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Medical History Information

Allergies- Are you allergic to or have you had areaction to: Yes No DK Yes No DK
Toall Yesresponses, specify type of reaction. Barbiturates, sedatives, sleeping pills __ [ [ [ lodine 0O 00O
Yes No DK Sulfa drugs OO o Hay fever/seasond 00O o0
kzg?!i?ﬂeﬁheﬁcs g g g f\:/loctieline or other narcotics 0o 0 énirgals 0o 0
etals 00
Penicilin or other antibiotic s OO 0O Latex (rubber) g g g Other g g g
Yes No DK Yes No DK Yes No DK Yes No DK

Cardiovascular disease 0 OO OO Autoimmunedisease O 0O O Hepatitis, jaundiceor liverdisease [ [ [J Anemia O 0O O
Angina 0 O O Rheumatoid arthritis 0O O O Epilepsy 0o 0o Blood transfusion 0o oo
Arteriosclerosis 0O 0O O ystemiclupus 0O O O  Fainting spellsor seizures 0o oo If yes, date: 01 ----
Congestive heart failure  [J [] [ erythematosus [0 OO O Neurological disorders 0o oo Hemophilia 0o oo
Damaged heartvalves [ [J [J Asthma O o0ogd Ifyes, specify: AIDSor HIVinfection 0o
Heart attack [0 OO O Bronchitis 0O O O  Seepdisorder o oo Arthritis 0o oo
Heart murmur O O O Emphysema 0 O O  Mentalhealth disorders 0o oo Gastrointestinal disease 0o
Low blood pressure 0 O O Snustrouble O O O Specify: G.E. Reflux/persistent 0o oo
High blood pressure O O O Tuberculosis OO Recurrent Infections O 0O 0O heartburn
Other congenital heart [ [0 [0  Cancer/Chemotherapy/ [0 [ [ Type of infection: Ulcers O g g

defects O oo Radiation Treatment O 0O d Kidney problems O O o Thyroid problems O oo
Glaucoma [0 O O Chestpainuponexertion [0 [ [  Nightsweats O oo Strokes 0o
Mitral valve prolapse O O O Chronicpain [0 O [  Osteoporosis o oo Severe or rapid weightloss [ [ [
Pacemaker [0 O O DiabetesTypelorll 0 O O  Persistentswollen glands O oo Sexually transmitted disease [ [J [J
Rheumatic fever 0 O O Eatingdisorder O 0o g in neck Excessive urination O g g
Abnormal bleeding O 0O g Malnutrition O 0O O Severe headaches/migraines O 0O g
Artificial (prosthetic) heart valve o oo Hasa physician or previous dentist recommended that 0 od
Previous |m‘ect|ve_ endocarditis o 0o you take antibiotics prior to your dental treatment?
Damaged valves in transplanted heart O OO0
Congenital heart disease (CHD) OO0 g Name of physician or dentist making recommendation:

Unrepaired, cyanotic CHD O oo Phone:

Repared (completely) in last 6 months O 0O O

Repared CHDwith residual defects 0o oOood Do you have any disease, condition, or problem not listed above o oo
Exceptfor the conditions listed above, antibiotic prophylaxis that you think I should know about? Pleaseexplain:
is no longer recommended for any other form of CHD.

Financial Policy

We appreciate and are honored to provide the best dental care possible. We value our relationship with you and believe that the best relationships are based upon understand-
ing. We would like to familiarize you with our financial policies and reassure you that we do everything possible to insure our patients receive the maximum benefits possible
from their insurance carriers. With the number of p atients and amyriad of plans we deal with on a daily basis, we must rely on you to know and provide us with the basics of
your insuance plancoverage, your elgibility and reatment higory. Upon your first visit, we will request a copy of your dental insurance card and any insurance information
which will allow us to file your claim (as a courtesy) for this and all future visits. Please remember to bring all dental insurance information as well as insurance card(s). We also
ask that you notify us promptly of any changes inyour coverage.

In order for you to be treated at Make a Smile full pyment is expected at the time of services unlessyou are insured. Prior to providing any treatment, we provide you with a
cost estimate indicating our total fee. If you are insured we require deductibles and co-payments at the time services are rendered. We will try to verify eligibility prior to the
initial visit to provide estimated insurance coverage. In the event your insurance company informs us of lack ofcoverage you are responsible for the charges at the visit. If we are
unable to verify eligibility becauseyou are unable to provide your correct insurance information you are expected to pay in full and obtain reimbursement from your insurance
carrier. For your convenience we can provide an estimate of our fees for the first visit prior to your appointment. In the event we are unable to contact the insurance company,
we will collect 10% of thecost of the visit and upon the insurance reimburseme nt will refund the credit or bill the balan ce. In the event your insurance carrier only releases
payment directly to you, full payment is expected at the time service are rendered unless other prior arrangements have been discussed.

We accept most dental insurances plans, except for those insurance plans that limit you to dental offices on a restricted list. Such plans require participating dentists to
drastically reduce fees inexchange for exposure to thousands of potential patients. In contrast, we believe in individual attention with an emphasis on quality of care, not
quantity, and we will never comp romise our approach to personal dental care. In the event that you are unable to keep a scheduled appointment please keep in mind
appointment time is reserved especially for you and we need to be notified as soon as possible. Phone the office 48 hours in advance if cancellation is unavoidable so that we
may give this special time to another patient. If 48 hours notice is not provided the re may be a$50charge. In the circumstances involving divorced or separated parents, the
person who has signed for consent for treatment will be held responsible for cost’s incurred during the child’s dental treatment. If the guarantor (the party responsible for the
account) differs from the party who has signed for consent, please inform the receptionist prior to treatment.

We are happy to file your dental claims to assist you in maximizing your insurance benefits. We will accept the estimated insurance payment directly from your insurance
company provided payment is received with in 60 days. If your insurance company has not paid the claim within 60 days the balance will automatically be billed to you. Please
be aware your insurance is acontract between you, your employer, and the insurance company, therefore we can not guarantee any estimated coverage. We accept no
responsibility in the collection of any insurance claims or in the negotiation of any settlement on disputed claims. In the event we receive any overpayment on your account by
your insurance company, we will either credit your account or issue a refund. Not all services are covered benefits in all contracts. You are ultimately responsible for the total
amount of your dental fees

I have read the above details regarding my financial responsibility towards care rendered at Make a Smile. In consideration of the professional services rendered, | agree to
accept responsibility for the payment of such sevices and | agree to pay all cost and reasonable attorney, interest or late fees incurred by my failure to remit for services
rendered. In the event a collection agency is utilized to collect past due balances | have incurred | agree to pay all collection fees. | understand there is a $25 chege for any
checksreturned by the bank and checks will no longer be an aceptable form of payment. | authorize and request my primary and/or secondary insurance company(s)to pay
directly to Make a Smik. | understand that my dental insurance carrier(s) may pay less than the actual billed services. | authorize Make a Smileto charge my credit card for any
payments due. | grant my permission to Make a Smik, or its assgnees, to contact me at home or my work to discuss matters related to this form. | have read the above
conditions of treatment and agree with the content.

PAYMENT OPTIONS

For your convenience we provide avariety of payment optionsto help you receive the quality care needed to enjoy a healthy smile. We accept cash, checks, and Visa & MasterCard.
My signature indicates that | understand the policies as outlined and any questions | have with regard to office policies have been answered. My signature indicates that | have
reviewed the office policies with the responsible party.

Signature Relationship to Patient Date

Note: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on thisinformation for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have
made in the completion of this form.

Signature of Patient/LegalGuardian: Date:

Signature of Dentist: Date:

© Make a Smile
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