We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we'll be glad to help you.We look forward to working with vou in maintaining your dental health.,

Patient Information

Name Soc. Sec, #
Last Name First Nane Initial
Address -
City State Zip llome Phone
Cell Phone Email

Sex UM OF Age

Patient Emploved by

Birthdate

Business Address

Business Email

d Single d Married 2 Widowed 2 Separated 2 Divorced

Occupation

Business Phone

Whom may we thank for referring vou?

Naotify in case of emergency

Home Phone

Cell Phone

Business Phone

Ermail

Person Responsible for Account

Primary Insurance

Last Name

First Name

Initial

Relation to Patient Birthdate Soc. Sec. #

Address (if different from patient) Home Phone

City State Zip

Cell Phone Email

Person Responsible Emploved by Occupation

Business Address Business Phone

Business Email

Insurance Company Phone

Insurance Mailing Address -
Contract # Group # Subscriber #

Name of other dependents under this plan

Pharmacy Name Phone =
Additional Insurance

Is patient covered by additional insurance?  JYes No

Subscriber Name Relation to Patient Birthdate

Address Gf different from patient) Soc. Sec. #

City

State

Zip

Cell Phone

Home Phone

Email

Subscriber Emploved by

Business Email

Business Phone

Insurance Company

Insurance Mailing Address

Phone

Contract #

Name of other dependents under this plan

Group #

Subscriber #

Please complete hoth sides.




Dental History

What would vou like us 10 do today? Are vou in dental discomfort today?
Former Dentist Address

Dentist's Email Phone

Date of last dental care Date of last x-rays

Check ( v ) ves or no if you have had problems with any of the following:

Y N Bad breath Y 2N Food collection between teeth Y 2N Periodontal treatment Y N Sensitivity to sweets

Y N Bleeding gums Y QN Grinding or clenching teeth Y DN Sensitivity to cold 'Y N Sensitivity when biting
Y N Clicking or popping jaw Y 2N Loose teeth or broken fillings Y 2N Sensitivity to hot Y 2N Sores or growths in mouth
How often do you brush? _ Floss?

How do you feel about the appearance of your teeth?

Do vou wish your teeth were straighter 1Y N

Do vou wish your teeth were whiter? JY AN

Are you unhappy with any fillings, crowns or bridges Y N

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? Y 2N

Other information about vour dental health or previous treatment

Medical History

Physician's name Phone

Date of last visit Have you had any serious illnesses or operations? 1Y N

Il ves, describe

Are you currently under physician care? Y N If yes, describe

Have you ever had a blood transfusion? Y QN [fves, give approximate dates

Have you ever taken Fen-Phen/Reduxy Y AN
Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Bonivae. Y N

Women: Are you pregnant? 1Y 2N Nursing? Y N Taking birth control pills? Y AN

Check ( ) ves or no whether you have had any of the following:

JY ON  AIDSHIV Positive JY AN Cough, persistent AY AN Jaw pain JdY AN Shingles

Y AN Anaphylaxis JY AN Cough up blood JdY AN Kidney disease or Y AN Shortness of breath
JY AN Anemia JY dN  Diabetes malfunction Y AN Skin rash

Y N Arthritis, Rheumatism Y AN Epilepsy Y AN Liver disease Y AN Spina Bifida

Y AN Artificial heart valves JY AN Fainting Y IN Material allergies dY AN Stroke

(latex, wool, metal,

JY AN Artificial joims JY AN Food allergies chemicals) JY AN Surgical implant
JY AN Asthma JY AN Glaucoma Y AN Mitral valve prolapse AY AN Swelling of feet
JY AN Atopic (allergy prone) dY ON  Headaches QY QN Nervous problems B 'H '-lll]'\'h‘-\.

JY AN Back problems JdY AN Heart murmur QY ON Pacemaker/ v N ”'!“'“'d‘ {i'ﬁi'iL\i‘ or
Y ON  Blood disease JY AN Heart problems Heart surgery ”_]‘"””m“”“ _

Y AN Caneer Descelbie QY QN Px\clli;u!ri.c care - I”h“‘“‘”. bt
Y QN Chemical dependency JY AN Hemophilia/ Ay aN R:li)id weightgaibioc hoss JY AN Tonsillitis

Abnormal bleeding ) JY AN Tuberculosis
Y AN Herpes = ¥IN- Radiationdrestpa! Y AN Uleer/Colitis
Y N Hepatitis SYQR Respiratory disewse QY AN Venereal disease
QY QN High blood pressure dY AN Rheumatic/Scarlet fever

Is patient currently taking any medications? If ves, list all: Does patient have drug allergies? If ves, list all:

AY AN Chemotherapy
JY AN Circulatory problems
Y AN Cortisone treauments

Do vou smoke or use other tobacco/smokeless products? Y 2N Please circle all that apply: Cigarettes Cigars Vape Marijuana Chew Other

Authorization

to help determine appropriate and healthful dental treatment. If there is any change in my medical status, 1 will inform the dentist.
I authorize the use of this signature on all insurance submissions.

whether or not paid by insurance.

Signature Date

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist
I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.

I authorize the dentist to release all information necessary to secure the payment of benefits. | understand that 1 am financially responsible for all charges

Payment is due in full at time of treatment, unless prior arrangements have heen approved.

SmartPractice”. All rights reserved FM-04373



Callery Dental Care
1001 South Market Street
Mechanicsburg, PA 17055

717-766-7025

Welcome to Callery Dental Care. We are happy to have you as a patient and look forward to offering you and your
family the finest dental care possible. We know that providing complete dental services includes discussing all
treatment options and financial information.

Payment is due at the time services are rendered. For your convenience we accept cash, checks, and most major
credit cards. Care Credit is also available and is accepted for transactions over $200.

Insurance benefits are determined by your employer, not your dentist. Your coverage and benefits are your
responsibility and we ask that you inform the office of your coverage at every visit. Insurance is not a guarantee of
payment, and it often does not cover all the expenses involved in treatment. The office will gladly preauthorize
your treatment, however, a preauthorization is an estimate and not a guarantee of payment. As a courtesy, we will
be happy to file your claim for you if you present your dental insurance card and all required information. You will
be expected to pay for services, in full, if the office is not able to verify your insurance information before
treatment.

We always recommend you call your insurance company and comfirm that we are a participating provider with
your plan, prior to coming in for an appointment.

Any deductible or estimated co-payment amount will be due at the time of treatment.

For treatment such as implants, crowns, partials, dentures, or anything that involves using a lab, you will be asked
to pay your patient portion the day treatment is started. The office can not send a case to the lab until 50% of the
patient responsibility is paid.

If payment for services rendered has not been paid in full within 45 days, either by you or your insurance company,
the remaining balance for your treatment is considered due and must be paid by you.

Appointments are reserved for you. The office requries 24 hour natice for cancellations. If an appointment is not
cancelled 24 hours in advance, you will be charged a fee of $25.00. Any missed appointment 2 hours or more in
length will incur a $75 fee. This fee must be paid before you can schedule another appointment.

Please sign below that you have read and agreed to this financial policy.

Signature Date



Callery Dental Care
1001 South Market St
Mechanicsburg, PA 17055
717-766-7025

For the convenience of all patients, The Notice of Privacy Practice (HIPAA Form}, and financial

policy is attached. Please review the form and sign below acknowledging you have received
our policies.

Patient Name (please print):

Patient Signature:

As my Dental care provider, you may discuss my healthcare/finances with:

Name:

Phone Number:

Relationship to patient:

Date:




