ST RN

COSMETIC & FAMILY DENTISTRY

|
I 6800 TURKEY LAKE ROAD
I SUITE 1-9
) . A ORLANDO, FL 32819°
How did you hear about us Today's Date / /
c PATIENT INFORMATION, .
Patient Name If Minor, Parent/Guardlan Name
Birthday, / / SSh “ - DL#
Email Address Occupation
Home Address City_ State Zip
Business Address “City State Zip
Home Phone ( ) . Work Phone ( ) - Mobile/Pager ( ) -
Emergency Contact Relationship_ , Phone (.) -
Insurance Company | Insurance Company Phone ( )
Physlcian Name Physician Phone ( ) - Date of Last Exam / /

Please answer the following: YES NO 8, Are yau aliergic to the following? . YES NQ
1. Areyou under medica| treatment now? o o ' Local anesthetics (e.g. Novocain) 0 0
2. Have you ever been hospitalized for any surgical operation or lliness? m] o’ Barbiturates m] =}
3. Areyoy taking any medication(s) including non-prescription medicine? If Yes, please fist a ju] Aspirin a O

L e Bk it ; . PRk - Penlclliln or other amlblotlc_s . B LI
4. Do you drink? 0o Q Sedatives : - B (N] 0
5. Do you use tobacco? s} O . LawexSensitivity . W R = (m]
6. Hava you ever used drugs for recreational purposes or been in a substance rehab pragram? ] o Sulfa Drugs (m} (m|
7. Do you wesar corrective glasses or contact lenses? o o lodine
Other

9. WOMEN ONLY VES T NO g B R A R M S SN

a. Are you pregnant or think you may be pregnant? o o s

b. Are you nursing? o g

c. Are you taking birth contral pilis? =) =]

Signature of Dentist Date
Do you have a history of the followlng? e VS 2 O SRR 5 f&ﬂiﬁm‘@n ok Jf.ﬁ G ER L’.':!-WWIZHEE
YES NO YES NO . YES NO - YES NO ‘
High blood pressure O DO Diabetes O O EesllyFatlgied - ‘O O stroke o o " Other
Heart attack a KIdnavDaseases 0 O  Anemia O 0O  HayFever/Allergiés o o k
Rheumatlc fever 0 0O AwosSorMvinfection . - O 0O cancer @ O Tuberculosis - : o o »
Swaller Ankles - O . B Thyfoldproblem -0 O-. Arthnitis O @  Radiation Therapy ‘a.. o
Fainting/Seizures O O  HearDisease [m] B Jolnt Replaced or Impalred O 0O Glaucoma | ' M« (B
Asthma O O cardiacPacemaker =~ & .0 Hepatitis/Jaundice . 8. O RecentWeight Loss =N o
Low Blood Pressure Q O  Heart Murmur O° 'O Sexually Transmitted Disease O O Liver Disease . o o
Epllepsy/Convulsions B 0O anginp O [ ‘StomachTroubles/Ulcers 0. 0O Meart Trouble a g
Leukemia O O  Emphysema 0 O ' Chest Pains : : 0O 0O ' 'RespiratoryProblems . O 0O -
Shortness of Braath O O  osteoporosis o g
‘ . : o o PATIENT DENTAL HISTORY . -
LastDentalVisit_____ /. . . / YES NO LastTeeth Cleaning by Dental Professnunal / / i . YES NO
1. Do your gums bleed while brushing and flossing? a O Do you have frequent headaches? o o
2. Are your testh sensitive to hot or cold liquids/foods? o O Do you clench of grind your teeth? . o o
3. Are your teeth sensitive to sweet or sour liquids/foods? o O  Dayou bite your fips or cheeks frequently? o o
4. Do you have pain affecting any teeth, your gums, or other areas of your "0 . [.. Haveyou ever had-any difffcult extractions in the past? o. o
mouth? L PN .
5. Do you have any sores or lumps In or near your mouth? a [u ] Have you had any orthodontics wark? ) a o
6. Mave you ever expsrianced the any of the following problems in your Jaw? m} O  Have you ever had prolonged bleeding following extractions? o o
Clicking? o 0  Have you ever had Instruction on the carrect met.‘hod of brushing your a a
Paln {Jalnt, ear, side of face)? ', 4O .8 - teeth? ik g
Difficulty In opening or closing? {m] 1. Have you ever had |nstructlon on the carg of your gums? .a
Difficulty In‘chewing? O. O ° Hiva you ever had teeth whitening or othor cosmenc dental procedures? IU O

e

| certify that | have read and understood the above Informatlon. To the best of my knowledge, the above gquestions have been accurately answered. | understand that

providing Incorrect informatlon can be dangerous to my health,

X ! [y :
PATIENT, PARENT OR GUARDIAN SIGNATURE

Sy S
DATE

R



A FAMILY.DENTAL CARE
WELCOME TO OUR orncs

We would like to thank you for choaosing our off' ice for your dental ¢are, If it our objective to make your visit as pleasant as puwbie
and provlde yau with quality dental care. : . . :

HEALTH HISTORY _ .
Al} patients or parents of minor patients will be asked to complete a healtﬁ'history record,

EXAMINATION .
Diagriostic x-rays will be taken and developed immediately. The Dentist will examine the teeth and surrounding tlssuec Treatment of
this case will be discussed, '

FEES
1. There will be an examination fee charged.
2. Fees will vary with the complexity of difficulty of Treatment.
3. Feesare quoted in advance of treatment.
4. Fees, once quoted, remain the same unless treatment is delayed (at the request of the patient) for a long periad of time or ‘
your insurance changes
5. There Is a $35 fee for broken appolntments

METHOD OF PAYMENT

Payment is due at the time of treatment. If you have an Indemnity or PPO insurance plan, and benefits are confirmed end/or pre-
authorized prior to treatment, the difference between the estimated amount and the dental fee paid by your insurance will be due at
the time of treatment. Any balance left unpald by the insurance company is the full and immediate responsibility of the patient.

N

v CONSENT AND INFORMATION FORM
itis our helief in this office thag you should be informed sbout the treatment and you should give your consent before starting
treatment. The purpose of this form is to tell of the risk that may occur In the dental treatment gnd explain our office policy.

RISK OF DENTAL PROSEDURES

Included (but no limited to) are complications resulting from the use of dental instruments, drugs, sedation, medlcines analgesics
(pain killers), anesthetics and injectians. These camplications include pain, Infectlon, swelling, bleeding, sensitivity, numbness and
tingling sensation In the [lip, tongue, chin, gums, cheeks, and teeth. Thrombophlebitis (inflammation to a-vein), reaction to injections,
change in occlusion {biting), muscle cramps and spasms, temporomandibular (jaw) joint difficulty, loosening of teeth or restoration in
teeth, Injury to other tissues, referred pain to the ear, neck, and head, nausea, vomiting, altergic reaction, itching, bruisss, delayed
healing, sinus comphcat:ons and further surgery. Medications and drugs may cause drowsiness and lack of awareness and
coordination {which can be influenced by the use of alcahol of other drugs}, thus It is advisable not to operate any vehicle or’
hazardous device or work for.twenty-four hours or until recovered from their effects,

ALTERNATIVE TREAMENT CHOICES ) )
They will be discussed with you when possible. They may Include: no treatment, waiting for more definite development of symptoms,
or having the tooth removed. Treatment will be done ln amanner to minimize or avoid risks as success cannot be guar:s.nteed.

| understand that upon completlon of my treatment I wilt be advised to return every 3-6 months for preventwe care. |, the
undersigned belng the patient (parent ar guardian of a minor patient) consent to the performing of the procedures decided upon to
be necessary or advisable in the opinion of the Dentist

DUE TO OSHA REGULATIONS, ONLY THE PATIENT IS ALLOWED N fHE TREATMENT AREA. PARENT’S SHOULD REMAIN IN THE ;
- WAITING AREA UNTIL THEY ARE CALLED. CHILDREN MAY NOT BE LEFT IN THE WAITING ARE WITHOUT AN ADULT. THIS IS FOR THE
SAFETY OF PATIENTS AND STAFF.

Patient Name . . Date / /
(print) (signature} o



Dr. Ravi Oberoi, D.M.D.
Cosmetic & Family Dentistry
6900 Turkey Lake Suite I-9
Orlando, FIl. 32819
(407) 352-7700

Financial and Privacy Policy

All payments are due at the time Dental services are started unless
alternate arrangements are made prior to the treatment.

Insurance balances are ultimately the patient’s obligation. We file (most)
insurances at no cost to you as a courtesy. We are glad to offer this service.
However, insurance balances that are not paid after 60 days may be billed
directly to you. [ understand that it is solely my responsibility to confirm which
treatments or procedure are covered by my insurance including, but not limited,
any applicable exclusions or deductible or annual or lifetime maximums.

I understand that the insurance estimate may differ from what my insurance carrier
ultimately pays and that 1 am responsible for any amount not paid by my insurance.

Patient balances that go unpaid for 90 days or more may incur the following

Additional charges: interest charges (1.5% per month or 18% APR), collection
fee and /or legal fees.

Major services require a deposit of at least half the estimated patient portion at
the time the appointment is made.

A fee of $35.00 may be charged for appointment cancellation done in fewer than
24 hours notice or for no shows with any notification

A fee of $30.00 will be assessed for returned checks.

All original x-rays become property of this office; duplicate copies for digital x-rays on a
CD are available for $25.00 which is to be pre-paid at the time of written request for

duplication. Please allow 2 to 7 working days for this. There will be no fee for copy of
X-rays on paper.

Discontinue treatment for a requested procedure including but no limited to, partials,
Dentures, crowns, bridgework and surgical preparatory work, 1 remain responsible for
paying all lab related costs for material and services that were incurred before |

discontinued treatment. All related costs will be deducted from any refund to which I
may be entitled.

- Patient must inform timely Cosmetic and Family Dentistry in writing, of any changes

to my address, phone number, work contact information , work status, insurance changes,
and update any changes in medical history.



@

11. If I fail to pay any balance on my account in timely manner, Cosmetic and Family
dentistry may report my account to credit rating bureaus or to a collection agency and /or
take legal Action against.me for full payment including, but not limited to, all related
reasonable Attorney’s fees, collection and/or court costs.

12. I authorize Cosmeti¢ & Family Dentistry and its staff to discuss my treatment plan. fees,
appointment or anything related to my dental record with: ,

Spouse (name) - 4
Any other family member (name)
Other

Information not to be released to any one

Patient Signature Date

Acknowledgement of Notice of Privacy Practices
I have read, understood, and have acknowledged the Notice of Privacy Practices and
had an opportunity to ask questions.

Patient signature Date



