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Patient Information
Patient Name: ------------

Last First MI
o Male 0 Female 0 Married 0 Single 0 Child 0 Other

Social Security #: _

Address:

Preferred name. _

Birth Date: E-mail: _

State

Apartment #

Zip CodeCity
Phone (Home): (Work): Ext Cell _

Preferred Method of Contact (choose one): 0 Home # 0 Cell# DText 0 E-Mail, _

Street

Health Information
Date of Last Dental Visit Reason for today's visit _

Do you have any of the following? Please check those that apply:
o AIDS 0 Fainting 0 Nervous Disorders
o Allergies 0 Glaucoma 0 Pacemaker

o Growths 0 Pregnancy
o Hay Fever Due date: _
o Head Injuries 0 Radiation Treatment
o Heart Disease 0 Respiratory Problems
o Heart Murmur/MVP 0 Rheumatic Fever
o Hepatitis 0 Rheumatism
o High Blood Pressure 0 Sinus Problems
o Jaundice 0 Stomach Problems
o Kidney Disease 0 Stroke
o Liver Disease 0 Tuberculosis
o Mental Disorders 0 Tumors

o Anemia
o Arthritis
o Artificial Joints
o Asthma
o Blood Disease
o Cancer
o Diabetes
o Dizziness
o Epilepsy
o Excessive Bleeding

o Ulcers
o Venereal Disease
o Codeine Allergy
o Penicillin Allergy
OTHER:
0 _
o Tobacco/what type &
how much
0 _

• Are you in good health? _
• Have you ever had any complications following dental treatment? 0 Yes 0 No

If yes, please explain: _

• Have you been admitted to a hospital or needed emergency care during the past two years? 0 Yes 0 No
Ifyes,pleaseexplain: _

• Are you now under the care of a physician? 0 Yes 0 No
If yes, please explain: _

• Name of Physician: Phone: _
• Are you taking any medications including birth control? ,if so what-=- __ =- _
• Do you have any health problems that need further clarification? 0 Yes 0 No

Ifyes,pleaseexplain: _

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have
any Change in my health, I will inform the doctors at the next appointment without fail.

Signature of patient, parent or guardian
Date: _

Doctor checked history and initial: _

How were you referred here, Please check one
Whom may we thank for referring you to our practice? DAn other patient, friend DAnother patient, relative

o Dental Office 0 Yellow Pages 0 Newspaper 0 School 0 Work 0 Other _

Name of person or office referring you to our practice: _



Patient/Guardian Information
If different than the patient

Name: __ ~~ ~~ -=~ ~~~ __~~~~~ _
o Male 0 Female 0 Married 0 Single 0 Child 0 Other _

Social Security #: Birth Date: _

Phone (Home): (Work): Ext: ~_ Best time to call: _

Address:
Street Apartment#

City State Zip Code

Employment Information Patient/Guardian

Employer Name: Employer Phone Occupation: _

Address:
Street City State Zip Code

Insurance Information
Primary
Insurance Plan Name and Address:

Name of Insured: Is the insured a patient? 0 Yes 0 No
Last First MI

Insured's Birth Date: 10 #: Group #: _

Insu red's Add ress: --::.,----,,---- ....,,,,- -=-,--- --::,..---::---:- _
Street City State Zip Code

Insured's Employer Name: Employer Phone _

Address: ~--------------------------~--------------,____------~~-------
Street City State Zip Code

Patient's relationship to insured: 0 Self 0 Spouse 0 Child 0 Other _

Secondary
Insurance Plan Name and Address:

Is insured a patient? 0 Yes 0 No

Group #: _

Name of Insu red: _---:---,- .",...., ---,-,,.-- _
Last First MI

10#: -------------------Insured's Birth Date: _

Insured's Address:
------S~tr~ee~t----------------------------7C~lty~------------~St~at~e------~z~,p~C~odroe-------

Insured's EmployerName: _

Address:
------~S~tr-ee7t----------------------------~C7ity--------------~St~at-e------~Z~ip~Co-d~e-------

Patient's relationship to insured: 0 Self 0 Spouse 0 Child 0 Other _

Consent for Services
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and
financial responsibilityon the part of each patientmust be determinedbefore treatment.We require48 hours noticeof a cancelledappointmentor by 11 :00 Fridaymorning if a Mondayappointmentor
therewill be a charge.

All emergencydental services,or any dental servicesperformedwithout previousfinancial arrangements,mustbe paid for in cash at the time services are performed. I authorizeClearlyDentalto bill and
receive payments from my insurance company.

A servicechargeof 1v,% per month(18% per annum)on the unpaid balancewill be chargedon all accountsexceeding60 days, unless previouslywritten financial arrangementsare satisfied.Therewill
be a $25 servicefee for all returnedchecks.

I understandthat the fee estimatelisted for this dental care can only be extendedfor a periodof six monthsfromthe date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time
said servicesare rendered,or within five (5) days of billing if credit shall be extended. I further agreethat the reasonablevalue of said services shall be as billed unless objectedto, by me, inwriting,
within the time for paymentthereof. I further agree that a waiver of any breachof any time or conditionhereundershall not constitutea waiver of any further termor conditionand I furtheragree to pay
·all costs and reasonable attorney fees jf suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date: _ Relationship to Patient: _
Signature of patient, parent or guardian (seal)



Oral Screening Consent Form
Complete each time the examination is performed and place in the patient's file

Our practice continually looks for advances to ensure that we are providing the optimum level of oral
health care to our patients. We are concerned about oral cancer and look for it in every patient.

One American dies every hour from oral cancer. Late detection of oral cancer is the primary cause that
both the incidence and mortality rates of oral cancer continue to increase. As with most cancers, age is the
primary risk factor for oral cancer. Tobacco and alcohol use are other major predisposing risk factors but
more than 25% of oral cancer victims have no snch lifestyle risk factors. Oral cancer risk by patient
profile is as follows:

Increased risk: patients ages 18-39
-sexually active patients (HPV 16/18)

High risk: patients age 40 and older; tobacco users (any age, any type within 10 years)
Highest risk: patients age 40 and older with lifestyle risk factors (tobacco and/or alcohol use);

previous history of oral cancer

We have recently incorporated Vizil.ite" Plus into our oral screening standard of care. We find that using
ViziLite Plus along with a standard oral cancer-examination improves the ability to identify suspicious areas
at their earliest stages. ViziLite Plus is similar to proven early detection procedures for other cancers such as
mammography, Pap smear, and PSA. ViziLite Plus is a simple and painless examination that gives the best
chance to find any oral abnormalities at the earliest possible stage. Early detection of pre-cancerous tissue
can minimize or eliminate the potentially disfiguring effects of oral cancer and possibly save your life.
The ViziLite Plus exam will be offered to you annually.

This enhanced examination is recognized by the American Dental Association code revision committee as
eDT-2007/08 procedure code D0431; however, this exam might not be covered by your insurance. The fee
for this enhanced examination is ~ .

Yes. I authorize the clinician to perform the ViziLite Plus exam along with the standard oral cancer
examination. I accept financial responsibility for this enhanced examination.

Printname: _

Signature: _ Date: _

No. I would prefer not to have the ViziLite Plus exam at this time.

Print name: -----------------------------------------------------
Signature: _ Date: _
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Office Policies
Please initial each statement

___ .Asa courtesy, our office will submit claims to your insurance on your behalf For any procedures not
covered in full by your insurance, your portion will be estimated and due on the day of service. Although we
try our best to estimate your portion accurately, it is your responsibility to know what your benefits are. The
insurance policy is an agreement between you and the insurance company negotiated by your employer and is
not a guarantee of payment. You are ultimately financially responsible for any services rendered. \.

___ We do not offer in-office financing or payment plans, but do accept most major credit cards and are:
affiliated with CareCredit. They can be contacted on-line at Carecredit.com to apply and see what payment "
plans are available.

___ Please be sure to notify the office of any changes in your contact information; such as, address, phone
numbers, e-mail, etc. Also, if your insurance policy changes oris no longer in effect, it is your responsibility to
let us know prior to your next appointment.

___ If for any reason, you cannot keep your scheduled appointment, please call the office with at least 48
hours notice or by llam Friday if you are canceling a Monday appointment or there will be a charge. This
allows us time to offer the appointment to another patient.

___ As a courtesy, we will contact you to confirm a scheduled appointment. We have the capability to ,
confirm appointments through e-mail and/or text messages. In addition to confirming appointments, e-mails'"
can be used to notify you when you are due if you did not schedule in advance and to provide you with
updates and office information. Please check all ways you authorize us to contact you.

__ It is ok to send text messages.
__ It is ok to call me at work
__ It is ok to send e-mail messages

s

11___ We do our best to keep to a schedule. When a patient is late it is impossible to stay on schedule. If ,
you arrive past your scheduled appointment time, the appointment may be rescheduled so that other patients !

are not inconvenienced. If you are a new patient, please arrive 10 minutes prior to your appointment time.

___ Records generated by our office can be copied and mailed upon receipt of a signed records release
form. There will be a charge to cover the cost of equipment, supplies and postage.

___ We do not get involved in separation or divorce disputes between the guarantor of the account and
the person who registers the child at the time of visits. Therefore, if the guarantor is delinquent in paying the,·.
account, the balance will be transferred to the person who registers the child at the time of the visit. '

I have read the office policies and I understand and agree to the terms stated above.

Patients Name: Date _

Signature of Guarantor: _ Relationship to patient: _ )1



Acknowledgement of Receipt of Notice of Privacy Practices

You may refuse to sign this acknowledgement
Clearly Dental
1518 Churchville Rd
Bel Air, MD 21014
410-420-9822

I have received a copy of or am aware of how to obtain a copy of this office's Notice of
Privacy Practices. Available upon request at the office.

Please print patients name

Signature (parent sign for minors)

I authorize you to speak to these people if necessary in regards to my treatment or bill.
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