [[IYes [No Hepatitis Type [IYes []No Special Diet [lYes []No
Bleeding abnormally, with [OYes [JNo Herpes [JYes [INo Stroke [JYes [ No
extractions or surgery High Blood Pressure [OYes []No Swollen Feet or Ankles [Yes []No
Blood Disease OYes [No Jaundice [OYes [INo Swollen Neck Glands [IYes [No
Cancer [1Yes [1No Jaw Pain [lYes []No Thyroid Problems [JYes []Ne
Chemical Dependency [IYes []No Kidney Disease [OYes [ No Tonsillitis [lYes []No
Chemotherapy [1Yes []No Liver Disease [JYes [No Tuberculosis CYes [ No
Circulatory Problems [1Yes [1No Low Blood Pressure [1Yes []No Tumor or growth on head or []Yes []No
Congenital Heart Lesions [JYes [ No Mitral Valve Prolapse []Yes []No neck
Cartisone Treatments [JYes [JNo Nervous Problems ClYes [ No Ulcer [1Yes []No
Cough, persistent or bloody []Yes []No Patemiker [Yes []No Venereal Disease [IYes []No
Diabetes [JYes []No Psychiatric Care []Yes []No Weight Loss, unexplained [1Yes [INo
Emphysema [Yes [INo Radiation Treatment [OYes []No

Do you wear contact lenses? [ ]Yes [ No

Women:

Are you pregnant? []Yes [] No Due date Are you nursing? [ JYes [ No

Taking birth control pills? [1Yes [ No

MEDICATIONS ALLERGIES
Ljst any medications you are currently taking and the correlating diagno- [] Aspirin [] Local Anesthetic
e [] Barbiturates (Sleeping pills) ] Penicillin
[] Codeine [ Sulfa

Pharmacy Name [ lodine [] Other
Phone ( ) ] Latex

! (] i UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?
Patient's Signature Date
Doctor’s Signature Date

Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date

Doctor's Signature : Date




The privacy of your medical information is im
We understand that your medical information,
we are committed to protecting it. We creat
care and services you receive at our organ
this record to provide you with quality car
with certain legal requirements. This noti
the ways we may use and share medic
you. We also describe your rights and ¢
regarding the use and disclosure of

2. Our Legal Duty

Law Requires Us to:
1. Keep your medical information
2. Give you this notice describing ou
practices, and your rights regardin
3. Follow the terms of the current

We Have the Right to: :

1. Change our privacy practices

notice at any time, provided th;
permitted by law.

2. Make the changes in our priv
terms of our notice effective fo
that we keep, including information
received before the changes.

Notice of Change to Privacy ractlces

1. Before we make an important change in ol
practices, we will change this no
hotice available upon request.

3. Use and Disclosure of Your Medi

The following section describes different wa t _
and disclose medical information. Not every use Qr

sure will be listed. However, we have listed all of the dlffere'nt' :

ways we are permitted to use and disclose medical informa-
tion. We will not use or disclose your medical information for
any purpose not listed below, without your specific written
authorization. Any specific written authorization you provide
may be revoked at any time by writing to us.

For Treatment:

We may use medical information about you to provide you
with medical treatment or services. We may disclose medical
information about you to doctors, nurses, technicians, med-
ical students, or other people who are taking care of you. We
may also share medical information about you to your other
health care providers to assist them in treating you.

For Payment:

We may use and disclose your medical information for
payment purposes. A bill may be sent to you or a third-party
payer. The information on or accompanying the bill may
include your medical information.

NOTICE OF PRIVACY PRA

We may share medlcal mformatlon wath a publlc or pnvate _'
~ organization or person who can Iegally assist in dlsaster
_-_rehef efforts : :

e Fundra:smg

We may provide medlcal mformatlon to one of our afflhated
fundraising foundations to contact you for fundraising
purposes. We will limit our use and sharing to information
that describes you in general, not personal, terms and the
dates of your health care, In any fundraising materials, we
will provide you a description of how you may choose not o
receive future fundraising communications.

Research in Limited Circumstances:

We may use medical information for research purposes in
limited circumstances where the research has been
approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of
medical information.

Funeral Director, Coroner, Medical Examiner:
To help them carry out their duties, we may share the med-
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ical information of a person who has died with a coroner,
medical examiner, funeral director, or an organ procurement crimes
organization. death

Specialized Government Functions:
Subject to certain requirements, we may disclose or use

health information for military perscnnel and veterans, for
national security and intelligence activities, for protective sery:
ices for the President and others, for medical suitability dete
minations for the Department of State, for correctional insi
tions and other law enforcement custodial situations
government programs providing public benefits.

Court Orders and Judicial and
Administrative Proceedings:

We may disclose medical information in respo
or administrative order, subpoena, discovery r
lawful process, under certain circumstances
cumstances, such as a court order, warra
subpoena, we may share your medical inf
enforcement officials. We may share limite
law enforcement official concerning the
a suspect, fugitive, material witness, crir
person. We may share the medical infor
or other person in lawful custody with
cial or correctional institution under ce

Public Health Activities:

As required by law, we may disclos
to public health or legal authorities
preventing or controlling disease, injit
including child abuse or neglect. We
medical information to persons subjec
Food and Drug Administration for pur
adverse events associated with prox
to enable product recalls, repairs or.
products, or to conduct activities requi
Drug Administration. We may also,
by law to do so, notify a person who
to a communicable disease or otherw

4. Your Individual Rights

Victims of Abuse, Neglect, or Dom_
We may use and disclose medical inf
authorities if we reasonably believe that you

victim of abuse, neglect, or domestic violence
victim of other crimes. We may share your me
tion if it is necessary to prevent a serious threat .
or safety or the health or safety of others. We may share
medical information when necessary to help law enforcement .
officials capture a person who has admitted to belng part of a
crime or has escaped from legal custody. :

S _' mformatuon :
Workers Compensation: 6. If you wish to receive a paper copy of thls prlvacy notice,
We may disclose health information when authorized or  then you have the rlght to obtain a paper copy by maklng'

necessary to comply with laws relating to workers
compensation or other similar programs.

Health Oversight Activities: Questions and Complaints

We may disclose medical_ I”form?‘t.“?“ to an agency providing If you have any questions about this notice, please ask the
health oversight for oversight activities authorized by law, receptionist to speak to our Privacy Officer. '
including audits, civil, administrative, or criminal investigations : :
or proceedings, inspections, licensure or disciplinary actions,
or other authorized activities.

a request in writing to our. Prlvacy Ofﬂcer

If you think that we may have viclated your privacy rights, you
may speak to our Privacy Officer and submit a written com-
plaint. To take either action, please inform the receptionist that
Law Enforcement: . you wish to contact the Privacy Officer or request a

Under certain circumstances, we may disclose health complaint form. You may submit a written complaint to the
informaticon to law enforcement officials. These circumstances U.S. Department of Health and Human Services; we wil
include reporting required by certain laws (such as the report- provide you with the address to file your complaipt. We will

Ing of esrtain types of wounds), pursuant to-certain subpoe- not retaliate in any way if you choose to file a complaint.
nas or court orders, reporting limited information

concerning identification and location at the request of a law *These privacy practices are currently in effect and will remain in effect until further notice.




LUMINEERS® BY CERINATE"” SMILE EVALUATION

A Simple Quiz to Help You Obtain the Smile You've Always Wanted

NO PAIN—YOU DON'T EVEN NEED AN ASPIRIN.
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THE MOST SIGNIFICANT COSMETIC ADVANCEMENT...EVER
Hold a mirror 12"-14" from your face. Smile to show your teeth. Take the time to observe your teeth carefully,
then answer the following questions. If you are not happy with the appearance of your teeth, ask your dentist
how LUMINEERS can improve your smile.

1 Do you like the appearance of your teeth; your smile? 1 Yes . No
If not, explain

2 Are your teeth all in alignment (straight)? U Yes (1 No BINED AN CHERED

If not, explain

3 Do you have spaces that you don’t like? 1 Yes [ No
If yes, explain

SPACES

4 Do you like the color of your teeth? L Yes U No
If not, explain

5 Do you like the shape of your teeth? [ Yes 1 No CALCIFICATION STAINS
If not, explain

6 Are your teeth...
chipped? protruding? hidden?

FANGED TEETH

7 Are your teeth wearing on the biting surfaces? L Yes [ No
If yes, explain

8 Are there old fillings or dental work you don't like looking at? [ Yes [ No STAINED AND CROOKED TEETH
If yes, explain

9 What would you like to change the most in the appearance of your teeth?

PorCELAIN CROWNS

10 How would you like your teeth to look?

o
Beautirur Smie

CERINATE
fumineers.com
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