CONFIDENTIAL

GOWASACK

FAMILY DENTISTRY

DATE:

PATIENT INFORMATION

(Please print) Nickname:

Name: Home Phone:

Drivers License #: Birthdate: SS#:

Home Address: City: State: Zip:

Email: Cell Phone:

Check appropriate box: [1Single [Married [Divorced [OWidowed []Separated

Employer: Work phone:

Employer Address: City State: Zip:

Spouse Name: Employer: Work Phone:

If patient is a student, name of school/college: City: State:

Whom may we thank for referring you?

Person to contact in case of an emergency:

RESPONSIBLE PARTY (IF OTHER THAN YOURSELF)

Name of person responsible for this account: Relationship to patient:

Address: Home Phone:
Email: Cell Phone:
Drivers License #: Birthdate: SS#:
Employer: Work phone:

Is this person currently a patient in our office? [1Yes []No

INSURANCE INFORMATION

Relationship to patient:
Insured’s SS#:

Insured’s Name:

Insured’s Birthdate:

Insured’s Employer:
Work Address:

Date Employed:
Work Phone:
Group #:

Insurance Company:

Insurance Co. Address: Insurance Co.Phone #:

Do you have additional Dental Insurance? L] Yes L1 No If yes, complete the following:

Insured’s Name:

Relationship to patient:

Insured’s Birthdate:

Insured’s Employer:

Work Address:

Insurance Company:

Insurance Co. Address:

Insured’s SS#:

Date Employed:

Work Phone:

Group #:

Insurance Co.Phone #:




MEDICAL & DENTAL HISTORY

PATIENT NAME:

PATIENT MEDICAL HISTORY

ARE YOU ALLERGICTO OR HAVE YOU EVER HAD A

Physician: REACTION TO:
Office Phone: Locz.aI.Apesthetics Iike.N.ovgcaine QdYes dNo
Penicillin or other antibiotics dYes [dNo
Date of Last Exam: Sulfa drugs QYes No
Barbiturates, sedatives or sleeping pills ............rreeseeneens dYes ONo
Are you under medical treatment NOW?........oeevvveeessssssenn dYes [No Aspirin QdYes No
Have you ever been hospitalized for any lodine dYes No
surgical operation or serious illNESS? ........eccoemmvesseessns dYes No Any metals (nickel, mercury, etc) dves dNo
. o Latex or rubber. dYes [No
Are you taking any medications? dYes No Other OYes O No
Including non-prescription, please list: Please list:
Have you ever taken Fen-Phen/Redux? .......cowvcsnscsinnes QYes No WOMEN ONLY )
Do you use tobacco? OYes O No Are you preg.nant or think you may be pregnant?......... dYes dNo
) Are you nursing? dYes No
Do you use alcohol, cocaine or other drugs? ......ceeeeeeeeen. dYes No Are you taking birth control pills? QYes O No
DO YOU HAVE OR HAVE YOU EVER HAD: _
YES NO YES NO YES NO COMMENTS
(1 [ AIDS or HIV infection 1 O Epilepsy/Convulsions 0 3 Lupus
1 [J Anemia 0 [ Fainting/Seizures 0 O Persistent cough
[ O Allergies O [ Frequently Tired 0 [ Psychiatric Problems
O 1 Angina Q0 O Glaucoma 0 O Sexually transmitted
1 O Arthritis or rheumatism 1 [ Hay Fever/Allergies disease
0 O Artificial Valves O [ Heart Attack [ Sickle Cell Anemia
(d O Asthma or hay fever d [J Heart Murmur d O Stomach Troubles/Ulcer
0 1 Cancer 1 [ HeartTrouble O [ Stroke
1 [ Cardiac Pacemaker 0 O Hemophilia 1 [ Swollen Ankles
1 I Chemotherapy [ [J Hepatitis/Jaundice 0 1 Thyroid Problems
[ 1 Chest pain 1 O High/Low Blood Pressure 1 O Tuberculosis
0 O Colitis 0 [ Joint Replacement/ Implant O 1 Radiation Therapy
(1 1 Diabetes 1 O Kidney problem d [ Recent Weight Loss
1 [ Easily Winded 0 1O Leukemia O O Respiratory Problems
0 O Emphysema (1 [ Liver Disease O [ Rheumatic Fever Signature of Dentist Date

PATIENT DENTAL HISTORY

Would you like fresher breath? dYes No
Would you like whiter teeth? dYes No
Do your gums ever bleed? dYes No
Are your teeth sensitive to hot or cold liquids or foods?.[d Yes 11 No
Are your teeth sensitive to sweet or sour liquids or foods?....[d Yes (1 No
Do you feel pain in any of your teeth?......ns dYes No
Do you have any sores or lumps in or near your mouth? [ Yes (1 No
Have you had any head, neck or jaw injuries?.............c........ dYes No

Have you ever experienced any of the following problems in your jaw:
Clicking dYes HNo

Pain (joint, ear, side of face) dYes [dNo

Difficulty opening or closing dYes No

Difficulty chewing dYes No
Do you have frequent headaches? dYes [dNo
Do you clench or grind your teeth? dYes dNo
Do you bite your lips or cheeks frequently? ... dYes [dNo
Have you ever had any difficult extractions in the past?.[d Yes [ No
Have you had any orthodontic Work?............ennnns dYes dNo
Have you ever had prolonged bleeding following
an extraction? dYes [No

AUTHORIZATIONS

| affirm that the information | have given is correct to the best of my
knowledge. It will be held in the strictest confidence and it is my
responsibility to inform this office of any changes in my medical status.
| authorize the dental staff to perform the necessary dental services |
may need. My method of payment will be:

Signature Date

PAYMENT IS DUE AT TIME OF SERVICE

Our office is HIPPA compliant and is committed to meeting or exceeding the
standards of Infection Control mandated by OSHA, the CDC, and the ADA.

| certify that | am covered by
insurance company and | assign directly to Dr.
all insurance benefits, otherwise payable to me.l understand I am
responsible for payment of services rendered and also responsible for
paying any co-payment and deductible that insurance does not cover.
| hereby authorize the dentist to release all information necessary to
secure the payment of benefits.| authorize the use of this signature
on all my insurance submissions, whether manual or electronic.

Signature Date



GOWASACK

FAMILY DENTISTRY
BRIAN J. GOWASACK, DDS

OFFICE FINANCIAL POLICY

Please understand that payment of your bill is considered a part of your treatment. We ask that your payment be made
at the time of treatment for ALL services. For your convenience, we accept cash, personal checks, VISA, Mastercard,
Discover, American Express or CareCredit. All personal checks will be processed through our Electronic Check Service.

There is a $30 Service Charge on any Returned Check.

You are responsible for all fees incurred at this office including any attorney fees or legal fees required to collect payment
on your account. All accounts not paid within 90 days will be charged a one-time fee of $25.00. Broken or late
Cancellations of Appointments will be charged $25.00 - $50.00. **We ask that you give at least 2 business days notice for
all cancellations of appointments.

A WORD ABOUT INSURANCE

We recognize that filing an insurance claim for your reimbursement can be a difficult task. That is why we continue to
provide that service as a courtesy to you. Our business office will file your claim electronically ensuring that your
necessary claims information has been forwarded to your insurance carrier in the most efficient way available.

Please keep in mind that if you are required to choose from a list, our office will not appear on it. Please recognize,
however, that your level of reimbursement, schedule of allowable services and UCR fee schedule are solely dependent
upon your employer’s contract with your insurance company. We are only the service provider, and do not have a
contractual relationship with any carrier.

Please read and acknowledge the “FACTS ABOUT INSURANCE” form that we have provided for you to help answer any
guestions you may have about your insurance plan.

| have read the Financial Policy. | understand and agree with this policy.

Signature of patient or responsible party if minor Date

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

l, , have reviewed a copy of this office’s Notice of Privacy Practices.

Signature of patient or responsible party if minor Date

O Please provide me with a printed copy of this office’s Notice of Privacy Practices.




GOWASACK

FAMILY DENTISTRY
BRIAN J. GOWASACK, DDS

We want to help you maximize your insurance coverage! We are happy to assist you with
researching your plan and filing your claims. Following are a few Facts about Dental
Insurance:

e Most dental insurance plans are a business arrangement between an insurance company and an
employer. It is important to remember that reimbursement and benefit levels are based on carrier and
employer business decisions and not on an individual’s need for treatment.

o Dental plans are set up to pay only a portion of your dental health expenses. Dental plan maximum
benefits average $1,000 to $1,500 per year.
- Patients that have major restorative or surgical needs for treatment of disease or bite dysfunction
often cannot afford to delay treatment and spread it over multiple insurance plan years, as their
condition may worsen if they wait to have necessary procedures.
- Premiums for dental insurance coverage average approximately $50 per month for an individual. If
these funds were set aside in a health savings plan, this would total $600 per year that could be used
for both dental and medical needs, without exclusions or limitations on how it is spent.

e Most dental plans exclude coverage for cosmetic treatments, such as teeth whitening or veneers.
Many have age or frequency limitations, such as for fluoride treatments or dental sealants.

o Some dental plans do not offer coverage for pre-existing conditions, such as missing teeth. This type
of plan would not cover prosthetic tooth replacement procedures, such as bridges, partial dentures,
full dentures or dental implants. Most dental plans also have waiting periods for replacement of
defective restorations, such as crowns, bridges or implants.

e Many insurance plans will apply “alternate benefits” towards a service, such as paying for silver
fillings rather than tooth-colored fillings, or, not covering major restorative services, such as a
crowns, inlays or onlays, and paying for regular fillings instead.

e Some dental plans may use the terms "usual, customary and reasonable” (UCR) to determine
insurance benefits. This term applies to fee research methods used by dental insurance carriers to set
reimbursement levels across the country. The criteria upon which this research is based; such as
region, time intervals, type of dentist, etc. can vary greatly from one insurance carrier to another.

Our Commitment is to Your Health, regardless of insurance status.
Facts About Insurance is for general use and information for our patients. It is not intended to be a
guarantee of coverage or acceptance of insurance plans in our office.

1498 KLONDIKE ROAD, SUITE 201 | CONYERS, GA 30094 | 770.922.7900
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