
Patient Information
Name: ______________________________________________________________________________________________

Last First MI Title
Preferred Name: ____________________________________________________ Male Female
Address: __________________________________________ City ________________ State ______ ZIP________________

SSN: ______________________________________ Birthdate: ____________________________________________________

Home Phone: _________________________________ Work Phone: _____________________________________________

Cell Phone:___________________________________ E-mail Address: __________________________________________

Employer:____________________________________ Occupation: _____________________________________________

Marital Status: Single Married Divorced Widowed Separated Domestic Partner

How did you hear about our office?________________________________________________________________________

Do you prefer to be contacted for appointment confirmation via e-mail or phone? ____________________

Insurance
Subscriber Name: ___________________________ Relationship to Patient: ___________ Subscriber DOB: ______________

Subscriber SSN/ID: ____________________________ Subscriber Employer: ______________________________________

Insurance Company Name: ______________________________________________________________________________

Insurance Company Address:_____________________________________________________________________________

Insurance Company Phone: _______________________ Group Number: _________________________________________

Assignment and Release

Responsible Party Signature: _____________________________________________________________________________

Relationship: _________________________________________ Date: ___________________________________________

I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Fresh Smiles all 
medical and/or dental insurance benefits, or third party payer, if any, otherwise payable to me for services rendered. 
I understand that I am financially responsible for all charges whether or not paid by insurance. I also acknowledge that any 
account that goes beyond 60 days past due will be transferred to Transworld Systems Inc. for accounts receivable 
assistance.  Should this be necessary, a service fee/rebilling fee will be added to my account of at least $25.  
Interest may be applicable. I hereby authorize the doctor to release all information necessary to secure the payments 
of benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party Information
Name: ___________________________ Relationship to Patient: _______________________  DOB: ___________________

SSN/ID: ________________________________________ Employer: ____________________________________________

Phone Number: ________________________________________________________________________________________

Spouse Name: ___________________________ DOB: ______________ SSN/ID: __________________________________

Employer: ____________________________________________________________________________________________



Cancellation, Missed Appointment Policy 
72 Hour Notice
In our continuing efforts to provide quality dental services in a timely and affordable manner, we are finding it necessary to 
have a broken appointment policy. By instituting the policy we will a void overbooking our schedule to accommodate the 
amount of patients who fail or cancel their appointments at the last minute. This policy should reduce long waits in the office. 

Confirming appointments is done as a courtesy to our patients and we will try to make every effort to contact each patient the 
day before a scheduled appointment. 

An appointment is considered broken for one or more of the following reasons:

1. Failure to show up for a scheduled appointment
2. Canceling an appointment without giving at least 72 hour notice
3. Showing up more than 15 minutes late for an appointment 

* Patients who show a pattern of being 5-10 minutes late more than twice may have their appointment considered broken.

The broken appointment fee is $50.00 per patient. Managed care plans such as: Delta Care, United, Cigna and Smart Smile 
have their own broken appointment fees (which are set by their insurance). The broken appointment fee must be paid in cash 
before we will re-schedule you.

By signing the agreement I understand the policy as defined above and agree to abide by it.

Patient Signature  ________________________________     Date   ______  / ______  / __________
                              (If patient is a minor, guardian signature)

1. Process all insurance claims
2. Ensure payment for services provided
3. Release medical information to insurance companies needed for the processing fo your claims
4. Release information to other medical and dental providers, including laboratories, when necessary, for your treatment.
 
I hereby authorize the release of all medical information necessary to process my claims and I authorize release of this same 
information, when necessary, to other providers rendering medical/dental care, as well as to labs that need my information to 
make a diagnosis or fabricate an appliance necessary for my treatment.
I assign all medical and surgical benefits, including major medical benefits to which I am entitled, to Fresh Smiles. 
This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as 
valid as the original.
 
Patient or Responsible Party Signature________________________________________      Date_________________

Full Name (Printed)________________________________________________________

Witness_________________________________________________________________ 

Your signature is necessary for us to:



Medical History
Do you have a personal physician?    Yes    No
Physician’s Name:____________________________________________________________________________
Physician’s Phone: ___________________________________________________________________________
Date of last visit: _____________________________________________________________________________
Your current physical health is:    Good    Fair    Poor
Are you currently under the care of a physician?    Yes    No
Please explain: ______________________________________________________________________________
Do you use tobacco in any form?    Any history of tobacco use: _____________________________

Year: _____________________________
Yes    No

Have you had any metal rods, pins or implants placed?    Yes    No
Are you taking any medications?    Yes    No
Please list each one: __________________________________________________________________________
Have you ever had any surgical procedures?    Yes    No
Please list each one: __________________________________________________________________________

Nearest relative not living with you: 
Name: __________________________ Relationship: ____________

Address: ____________________________________________________ Phone: ________________________

Signature: ____________________________________________________ Date: _________________________

Dentist Signature: ______________________________________________ Date: _________________________

Yes No Conditions
Abnormal Bleeding
Alcohol Abuse
Allergies
Anemia
Angina Pectoris
Arthritis
Artificial Heart Valve
Asthma
Blood Transfusion
Cancer
Chemotherapy
Colitis
Congenital Heart Defect
Diabetes
Difficulty Breathing
Drug Abuse
Emphysema
Epilepsy
Facial Surgery
Fainting Spells
Fever Blisters
Frequent Headaches
Stomach/Intestinal disease

Yes No Conditions
Glaucoma
HIV+ AIDS
Heart Attack
Heart Murmur
Heart Surgery
Hemophilia
Hepatitis A
Hepatitis B
Hepatitis C
High Blood Pressure
Joint Replacement
Kidney Problems
Liver Disease
Low Blood Pressure
Mitral Valve Prolapse
Pace Maker
Psychiatric Problems
Radiation Therapy
Rheumatic Fever
Seizures
Sexually Transmitted Disease
Shingles

Yes No Conditions
Sickle Cell Disease
Sinus Problems
Stroke
Thyroid Problems
Tuberculosis
Ulcers

Yes No Allergies
Aspirin
Codeine
Erythromycin
Latex
Penicillin
Tetracycline
Sulfa 

Other:

Yes No If Female, Please Answer
Are you taking Birth 
Control Pills?
Are you pregnant?
If so, # of Weeks _______
Are you nursing?

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this information 
will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.

Metal



Dental History
How may we help you today? ___________________________________________________________________________

Your current dental health is:    Good    Fair    Poor

Do you require antibiotics before dental treatment?    Yes    No

Are you currently in pain?    Yes    No

Have you ever had gum treatment?    Yes    No

Do you now or have you had any pain/discomfort in your jaw joint? (TMJ)    Yes    No

Are you under stress? (new job, moving, relationships)    Yes    No

Do you like your smile?    Yes    No

Is there anything you would like to change about your smile?    Yes    No

Are you happy with the color of your teeth?    Yes    No

Do your gums bleed?    Yes    No

How many times do you:  floss/week?____________  brush/day?____________

Are your teeth sensitive to heat, cold or anything else?    Yes    No

Have you lost any teeth?    Yes    No

Have you ever had a serious/difficult problem with any previous dental work?    Yes    No

Have you ever had any unfavorable dental experiences?    Yes    No

When was your last dental cleaning? _____________________________________________________________________

When was your last dental visit? ________________________________________________________________________

Why did you leave your previous dentist? _________________________________________________________________

How can we accommodate you better during your dental visit?_________________________________________________

Here at Fresh Smiles, we offer a wide variety of services to enhance and keep your smile beautiful. 
Please circle any services below you would like our friendly staff to discuss with you during your visit.

Teeth Whitening     Veneers/Lumineers    Invisalign

Traditional Orthodontics (Brackets)   Smile Makeover     Bonding

Sealants      Crown and Bridge    Implant Crowns

Partials / Dentures     Night/Sport Guards    






