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1617 West Bogart Road, Suite 1

Sandusky, Ohio 44870

stefanodental@bex.net
419-626-2205 

PLEASE COMPLETE BOTH SIDES OF FORM
Patient Information

Patient Name: 
  Date: _____________________
                                        Last,                First        MI     (Preferred Name)
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Social Security #:   
   Birth Date:    

Phone (Home):   
___________ (Work):   
__________ (Other/Cell):_______________________

E-mail:________________________________________________________________________________________

Address:
  

____
                            Street                                                                                                                                     Apartment #


  


____
                          City                                                                              State                                          Zip Code

Emergency Contact: ______________________________________________ Phone: ___________________________

Patient’s Employer/School: ______________________________________________________________________

Occupation: _________________________________________________________________________________

Spouse/Parent’s Name: _____________________________________________Spouse/Parent’s Birth Date: _________

Spouse/Parent’s Social Security # ___________________Spouse/Parent’s Employer: _________________________
Who is responsible for this account? __________________________________________________________________

Relationship to Patient? ____________________________________________________________________________

Does patient have dental insurance?  Yes   No    
Name and birth date of insured/subscriber_______________________________________________________________

Name and Phone # of dental insurance company__________________________________________________________

Insured’s ID #_______________________Group #_________________________ Claims Mailing Address____________
Is patient covered by secondary dental insurance? Yes   No                                      _______________________________
Name and birth date of insured/subscriber________________________________________________________________
Name and Phone # of secondary insurance________________________________________________________________

Insured’s ID #______________________Group #_________________________ Claims Mailing Address _______________
                                                                                                                                    __________________________________
Referral Information
Whom may we thank for referring you to our practice? ________________________________________________________________

Health Information
Date of Last Dental Visit: 
  Reason for this visit: __________________________________________
Have you ever had any of the following?  Please check those that apply:
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	    Due date:_________
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	___________________


( Have you ever had any complications following dental treatment?    [image: image58.wmf] Yes  [image: image59.wmf] No

     If yes, please explain: _​​​​​____________________________________________________________________________
( List any medications, herbal supplements, or vitamins you are now taking: _____________________________________

   _________________________________________________________________________________________________

   _________________________________________________________________________________________________

( Are you now under the care of a physician?    [image: image60.wmf] Yes  [image: image61.wmf] No

     If yes, please explain: 

( Name of Physician: _______________________________________________ Phone: 

( Do you have, or have you had any health problems or surgeries, such as joint replacements, heart transplant    [image: image62.wmf] Yes  [image: image63.wmf] No

     If yes, please explain: _______________________________________________________________________________
Dr. Initials: _______       Preferred Pharmacy _______________________________________________________________
Consent for Services 

In fairness to all patients, our office charges for missed appointments without a 48 hour prior notice.

You are responsible to know your own dental insurance and benefits.

X-rays and fluoride treatments will be done at the doctor’s discretion.

Our office sells a variety of dental products that our staff will inform you about.

I agree to be responsible for all charges.  Patients who have dental insurance authorize payments to be made directly to the doctor, and the release of any information relating to claims.  We will be glad to submit claims for you; however you are ultimately responsible for the charges.

I grant permission for the office staff to contact me by phone call, voice mail message, text or email, regarding appointments.

HIPAA CONSENT: I have seen and been given the opportunity to review this office’s Notice of Privacy Practices.  
By signing this form you are consenting to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.

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.  

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
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