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\ Meals Family Dentistry
v,

Thomas J. Meals, DMD, MPH, RN





                PATIENT INFORMATION
Name: ________________________________________________________      

( Married          ( Single  



   LAST                                            FIRST                                   MIDDLE INITIAL

(Male                ( Female

Address: __________________________________________________________________________________________
STREET


CITY



STATE


ZIP
Birth Date: _______________ SS#:____________________ Employer: _______________________________________
Telephone: (Home) ___________________(Work)______________________________ (Cell)_____________________

Email: _______________________________ How did you hear about Meals Family Dentistry? ____________________

PERSON RESPONSIBLE FOR PAYMENT
Name:________________________________________________________  Birth Date: __________________________

   LAST                                            FIRST                               MIDDLE INITIAL
Telephone: (Home)___________________(Work)_______________________________ (Cell)_____________________
Address: __________________________________________________________________________________________
STREET


CITY



STATE


ZIP
Employer: ___________________________________________ Employer’s Phone#:_____________________________

Employer Address:__________________________________________________________________________________ 
STREET


CITY


STATE


ZIP
INSURANCE INFORMATION

Policy Holder’s Name: ________________________________________ DOB:______________ SS#:_______________
Policy Holder’s Employer:______________________________________ Relationship to Patient:___________________
Policy Holder’s Employer: ____________________________________________________________________________
[image: image1.png]
Financial Responsibility

I authorize that payments be made directly to Meals Family Dentistry. I agree to pay any copayments, coinsurance, or deductible as required by my insurance plan provided to me or my dependent. I understand that I am responsible for knowing the terms and regulations of my insurance plan.  Meals Family Dentistry may impose interest, late charges, collection agency costs or attorney’s fees if my account becomes delinquent.

Payment is due in full when you schedule your appointment
I understand that if Meals Family Dentistry does not participate with my insurance, full payment is due when your appointment is scheduled. Meals Family Dentistry participates with some insurance plans but your portion is due in full at the time your appointment is scheduled.
Release of Medical information for billing

I authorize Meals Family Dentistry to submit a claim to my insurance company. I also authorize Meals Family Dentistry to provide a copy of this release and a copy of medical records related to such services if requested by the payer. 

SIGNATURE OF RESPONSIBLE PARTY

Signature _________________________________ Date  _____________ Driver’s License #  ______________________________
Name: ____________________________________________________________________________________________



   LAST                                           

 FIRST                                   

MIDDLE INITIAL
Primary reason for this appointment
( Examination 

( Emergency 

( Consultation

Dental History
Date of last exam: _______________________________________Date of last dental x-rays: ________________________________
Please describe if you have a specific dental problem: ________________________________________________________________
 ___________________________________________________________________________________________________________
How often do you brush? _________________________________How often do you floss? __________________________________
What concerns do you have regarding dental treatment?_______________________________________________________________
What would you like to improve about your smile?  __________________________________________________________________
  Please indicate if any of the following apply:


( Toothache

( Grinding teeth


( Sensitivity to hot

( Bad breath

( Bleeding gums

( Loose teeth or broken filling

( Sensitivity to cold

( Food collection between teeth

( Clicking or popping jaw
( Periodontal treatment

( Sensitivity to biting

( Orthodontic treatment

( Sores or growths in mouth
( Snoring



( Sensitivity to sweets

Medical History
Physician: __________________________________________________ Date of last visit:  _________________________________
Are you under the care of your physician presently?  Please describe: ____________________________________________________
  ___________________________________________________________________________________________________________
Have you ever been hospitalized? Please describe: ___________________________________________________________________
	 Current Medications
	
	Allergies

	
	
	     ( Amoxicillin          ( Codeine

	
	
	     ( Penicillin              ( Latex gloves

	
	
	     ( Clindamycin         

	
	
	     ( Other:______________

	
	
	     ( No allergies


Please indicate if any of the following apply:
( Diabetes A1C____          ( Liver Disease
           ( Hepatitis
   ( Cortisone Treatments      ( Cardiac transplant

       
( High blood pressure        ( Shortness of breath     ( Epilepsy
   ( Artificial joints
           ( Bacterial Endocarditis

       
( Artificial heart valve       ( Radiation therapy       ( Cancer
   ( Scarlet fever
           ( Prosthetic cardiac valve
( Chemical dependency     ( Kidney disease
           ( Stroke
   ( Hemophilia
           ( Congenital heart disease

( Respiratory disease         ( Heart problems
           ( Asthma
   ( Tobacco use
              (Excluding MVP) Please specify_____________

( Chemotherapy
        ( Thyroid problems       ( Glaucoma
   ( Pacemaker




( Mitral valve prolapse      ( Rheumatic fever          ( AIDS/HIV 
      




Are you taking Bisphosphonates (Fosamax) for osteoporosis? ( YES   ( NO   






Are you taking any blood thinners?

         ( YES   ( NO   What was your last INR?___________________________________
Women: Are you pregnant? ( YES  ( NO
 Nursing?  ( YES  ( NO    Taking birth control pills?  ( YES ( NO

Do you have any illness not indicated above? _______________________________________________________________________
Please describe:  ______________________________________________________________________________________________
Patient Signature (Parent or Guardian)______________________________________________ Date _________________________
Reviewed by Doctor _____________________________________________________________ Date _________________________
Medical Updates

Date: ________ Update: ___________________________________________________________Staff Initials______________________________
Date: ________ Update: ___________________________________________________________Staff Initials ______________________________
Date: ________ Update: ___________________________________________________________Staff Initials ______________________________
Date: ________ Update: ___________________________________________________________Staff Initials______________________________
Please provide your insurance card to our front desk personnel. 


We will make a copy of your card to gather the information required.
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