Patient Information

m Save some time and upload your
Photo ID or Driver's License instead.

Basic Information

First Name *

Last Name *

Preferred Name

Date of Birth (MM/DD/YYYY) *

Gender *

SSN

Email Address

Mobile Phone *

B v

Address

@)

~

Address Line 1 *



City *
State * Zip *
Who is filling out the form today? *

I am the Patient | am someone else

How did you hear about us? *

Responsible Party [ Guarantor
Who is financially responsible for the Patients treatment?

[ The Patient ][ Someoneglse ]

Release of HIPAA Information

Who can the practice release personal health information to?
You may provide up to 2 contact names:

First Nome

Last Name

Phone

ik
£
e

First Name

Last Name

Phone

P s

i

~

Emeraencv Contact



Name *

Relationship

Signature

Draw =

Privacy Policy



Patient's First Name Patient's Last Name

What allergies do you have?

Select Allergies

Allergies not listed

What medical conditions do you have?

Conditions not listed

What medications are you taking?



Select Medications

Medications not listed

List any serious ilinesses or surgeries

Has the patient ever been hospitalized?

Yes No
Do you smoke? Yes
Do you drink alcohol? Yes
High sugar intake? Yes
Are you Pregnant? Yes
Are you Nursing? Yes

Is the patient under the care of a physician?

Yes No

Is the patient physically, mentally or emotionally impaired?

Yes No

Patient’s current physical health

No

No

No

No

No



Dental History

Patient's First Name Patient's Last Name

Is the Patient a Minor? *

Has the patient ever had orthodontic treatment (Braces)? *

Yes No

Has the patient ever had any pain/tenderness in their jaw joint (TMJ/TMD)? *

Yes No

What's the reason for your visit?

How often do you floss?

How often do you brush your teeth?

Does the patient have or experience any of the following?

Bad Breath Yes No
Bleeding, Red, Swollen Gums Yes No
Broken/Loose teeth or fillings Yes No
Clicking or popping jaw Yes No

Grinding Teeth Yes No



Ul birouliu cuil [ siue Ul iuce Yes NO

Sores/Blisters in mouth Yes No

List any other dental concerns or pain

What did you like the most about your previous dental office?

What did you like the least about your previous dental office?

Are you interested in whitening
your smile?

Yes No

Are you happy with your smile? If not, what would you change?

Signature *

Draw

Date: December 11, 2025 at 11:46 AM




Date: December 11, 2025 at 11:47 AM

Notice: X-rays and Insurance Coverage

We will recommend that certain x-rays be taken on a periodic basis as they may
provide important diagnostic information to detect early stages of decay and
other oral diseases. Each insurance policy varies on coverage of x-rays, and the
X-rays we recommend may not be covered by your insurance policy. We
encourage you to know and be aware of the x-ray policy of your insurance
carrier. If you should choose to decline having x-rays taken that we recommend
for you, please notify us.

Signature *

Type Select typeface -

Privacryv Pnlirwv



Date: December 11, 2025 at 1:47 AM

Dental Practice Financial Policy and
Cancellation Policy

Payment for services, including deductibles and copayments, is due at the time
of the service unless other arrangements have been made prior to treatment. Or
if billed by this office, payment is due within seven (7) days of billing.

Payments may be made using cash, check, or credit cards. Any arrangements for
third-party financing must be made before starting treatment.

Greenlee Dental accepts most PPO dental benefit plans. We are happy to submit
the claims necessary to see that you receive your benefits. The insurance
contract is an agreement between you and the insurance company. You are
ultimately responsible for all charges. We cannot guarantee that any coverage
estimated by your plan will be paid once a claim is filed. In order to maximize
your benefits and because plans differ from carrier to carrier, and from policy to
policy, our office may refer you to your carrier or your employer’s benefits
coordinator for assistance in understanding your plan. Please note that dental
insurance is intended to cover some but not all dental care costs and not all
services are covered by your plan. You are responsible for payment of all services
regardless of the payable benefit.

CANCELLATION POLICY: If you need to cancel or change your scheduled
appointment, we respectfully require at least a 48-business-hour notice.
Cancellations or missed appointments without a 48-business-hour notice will
result in a charge of $50 per hour increment. If a scheduled dental appointment
is not confirmed 24 hours prior, it will be relinquished to others waiting. We will
notify you if your appointment has been relinquished. Thank you for your
understanding!

Signature *

Type Select typeface -



Date: December 11, 2025 at 1:47 AM

Photo Consent form (optional)

Authorization for Use and Disclosure of Protected Health Information to Greenlee
Dental

Authorization:

By my signature below, | affirm, as a patient of the Practice named above OR as
the parent or legal guardian of a minor child that is a patient of the Practice
named above (the “Patient”), that | authorize the Practice: (i) to capture
photographic or video images of the Patient (the “iImages”); (i) to reproduce,
use, and disclose the Images without the Patient’s name; (iii) to publicize the fact
that dental services were provided to the Patient; (iv) to reproduce and publish
any testimonials the Patient provides regarding the Practice (collectively referred
to herein as the “Information”); and (v) to secure copyright registration for any
materials that incorporate the Information, at the election and sole expense of
the Practice. The authorization is given to the Practice listed above, for disclosures
to any persons, without limitation, who may view the Information in printed or
digital form in promotional materials including social media or Internet sites.
Purpose: The purpose of this authorization is to permit the information, including
images, to be used for marketing the Practice, and | explicitly consent to the use
of the information for advertising and marketing activities to promote the
Practice. | acknowledge and agree that no compensation will be provided for the
use of the information.

Expiration and Revocability: If the Patient is signing on his or her own behalf, this
authorization expires when the Patient informs the Practice that he or she is no
longer a patient of the Practice. If the Patient is signing on behalf of a minor child,
this authorization expires when the Patient reaches the age of maijority, but the
authorization remains valid for protected health information already used or
disclosed until revoked by the Patient who has attained majority. However, |
understand that protected health information already used or disclosed prior to
any revocation may no longer be protected. | understand that | may revoke this
authorization at any time by notifying the Practice by Certified Mail, return receipt
requested, but that revocation will only affect uses and disclosures initiated after
the notice date is received by the Practice. Upon receipt of the notice of
revocation, the Practice will make reasonable efforts to remove protected health
information from social media platforms over which it has control, but cannot
guarantee removal from all sites. | understand and explicitly acknowledge that

the Internet allows for wide sharing and forwarding of information and that the
Practice cannot control all re-disclosure of information.



B oM B B RTEEE Wi e i T T I

Practice cannot condition treatment of the Patient on whether | sign this
Authorization, and that my decision not to sign will not influence or affect the
Patient’s treatment in any way.

Signature

Type = Select typeface

Privacy Policy



