
Thank you for filling this form out completely. It will allow us to serve you more effectively. 
If you have questions at any time, please ask us. We are happy to help! 

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and 
maintain maximum oral health. Please fill out this form completely. 

The better we communicate, the better can care for you and your smile!

WELCOME 

Name_________________________________ 

Preferred Name_________________________ 

Male         Female Unspecified 

Single      Married      Divorced      Widowed      Separated 

Birth Date____________ Age______________ 

SS#___________________________________ 

Address_______________________________ 

City____________ State_________ Zip______ 

Email_________________________________ 

Home #____________   Work #____________ 

Cell#__________________________________ 

Whom may we thank for referring 
you?__________________________________ 

Other family members seen by 
us____________________________________ 

Last dental cleaning/visit date______________ 

Employer_______________________________ 

Employer Ph.#___________________________ 

Employer Address________________________ 

ABOUT YOU 

Provider Name__________________________ 

Provider Address________________________ 

City____________ State_________ Zip______ 

Phone #_______________________________    

Group #________________________________ 

Subscriber ID # __________________________ 

Insured’s Birth Date ______________________ 

Insured’s Phone # _______________________ 

Insured’s SS # ___________________________ 

**ID # is sometimes different than SS#. 

IF YOU HAVE A SECONDARY INSURANCE 
POLICY, PLEASE LET A TEAM MEMBER KNOW. 

INSURANCE 

 
PERSON RESPONSIBLE FOR ACCOUNT 

Name________________   Relation_____________ 

Home # _____________   Work # ______________ 

Cell # ______________   Birth Date_____________ 

Email _____________________________________ 

Male         Female Unspecified  

ACCOUNT INFO 



Our office is HIPAA compliant and committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC, 
and the ADA. 

Financial Policy
Patient responsibility plays a big role in successful treatment. Attending scheduled visits and performing dental home 

care recommendations resulting in a winning smile for years to come. 

Accounts are due and payable at the time of service unless other arrangements have been made with 
our Office Manager. 

For patients with insurance, we will gladly bill your insurance for you as a courtesy, when you provide 
the necessary information. We will accept payment directly from the insurance company only for that 
percentage the company has estimated to cover. Insurance companies are usually clear when they 
provide information regarding your coverage. They use a disclaimer that states, "all claims are subject to 
eligibility and plan provisions at the time the services are rendered. This is not a guarantee of coverage". 
We do our best to contact your insurance company and get an insurance breakdown of your policy. 
With this information, we can estimate your benefits and your cost portion. However, we encourage 
you to become familiar with your insurance benefits to ensure you understand the details of your 
policy. We require that you pay for the deductible and any non-covered fees at the time services are 
provided. 

We require a 24-hour notice for any appointment cancellation. Failure to provide 24-hour notice of 
cancellation may result in a minimum $35 cancellation fee. Thank you for your cooperation in advance. 

Notice of Privacy Practices- HIPAA 

It is the policy of Bailey Family Dentistry, PLLC to maintain the privacy of all patients' transactions. Bailey Family 
Dentistry, PLLC is hereby authorized to release any medical or incidental information that may be necessary for 
medical care or in processing requests for financial benefits. A copy of our Privacy Policy is available for your review. 

By law, Bailey Family Dentistry, PLLC can discuss or give information regarding your care only to persons you 
designate to us. Please list those persons with whom we may discuss your care today or in the future. 

Name:______________________________ Relationship: __________________________________ 

Name: _____________________________ Relationship :__________________________________ 

 I understand that the information I have given today is correct to the best of my knowledge. I also understand that 
this information will be held in the strictest of confidence and it is my responsibility to inform this office of any 
changes in my medical status. I authorize the dental team to perform any necessary dental services that I may need 
during diagnosis and treatment with my informed consent. 

In the event that payment in full for charges is not made, I agree to pay all cost of collection including a 50% collection 
fee, attorney fees, and court costs.  

Print Name_______________________  Signature __________________________  Date_______________________ 

    ACKNOWLEDGEMENTS 



BAILEY 
c��

--

Medical Health History 

PATIENT NAME __________________ Birth Date ____________________ _ 

---------------· - ·--·---- ---------------------------
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may 
have, or medication that you may be taking, could have an important interrelationship with the dentistry you wiH receive. Thank you for answering the 
following questions. 

------ ... -- --- ----------------------------� 

Are you under a physician's care oow? 0 Yes() No If yes, please explul: ________________ _
Have you ever been hospitalized or had a major operation?Q Yes O No If yes, please explui: 

-----------------

Have you ever had a serious head or neck injury? 0 Yes O No If yes, please explain: 
-----------------

Are you taking any medications, pills, or drugs? 0 Yes O No If yes, please explain: _______________ _ 
Do you take, or have you taken, Phen-Fen or Redux? 0 Yes O No 

Have you ever taken Fosamax, Boniva, Actonet or any O y O Noother medications containing bisphosphonates? es 

Women: Are you 

Are you on a special diet? 0 Yes O No 
Do you use tobacco? 0 Yes O No 

Do you use controlled substances? 0 Yes O No 

Pregnant/Trying to get pregnant? 0 Yes O .No Taking oral contraceptives? Q Yes Q No 

Are you allergic to any of the following? 
0 Aspirin O Penicillin O Codeine D Local Anesthetics □ Acrylic 

Nursing? 0 Yes O No 

□ Metal □ Latex 0 Sulfa drugs 

O Other If yes, please explain:----------------------------------

Do you have, or have you had, any of the following? 
AIDS/HIV Positive 0 YesO No Cortisone Medicine Q Yes Q No 
Alzheimel"s Disease Q YesQ No Diabeles Q YesQ No 
Anaphylaxis Q YesQ No Drug Addiction Q YesQ No 
Anemia 0 YesO No Easily Winded 0 YesQ No 
Ar9f18. O YesO No Emphysema Q YesQ No 
ArthritislGout Q YesQ No Epilepsy or Seizures 0 Yes() No 
Artificial Heart VI/Ne 0 YesO No ExcesslYe Bleeding Q YesQ No 
Artlficlal Joint QYesQ No Exc8ssiYe Thirst 0 YesQ No 
Asltwna 0 YesQ No Fainting Spells/Diz:zineQ Yes Q No 
Blood Disease Q YesQ No Frequent Cough Q YesQ No 
Blood Transfusion 0 YesO No Frequent Diarrhea Q YesQ No 
Brealhing Problem 0 YesO No Frequent Headaches Q Yes() No 
Brui!le Easily Q YesQ No Genital Herpes Q Yes Q No 
cancer () YesQ No Glaucoma 0 Yes0 No 
CheinolhBI� Q YesQ No Hayfewr Q Yes Q No 
ChestPains 0 YesQ No Heart Attack/Failure () Yes() No 
Cold Sores/Fever Blilllers Q Yes Q No Heart Munnur Q YesQ No 
COngenital Heart Disorder() Yes Q No Heart Pacemaker 0 YesQ No 
CofMllsions Q Yes() No Heart Trouble/Disease () Yes Q No 

Have you ever had any serious illness not listed above? 0 Yes O No 

Comments: 

Hemoplda Q YesQ No 
HepatitisA 0 YesQ No 
Hepatitis B or C 0 YesQ No 
Helpes QvesQNo 
High Blood Pressure O Yes O No 
High Choleslurol QvesQ No 
Hives or Rash Q YesQ No 
Hypoglycemia 0 YesO No 
I� Hear1beet 0 YesQ No 
Kidney Problems 0 YesQ No 
Leukemia Q YesQNo 
Liver Disease Q YesQNo 
Low Blood Pressure Q Yes () No 
lung Disease () YesQ No 
Mitra! Valve ProiapseQ Yes Q No 
Osleoporosis Q YesQ No 

'. Pain In Jaw Joints Q YesQ No 
Paratl1yroid Disease Q Yes Q No 
Psyctiiatric Cate QYesQ No 

Radalion Treatmen!s 0 YesO No 
Aecent Weight Loss Q Yes� No 
Renal Dialysis 0 Yesu No 
Rheumatic� Q YesQ No 
Rheumatism Q YesQ No 
Scarlet� Q YesQ No 
Shingles 0 YesQ No 
SiddeCel� QvesQ No 
Sinus Trouble 0 YesQ No 
SpinaBifida QvesO No 
Slomachllnestinal Oi9ease Q Yes Q No 
Slroke 
SWelllng of Umbs 
Thyroid Disease 
Tonsillitis 
Tuberculosis 
Tumors or Growths 
Ulcers 
VenenJal Disease 
Yellow Jaundice 

QYesQ No 
8 Yes() No 

YesQ No 
8 Yesg No 

Yes No 

s Y•r Yes No 
b Yes No 

Yes No 

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be 
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN ___________________ DATE ________ _ 




