Sutton Family Dentistry 
Adult information
Name: _______________________________
 Sex: M / F
Date of Birth: _________________

Marital Status: Single / Married / Divorced / Widowed / Other
 SSN:  ________________________

Physical Address: ___________________________________________________________________




Number & Street

City

State

Zip Code

Mailing Address (If different from above): _________________________________________________







  P.O. Box #
 City
 State
 Zip Code


Home Phone: 
________________________ Work Phone: 
______________________

Cell Phone: 
_________________   Email Address: 
___________________________________
Referred by? _____________________________________
Employer & Work Address: 
____________________________________________​​​___________



       
_______________________________________________________
Spouse’s Name: 
______________________________________________________________
Spouse’s Employer & Work Address:   _______________________________________________



 

   _______________________________________________
*
Other family members who are treated at our office?  ________________________
*
In case of emergency: nearest relative? ____________________________________
Address: _____________________________________ Phone: _________________
1.
Are you having any pain or discomfort at this time?
Yes / No

2.
Do your gums bleed at any time?


Yes / No

3. 
Do you feel your teeth are loose or shifting?

Yes / No

4.
Do you grind or clench your teeth at any time?

Yes / No

5. 
Do you have missing or unreplaced teeth?

Yes / No

6.
Do you have any known allergies to latex?

Yes / No

7.
Have you been under the care of a physician in the 
Yes / No

 
past 2 years?

8.
Do you feel nervous about dental treatment?

Yes / No

9.
Have you ever had a bad experience in a dental office?
Yes / No

10. Have you ever had excessive bleeding requiring special 
Yes / No

treatment?
*
Names of family members or persons whom your medical/dental information may be released to, including but not limited to financial/insurance information: _____________________________________________________________________


_____________________________________________________________________
Name of Medical Physician ____________________________________ Phone #___________________
Are you allergic to or made sick by anything? (Including penicillin, codeine, anesthetic or painkillers?) 

Yes / No If yes, please list _________________________________________________________
Are you required to Premedicate before dental appointments due to any medical conditions or surgeries?


Yes / No

List all medications that you are currently taking, including vitamins, aspirin, etc. 

_____________________________________________________________________________________

_____________________________________________________________________________________

Smoking Status: (Please circle one):

Not at all 
  
Former smoker 

Current smoker / smokeless tobacco

Are you pregnant?
Yes / No
Do you take birth control pills?
Yes / No

What pharmacy do you use? ______________________________ Phone # _______________________

Check any of the following that you have or have had in the past:

__ADHD/ADD


__Dizziness

__Hip Replacement
__Respiratory Problems
__Anemia


__Drug Addiction
__HIV/AIDS Virus 
__Rheumatic Fever
__Arthritis


__Emphysema

__Hypoglycemia
__Rheumatic Heart Dis

__Artificial Limbs/Joints

__Epilepsy

__Jaundice

__Rheumatism
__Artificial Heart Valves/Stents
__Excessive Bleeding
 __Kidney Disease
__Scarlet Fever
__Asthma


__Faintness

__Knee Replacement
__Seasonal Allergies
__Blood Disease

__Frequent Headaches
__Leukemia

__Seizures
__Cancer


__Glaucoma

__MitralValveProlapse
__Sickle Cell
__Chemotherapy/Radiation
__Hay Fever

__Nervousness

__Sinus Problems
__Circulatory Problems

__Heart Attack

__Osteoporosis

__Stroke
__Congenital Heart Disease
__Heart Murmur
__Pacemaker

__Thyroid Disease
__COPD


__Hepatitis A / B /C
__Cirrhosis of Liver
__Tuberculosis
__Diabetes


__High Blood Pressure
__Psychiatric Therapy
__Ulcers
Do you have any conditions or problems not listed above? ______________________________________
_____________________________________________________________________________________

How would you rate the condition of your mouth?  Excellent
Good

Fair

Poor

* 
Previous Dentist Name & Location? _________________________________________________

* 
When was your last dental visit? ___________________________________________________

*
When was the last time complete full mouth x-rays taken? ______________________________

I routinely see my dentist every:   3 mo
    4 mo
    6 mo
    12 mo     Not routinely

What is your immediate concern? _________________________________________________________
**We do NOT accept payment plans in our office**

**Office payment policy is to pay in full at the time of service**

 ( ) Dental Insurance: As a courtesy, we will be glad to bill your insurance. Our office can assist you in verifying coverage that your insurance provides. After the review of your insurance policy, a % will be required when services are rendered, also any deductible not met for the year. Remember that you are responsible for the account if the insurance company does not honor its commitment to you. 

 ( ) Care Credit: Since we do not accept in-office payment plans, we do offer the Care Credit payment plan. This is an outside financing company that, with approved credit, will allow you to finance with 0% interest. Upon approval, it gives you the ability to make affordable payments over an extended period of time. See the office manager for details. 

( ) Arkansas Medicaid / ARKIDS Program:

PATIENT CONSENT / HIPAA SECURITY
I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent, I authorize you to use and disclose my protected health information to carry out:

· Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment);

· Obtaining payment from third party payers (e.g. insurance company);

· The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more complete description of the uses and disclosures of my protected health information, and my rights under HIPAA. I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current copy of this notice. 

I understand that I have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment, payment and health care operations, but that you are not required to agree to these requested restrictions. However, if you do agree, you are then bound to comply with this restriction. 

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date I revoke this consent is not affected. 

*Please circle one:   I would / would NOT like to receive communications via email.

Signed this ___________ day of _____________, 20_____.

Printed Patient Name: ______________________________

Relationship to Patient: _____________________________

Signature: ________________________________________
Insurance Information

Primary Insurance

Subscriber’s Name: ​​​​​​___________________________________________

(Who holds the insurance)

Subscriber’s SSN: _____________________________________________

Subscriber’s DOB: _____________________________________________

Place of Employment: __________________________________________

Name & Phone # of Insurance Company: __________________________

____________________________________________________________

Group #: ____________________________________________________

Secondary Insurance (If applicable)

Subscriber’s Name: ​​​​​​___________________________________________

(Who holds the insurance)

Subscriber’s SSN: _____________________________________________

Subscriber’s DOB: _____________________________________________

Place of Employment: __________________________________________

Name & Phone # of Insurance Company: __________________________

____________________________________________________________

Group #: ____________________________________________________

* I authorize Sutton Family Dentistry to release any information including diagnosis, records and the x-rays of any treatment or examination rendered to me or my family to third party payers and/or any other health care practitioners.  

* I authorize and request my insurance company to pay directly to the dentist insurance benefits otherwise payable to me. 

* I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.

Signature of Patient (or Parent, if minor)




Date

