
SIENA DENTAL 
Dr. David L. Mahon 

 

  Chart #:__________ 
      FOR OFFICE USE ONLY 
 

Patient Information 
 

Patient Name: _________________________________________________________  Date:_______________ 
                                  Last                                                         First                                               MI 
      Male    Female                                                Married    Single    Child    Other _____________ 
 

Social Security #: ________________________________  Birth Date: _________________________________ 
 

Phone (Home): _____________ (Work): ____________ (Cell):____________E-Mail Address:________________ 
__ 

Preferred appointment times:   Morning    Afternoon    Evening    Any Time    M  T  W  T  F  S 
 

Address: __________________________________________________________________________________ 
                            Street                                                                                                                                     Apartment # 
 __________________________________________________________________________________ 
                            City                                                                                  State                                                 Zip Code 

Health Information 
 

Date of Last Dental Visit: __________________  Reason for this visit:___________________________________ 
 

Have you ever had any of the following?  Please check those that apply: (Mark pregnancy only if currently preg)
 AIDS/HIV 
 Allergies __________ 

                  __________ 
 Anemia   
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 
 Dizziness 
 Epilepsy 
 Excessive Bleeding 

 Fainting 
 Glaucoma 
 Growths 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Jaundice 
 Kidney Disease 
 Liver Disease 
 Mental Disorders 

 Nervous Disorders 
 Pacemaker 
 Phen-Fen 
 Pregnancy 

    Due date:_________ 
 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Stomach Problems 
 Stroke 
 Tuberculosis 

 Tumors 
 Ulcers 
 Venereal Disease 
 Codeine Allergy 
 Penicillin Allergy 
 Tobacco Use 
 Chemo Therapy  

OTHER: 
 _________________ 

 
 

 

• Have you ever had any complications following dental treatment?     Yes   No 
     If yes, please explain:_______________________________________________________________________ 
 

• Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

• Are you now under the care of a physician?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

• Name of Physician: _______________________________________________  Phone:___________________ 
 

• Do you have any health problems that need further clarification?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have 
any change in my health, I will inform the doctors at the next appointment without fail. 
 

_________________________________________________________________  Date: ___________________ 
   Signature of patient, parent or guardian 
____________________________________________________________________________________________________________ Date: ___________________________________ 
 

**REQUIRED REFERRAL INFORMATION** Please be specific: 
 

Whom may we thank for referring you to our practice?    Another patient, friend    Another patient, relative 
 

   Internet Yellow Pages  Phone Book/Yellow Pages     Insurance Listing     Drive By/Walk in  
     Other__________________ 
 

Name of person or office referring you to our practice:______________________________________________ 
 



Spouse or Responsible Party Information 
The following is for:    the patient's spouse     the person responsible for payment or current patient 
 

Name:   
                     Male    Female                                Married    Single    Child    Other   
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call:   
 

Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code 

 Employment Information 
The following is for:    the patient                   the person responsible for payment 
 

Employer Name:    Occupation:   
 

Address:     
                                  Street                                                                                                           City                                                                    State                      Zip Code 

Insurance Information 

Primary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:  
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address:    
 

   
Secondary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:  
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 
Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address:    
 

   

Consent for Services 
 

After initial appointment of exam and full mouth set of x-rays, I understand I will be required to consent to dental examination and x-rays every 12-18 months. Failure to comply with practice 
standards may require my voluntary or involuntary dismissal from practice. 
 
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for the costs incurred in their care and 
financial responsibility on the part of each patient must be determined before treatment. 
 

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed. 
 

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services.  This 
office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  However, this dental office 
cannot render services on the assumption that our charges will be paid by an insurance company. 
 

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination. 
 

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time 
said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, 
within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay 
all costs and reasonable attorney fees if suit be instituted hereunder. 
 

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form. 
 
 

I have read the above conditions of treatment and payment and agree to their content. 
 
____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of patient, parent or guardian 
 
____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of guarantor of payment/responsible party 
 



 
 
 
 
 
 
 
 

Siena Dental 
Tuberculosis Screening 

 
 
Per Center for Disease Control, we are required to ask you the following 
information and questions. 
 
Circle the appropriate response 
 
Have you ever been subjected to tuberculosis?    Yes or No 
Have you come into contact with anyone who has tuberculosis?  Yes or No 
 
Have you had or have any of the following symptoms? 
Chronic Cough for over 3 weeks? Yes or No 
Bloody Sputum (Mucus)?  Yes or No 
Unexplained Weight Loss?  Yes or No 
Night Sweats?  Yes or No 
Recent travel outside the U.S? Yes or No 
Live in concentrated housing with or with out a tuberculosis patient present? 
Yes or No 
 

If you have any questions or concerns, please alert a staff member as soon as 
possible. 
 
Print Name:________________________________________________________ 
 
 
Signature:_________________________________________________________ 
 
 
Date:_____________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



LIST OF MEDICATIONS AND CONDITIONS 
 
 

Patient Name:__________________________________  Date of Birth:____________ 
 
 
Date           Name of Medication/dosage              Frequency             Condition Treated 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
______       __________________________         __________            ________________ 
 
Signature of Patient:______________________________________________________ 
 
Signature of Dentist:______________________________________________________ 



Siena Dental                     
Family and Cosmetic Dentistry          10075 S. Eastern Ave.,Ste #107 
David L. Mahon, D.D.S.                         Henderson, NV 89052 
             (702) 567-0000 
             (702) 567-1777 fax 
 
 
 
 

Financial Policy 
 
 
 
 
As a condition of your treatment by this office, financial arrangements must be 
made in advance.  The practice depends upon reimbursement from the patients for 
the costs incurred in our care and financial responsibility on the part of each patient 
must be determined before treatment. 
 
All emergency dental services, or any dental services performed without previous 
financial arrangements, must be paid for in cash at the time services are performed. 
 
Patients who carry dental insurance understand that all dental services furnished 
are charged directly to the patient and that he or she is personally responsible for 
payment of all dental services.  We will bill the patient’s insurance company and 
will credit any such collections to the patient’s account.  The patient or responsible 
party is required to pay their co-payment at the time services are rendered.  
However, if the insurance company pays less than what has been estimated, the 
patient or responsible party will have to pay the balance. 
 
If your account exceeds 90 days it is considered delinquent and will be sent to our 
collection agency.  You are responsible for any collection charges or fees incurred by 
our office. 
 
Siena Dental requires 24-hour notice to cancel or reschedule any appointment. 
Broken, cancelled or rescheduled appointments may result in serious delay in 
treatment and a $75 service charge.  
 
I understand and accept all conditions of Siena Dental’s financial policy. 
 
 
Patient Name: ______________________________________Date: ________________ 
 
 
Patient or Responsible Party’s Signature: ____________________________________ 
 



 
NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT  

 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA), I have 
certain rights to privacy regarding my protected health information. I understand that this information can 
and will be used to: 
 

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers 
who may be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physician certifications.   

 
 
I have received, read and understand your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information.  I understand that Siena Dental has the 
right to change its Notice of Privacy Practices from time to time and that I may contact Siena Dental at 
any time at the address above to obtain a current copy of the Notice of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed 
to carry out any treatment, payment or health care operations. I also understand you are not required to 
agree to my requested restrictions, but if you do agree then you are bound to abide by my restrictions. 
 
Patient Name     __________________________________________ 
 
Relationship to Patient          __________________________________________ 
(If Patient is a minor) 
 
Signature                               __________________________________________ 
 
Date                                       __________________________________________ 
 
 
Listed below is the person(s) I authorize to access information regarding my dental treatment, account, 
scheduled appointments and any other pertinent information regarding my dental care. I understand any one 
not listed on this form will not be able to gain access to any of my dental information: 
 
______________________________________   ____________________________ 
Name        Relationship to Patient 
 
 
 

OFFICE USE ONLY 
 

I attempted to obtain patient’s signature in acknowledgement on this Notice of privacy Practiced 
Acknowledgement, but was unable to do so as documented below: 
 
 
Date:         Initials:  Reason: 
     

 
 
 



 
 

NOTICE OF PRIVACY PRACTICES 
 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFROMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACESS TO THIS INFORMATION. 

PLEASE REVIEW THE FOLLOWING INFORMATION CAREFULLY. 
 
 

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all 
medical records and other individually identifiable health information used or disclosed by us in any form, whether it 
electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights 
to understand and control how your health information is used. “HIPAA” provides penalties for covered entities that 
misuse personal health information. 
 
As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the privacy of your 
health information and how we may use personal health information. 
 
We may use and disclose your medical records only for each of the following purposes: treatment, payment and health 
care operations. 
 

• Treatment means providing, coordinating, or managing health care and related services by one or more 
health care providers. An example of this would be teeth cleaning services. 

• Payment means such activities as obtaining reimbursement for services, confirming coverage billing or 
collection activities, and utilization review. An example of this would be sending a bill for your visit to your 
insurance company for payment.  

• Health care operations include the business aspects of running our practice, such as conduction quality 
assessment and improvement activities, auditing functions, cost-management analysis and customer service. 
An example would be an internal quality assessment review. 

 
We may also create and distribute de-identified health information by removing all references to individually 
identifiable information. 
 
We will contact you to provide appointment reminders or information about treatment alternatives or other health-
related benefits and services that may be of interest to you. We will attempt to reach you at all numbers listed as a 
contact number.  A message will be left on voice-mail or with an individual in the event someone answers the phone. 
Our office requires confirmation for all scheduled appointments, if you choose not to receive a phone call, you must 
contact our office to confirm the day prior to your appointment.  
 
Any other uses and disclosures will be made only made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent that we 
have already taken actions relying on your authorization.  
 
You have the following rights with respect to your protected health information, which you can exercise by presenting 
a written request to the Privacy Officer: 
 

• The right to request restrictions on certain uses and disclosures of protected health information, including 
those related to disclosures to family members, other relatives, close personal friends, or any other person 
identified by you. We are, however, not required to agree in writing to remove it. 

• The right to reasonable requests to receive confidential communications of protected health information from 
us by alternative means or at alternative locations. 

• Right to inspect and copy your protected health information. 
• The right to amend your protected health information. 
• The right to receive an accounting of disclosure if protected health information. 
• The right to obtain a paper copy of this notice from us upon request. 
 

 
PLEASE RETAIN FOR YOUR RECORDS  
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