WALTHER DENTAL CENTER
FAMILY DENTISTRY

1700  E.  BOGARD  RD.,  BLDG. B,   STE. 204 * WASILLA, AK  99654

907-376-9449    * FAX   907-376-9339 

Patient Name   _________________________________________Nickname ___________________________________

Date of Birth   _________________ SS #_________________Home Phone _______________ Work________________

Mailing Address  _________________________ City  ________________ State __________  Zip __________________

Patient Occupation____________________________________
Person Responsible for Account ___________________________________Spouse Name ______________________

Physical Address ___________________________City ___________________State_________Zip_________________

e-mail address_____________________________________________________

In case of Emergency please contact__________________________________Relationship______________________

Phone Number_____________________

  Primary Insurance                                                                      Secondary Insurance

Employer   ______________________________________           ____________________________________________

Carrier   ________________________________________           _____________________________________________

Phone #   _______________________________________          ______________________________________________

Address   _______________________________________         ______________________________________________

Group #   ________________________________________        ______________________________________________

Name of Subscriber   _______________________________      _____________________________________________

Date of Birth of Subscriber  __________________________     ______________________________________________

Social Security # of Subscriber  _________________________       _________________________________________
Who was your last dentist? ____________________________   Last time you had dental x-rays? _______________

Whom may we thank for referring you to us?  __________________________________________________________

PATIENT MEDICAL HISTORY

Name ______________________________  M     F   Age _____     Weight __________     Height __________

What is your impression of your present general health?  Excellent    Good     Fair      Poor

Please circle Yes or No for any of the following which you have had or now have:

Heart Disease or Condition           Y  N


GI Tract Problems  
               Y  N

Heart Attack


Y  N


Liver Disease      

 Y  N

Angina 
  


Y  N


Jaundice  


 Y  N

High Blood Pressure

Y  N


Hepatitis          


 Y  N




Low Blood Pressure

Y  N


Epilepsy or Seizures  

 Y  N

Fainting or Dizzy Spells
 
Y  N




Shortness of Breath

Y  N


Implant Prosthesis   

 Y  N

Swollen Ankles


Y  N


Artificial Joint    

 Y  N

Artificial Heart Valve

Y  N


Cold Sores        


 Y  N

Bypass Surgery


Y  N


Unexplained Weight Loss   
 Y  N


Pacemaker


Y  N


Chronic Sinus Problems   
 Y  N

Rheumatic Fever

Y  N


Glaucoma    

                Y  N

Heart Murmur


Y  N


Thyroid Disease   

 Y  N

Congenital Heart Disease              Y  N


Arthritis     


 Y  N

Stroke



Y  N


Cancer      


 Y  N

Bleeding/Blood Disorder
              Y  N


Radiation Therapy       

 Y  N

Prolonged Bleeding

Y  N


Chemotherapy    

 Y  N

Bruise Easily


Y  N


Sexually Transmitted Disease        Y  N

Blood Transfusion

Y  N


HIV Positive
    

 Y  N

Anemia



Y  N


AIDS



 Y  N



Asthma



Y  N


Drug Addiction    

 Y  N

Emphysema


Y  N


Alcoholism     


 Y  N

Tuberculosis


Y  N


Depression     


 Y  N

Diabetes


Y  N


Emotional/Psychiatric Care    
 Y  N

Kidney Trouble               
              Y  N

              TMJ     



 Y N


Ulcers                                 
Y  N

____________________________________________________________________________________________________

IF YOU ANSWERED YES TO ANY OF THE ABOVE QUESTIONS PLEASE EXPLAIN ON REVERSE SIDE

Are you allergic to any medicine, drug, or materials?    NO     YES (List)

Have you ever had a reaction to a local anesthetic?     NO      YES (Explain)

Do you need antibiotic pre-medication for dental treatment?  NO    YES   (List medical condition)

Do you have jaw pain?       NO     YES  (Explain)

Do you have any disease or condition not listed above?  NO    YES   (List)

Are you presently taking any medicine or drugs?  Please list    NO      YES  (list  along with dosage)

Any over the counter medicines and herbal remedies

Have you taken other drugs not listed above in the past    NO       YES (explain)

 6 months(e.g. steroids, blood thinners, nitroglycerin)?

Are you presently under a physician’s care?       NO      YES  (explain)

Have you been hospitalized in the past 5 years?   NO   YES   (explain)

Physician:  ___________________  Address and Phone ________________________________

Nearest Living Relative______________________Phone________________________________

	Women Only     

Are you Pregnant?  NO     YES     Are you taking Hormone medication?  NO  YES   Birth Control Pill?  NO   YES

Are you Nursing?    NO     YES


I, the undersigned, affirm that the information above is accurate and complete to the best of my knowledge.  I will not hold my dentist or any member of the office staff responsible for errors or omissions that I make in the completion of this form.

Signature: ______________________________________ Date:___________________________

                    Parent’s Signature if minor)
WALTHER DENTAL CENTER
Family Dentistry

1700 E. Bogard Road, Bldg. B. Ste. 204  Wasilla, AK  99654

Financial Agreement
All patients, please read the following…


Payment for services is expected at the time service is provided.  Cash and personal checks are accepted.  If an extended payment plan is desired, please ask us about the CareCredit program.  MasterCard and Visa credit card payments are also welcome.  If you have any questions, please feel free to ask.  


I understand and agree that all services rendered me, my dependents, or others assigned by me to my account are charged directly to me.   I further understand I am personally responsible for payment.  If I suspend or terminate care and treatment, any fees for services rendered will be immediately due and payable.  Finance charges will be applied to all past due amounts at the rate of 1.5% per month (18% annual rate).

If you have dental insurance….


As a courtesy, we will file your claim for you.  We will estimate your deductible and the portion not covered by your insurance which is due at the time of treatment.  Our estimates may be different than your insurance company’s calculations; therefore, the amount due our office may be adjusted accordingly.  You may find that our fees may be different from the insurance company’s schedule of “allowable” or “UCR” fees.  If you have questions about the “UCR” fees, please feel free to ask.  All services rendered are charged directly to the patient, and the patient is ultimately responsible for the account regardless of insurance coverage. 

Any insurance claims denied or remaining unpaid after 40 days will automatically become the responsibility of the patient.  

I also understand a $50 fee will be assessed for missed appointments or cancellations without at least 2 business days notice. 

And any checks returned by the bank will be assessed a $25 NSF fee. 

I have read and understand this financial agreement.
______________________   ____________________________  ____________

Print Name                               Signature                                           Date
WALTHER DENTAL CENTER
1700 E. Bogard Road, Bld. B, #204

Wasilla, AK. 99654

907-376-9449

To our patients with insurance:  
I understand that WALTHER DENTAL CENTER use Composite/Resin material for restorations on ALL teeth.  For posterior teeth, my insurance company may pay their portion based on an Amalgam restoration.

I understand that my financial responsibility will be my percentage and any remaining balance not covered for those restorations by insurance.  

I also understand that my treatment plan may change, i.e. Root Canal Treatment on extensively decayed teeth, extractions, crowns, multiple surface restorations, etc.  

______________

Date

_____________________________            

Patient Signature

_____________________________                                                                             

Witness Signature
ACKNOWLEGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*You may refuse to Sign This Acknowledgement*

I, _______________________________________________, have received a copy of this office’s Notice of Privacy Practices.

Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but acknowledgement could not be obtained because:

____     Individual refused to sign

____      Communications barriers prohibited obtaining the acknowledgement.

____      An emergency situation prevented us from obtaining acknowledgement.

____      Other   (Please Specify)

________________________________________________________________________________________________________________________________________________________________________________________________________________________
