Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions

or need assistance, please ask us - we will be happy to help.

Patient #
SS#/SIN

Patient Information (CONFIDENTIAL) Date

Name Birthdate Home Phone .
. State/ Zip/
Address City Prov. EC.
Email Cell Phone
Check Appropriate Box: [IMinor [1Single  [IMarried [ Divorced [ Widowed DSeparatseg? " TR
If Student, Name of School/College City Prov. OTime L Time
Patient or Parent/Guardian’s Employer Work Phone _
; ) State/ Zip/
Business Address City Prov PC.

Spouse or Parent/Guardian’s Name Employer Work Phone

Whom may we thank for referring you?

Person to contact in case of emergency Phone

ResponSible P arD] Relationship

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ______ Financial Institution
Employer Work Phone SS#SIN
Is this person currently a patient in our office? [ Yes ONo

For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.
L] Cash Ul Personal Check Credit Card LI VISA LI MasterCard || T wish to discuss the office’s payment policy.

. LI Discover [ ] AMEX
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed

Name of Employer UnionorLocal#_____ Work Phone
);tate/ %I%ﬁ

Address of Employer City
Insurance Company Group# Policy/ID#

) tate/ %ip/
Ins. Co. Address City ov. o
How much is your deductible? How much have youused? _____ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? L] Yes [INo IF YES, COMPLETE THE FOLLOWING:

Relationshi
Name of Insured t0 Patient +

Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal#______ Work Phone

Address of Employer City o %’I%/

Insurance Company Group# Policy/ID#

Ins. Co. Address City tggc/

How much is your deductible? How much have youused? _____ Max. annual benefit
Over Please




Y YW v v

Patient Medical History

Physician Office Phone Date of Last Exam

Authorization and Release

I certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
L understand that providing incorrect information can be dangerous to my health. [ authorize the dentist 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 payors
andfor health practitioners. I authorize and request my insurance company to pay directly to the Jr:ntis[ or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. [ agree to be responsible
Sor payment ‘of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

' Yes No Yes No '
1. Are you under medical treatment NOW? ..........cccovrvroiriroseesresreneeens 8 T 9. Are you wearing contact lenses?.........cc........... B~ O O
2. Have you ever been hospitalized for any 10. Areyou allergic e haveyou Lhada:yrmmmsmrhefoﬂmﬂng. O O
. ¢the f
' surgical operation or serious illness within the last 5 years? O 0 Local Anesthetics (e.g. NOVOCGIN) .co..ooovvvcvninrinnes 1 '
SwE P . h SO s Penicillin or any other Antibiotics .............ccccovininnns 0 o
If yes, please explain SUlfa DIUES .oooevviiiiiiiiie e O O
Barbitiirates oo soommmmsamsors s i sm i a O
' 3. Are you taking any medication(s) SedAtIVES ..o g O '
including non-prescription medicine?.............coooverivcniniiinnns O O TOCINE oo, L] Q
If yes, what medication(s) are you taking? 73101 O S e O
' Any Metals (e.g. nickel, mercury, etc.)..........c.c......... O LJ '
4. Have you ever taken Fen-Phen/Redux? ...........ccocoviniinniniiniinneas. T il Latex RUDDer ..o L G
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Other (please list) -
T ey 5 ’ M 11. Doyou have a persistent cough or throat dearing not
medications containing bisphosphonates? ...............cc.ccouvecericnn B B s S y ; ) ) ) i
= associated with a known illness (lasting more than 3 weeks)?..... - L '
' 6. DO YOu Use tobaCCo? ...oovecvvov e [ [ 12. Women Only:
7. Do you use controlled SUDSUANCES?-...cv.vcervecrerrccriescceeennesineenninnes i | a) Are you pregnant or think you may be pregnant?.... ) OJ
' ) ) b) Are you nursing? ............eeceecsssssesesssessescenn . I [ '
8. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ... L)
Yes No Yes No Yes No
High Blood Pressure......c.cooeeee.... [0 [ Heart Disedase..ooeersrcee. 1 L] Chest PAINS oo = L
' Heart Atdck ..o, | Cardiac Pacemaker ...vvrvvn. 1 L Edsily Winded ...z LD LD '
Rheumatic Fever. ~ 1 [ Heart Murmur......... L] L Stroke e L
SWOllEn Anles........omsssscsesmrns O O Angind............ |=]] L] Hay Fever / Allergies................. i
' Falnting) Selgures e % % Frequently Tired ... L % Tuberculosis ............. o (i '
Asthma L Anemia............... I Radiation Therapy... [ 2
Low Blood Pressute.........coo.... L] ] Emphysema... L [] Glaticomi ) LD
Epilepsy / Convulsions.......ooe.. = L1 Cancer....... 0 O Recent Weight Loss.. LY i
' Leukemia............... i L U Arthritis % = L] Liver Di 8 i i '
DiaDEeS..oeooeeeeeeeeee e O 0O Joint Replacement or Implant....... | D _IW_’I. t.scase """"""""""""""""""" ﬁ i
Kidney Diseases ..........cccoowvvceveeeenn.. L O ‘Hepatitis / Jaundice.....oorrrrvn. 1 [ Heart THOUDIE O] &
AIDS or HIV Infection.. I I N Sexually Transmitted Disease ...... | L Respiratory Problems .......c.c....... = ﬁ
' Thyroid Problem ... L L] Stomach Troubles / Ulcers............. (][] Mitral Valve Prolapse.................. = '
Acid RefIUX oo L) L Osteaporosis......oeweoresere L1 L] Other [
™ Patient Dental History o
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes  No
1. Do your gums bleed while brushing or flossing? ... 1 L1 8.Do you have frequent headaches?..... SRS B O
' 2. Are your teeth sensitive to hot or cold liquids/foods? ... o L g 9. Do you clench or grind your teeth?............ L0 O '
3. Are your teeth sensitive to sweet or sour liquids/foods?........... L1 110 Do you bite your lips or cheeks frequently? .. .0 O
4. Do you feel pain to any of your teeth? ..........cccooovvrvvvorrnnnne. L 11 Have you ever had any difficult extractions
' 5. Do you have any sores or lumps in or near your mouth?.......... LJ L L . O O '
6. Have you had any head, neck or jaw injuries?...........ccocooeevvnee... I O 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions?............cceceereceessnsmesreensseseeennns ] Q
' problems in your jaw? ~_ 13. Have you had any orthodontic treatment? .................. _ L '
CHERING....covsereeerrsessersersssssssssssssssssiesssossmessenen. | ] 14. Do you wear dentures or partials?.............ccccocvccernncninnns O 0O
Pain (joint, ear; side of face).......oocoueiiiviceiiiiiie. O J If yes, date of placement
Difficulty in opening or cloSing............ccccomvmmrvonerrevriiersone. 1 LJ 15 Have you ever received oral hygiene instructions
' Difftcilty 17 CheWIng s i O 0O regarding the care of your teeth and gums? ... O d '
16 Do youlike yoursmile? s smpannawasminm O O

Patterson #028-1568
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“wesr  Financial Policy

FAMILY DENTAL

In effect Jan 1, 2023

We are committed to providing you with the highest level of care and to building a successful provider-patient relationship
with you and your family. We helieve your understanding of the patient's financial responsibility and specifically the
payment for services, is vital to that provider-paticnt relationship.

Payment

Full estimated payment is due at time of service

We accept cash, check and all major credit cards. We make payment as convenient as possible.

All credit and debil card transactions will have a 3% processing surcharge

We offer extended payment plans through CareCredit *available with prior credit approval

As part of this financial agreement, you authorize us to keep your credit card on file for your convenience (knowing
that we adhere to the highest level of information security) to handle any remaining balance after insurance payments.

Insurance

Please remember, vour insurance policy is a contract between you and your insurance company.

You agree to assign benefits to Farr West Family Dental whenever applicable.

It is your responsibility to provide all necessary insurance information, to notify our office of any insurance
changes when they occur, to ensure coordination of benefits are in place and to know the terms of your insurance
coverage. (Yearly Maximums, co-pays, deductibles, and coverages)

This office can make NO guarantees of the insurance benefit plan's estimatc of payment. As a courtesy to you, we
will process your dental claims; however, it is not a guarantee that your insurance will pay exactly as estimated.
Insurance coverage is subject to limitations, exclusions, waiting periods,frequency, age restrictions, deductibles and
maximums which are your responsibility to be known prior to treatment.

When insurance is involved, we are contractually obligated to collect: co-payment, co-insurance and deductibles,
as outlined by your insurance carrier. Meaning that your estimated portion is due at the time of service.

We will, as a courtesy, bill your insurance. Our office will follow up and assist in the filing claims and appeals,
however; after 90 days if insurance has not paid on your claim, you are responsible for the entire portion.

Collection Policy

You agrec to pay the fecs charged for dental services provided by the dentist or licensed cmployce at the time of scrvice.

You agree to the following payment options [or (realmenl received: 1.) estimated portion is due in full at time of
service, 2) payment with a third party financing company or 3) a 3 month in-office payment plan.

The responsible party agrees to pay 1.5% per month (18% APR) on the unpaid balance with a minimum monthly
charge of $2.00 in interest, if not paid by due date, shall be added to and become part of the principle.

Any balancc that is not paid within 90 days will be considered dclinquent and the account will be turned over to a
collection agency. Should collection become necessary, the responsible party agrees to pay a 30% collection fee and
all legal fees of collection, with or without suit, including attorney fees and court cost.

If your account is sent to collections, it must be resolved in full before future services can be rendered, and thereafter
payment for dental services must be made in full at the time of service. Once sent to collections, the account will no
longer be eligible for payment plans through our office.

There is a returned check fee of $30.00.

Missed Appointments

If unable to keep your appointments, kindly give us 24 hours notice.

Without adequate notice, we reserve the right to charge a minimum of $100.00 fee per hour with additional charges
for cach hour reserved. This fec MUST be paid before the next appointment will be scheduled.
Repeated missed appointments without notification may be cause for discharge from the practice.

I HAVE READ, UNDERSTAND AND AGREE TO THE FINANCIAL POLICIES OF THIS DENTAL OFFICE.
| UNDERSTAND THAT | AM RESPONSIBLE FOR ALL COSTS OF DENTAL TREAMENT.

Patient Signature: Date:

Farr West Family Dental - 1761 N 2000 W - Farr West, UT 84404 | 801-731-9058 | farrwestfamilydental.com






