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1820 Coit Rd, Ste 145 TX 75075 (972) 964-8989

Patient Registration
Today’s Date:_____________________     D.O.B:_____________________ SS#:______________________________

Patient’s Name:_________________________________________Preferred Name:____________________________

Reason for this visit:_______________________________________________________________________________

Address:____________________________________________City:_____________State:__________Zip:__________

HM #________________________ WK#____________________________ Cell #_____________________________

DL #___________________________ Sex:____________  Marital Status:___________________________________

Employer:_______________________________________ Email:__________________________________________

How did you hear about our office?___________________________________________________________________

Dental Insurance Information

Insured’s Name:______________________________________ Relation to patient:___________________________

Insured’s SS #:___________________________________ D.O.B_______________________________

Insured’s Employer:__________________________________ State:_________ Zip:___________________________

Claims Address:__________________________________________________________________________________

Phone #:___________________________________________  Group #:_____________________________________

The information above is true and correct to the best of my belief. I authorize any provider of service to furnish any information requested. I also hereby authorize my Dental Plan Administrator to release or obtain from my organization or person information that may be necessary to determine benefits payable under the group benefits with the Dental Benefit Plan. A Photostat copy of this authorization shall be considered as effective and valid as the original.

I understand that I am responsible for all the charges for all services rendered to me or any member of my family. I understand that I need to give a 48 hours noticed to cancel any appointment I have made with third smile dentistry. 

Although I have requested the dentist to bill my insurance on my behalf, I clearly understand that it is still my responsibility to make sure that the bill is paid within 45 days. If for any reason, my insurance company does not pay any portion of my bill, I further agree to make prompt payment of the bill.

 Signature:______________________________________________________ Date:__________________________

     Medical History

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 will receive. Thank you for answering the following questions.
Are you under a physician’s care now?                                 YES / NO    if yes, please explain: ___________________________________________________________

Have you ever been hospitalized or had a major operation? YES / NO    if yes, please explain: ___________________________________________________________

             Have you ever had a serious head or neck injury?                 YES / NO     if yes, please explain: __________________________________________________________

Are you taking any medications, pills or drugs?                    YES / NO      if yes, please explain:__________________________________________________________

Do you take, or have taken, Phen-Fen or Redux?                  YES / NO      if yes, please explain: _________________________________________________________  

             Are you on a special diet?                                                       YES / NO      if yes, please explain:__________________________________________________________

Do you use tobacco?                                                               YES / NO     if yes, please explain: __________________________________________________________

Do you use controlled substances?                                    YES / NO     if yes, please explain:__________________________________________________________
WOMEN: Are you   

 ( Pregnant/Trying to get pregnant?    ( Nursing?     ( Taking oral contraceptives?

Are you allergic to any of the following?
( Aspirin     ( Penicillin     (Codeine     ( Acrylic     ( Metal     ( Latex     ( Local Anesthetics 

( Other  if yes, please explain:_______________________________________________________________________

 Do you have, or have you had, any of the following?

· Aids/ HIV Positive

· Alzheimer’s Disease

· Anaphylaxis

· Anemia

· Angina

· Arthritis/Gout

· Artificial Heart Valve

· Artificial Joint

· Asthma

· Blood Disease

· Blood Transfusion

· Breathing Problem

·     Bruise Easily

· Cancer

· Chemotherapy

· Chest Pains

· Cold Sores/Fever Blisters

· Congenital Heart Disorder

· Convulsions

· Cortisone Medicine

· Diabetes

· Drug Addiction

· Easily Winded

· Emphysema

· Epilepsy or Seizures

· Excessive Bleeding

· Excessive Thirst 

· Fainting Spells/Dizziness

· Frequent Cough

· Frequent Diarrhea

· Frequent Headaches

· Genital Herpes

· Glaucoma

· Hay Fever

· Heart Attack/Failure

· Heart Murmur

· Heart Pace Maker

· Heart Trouble/Disease

· Hemophilia

· Hepatitis A

· Hepatitis B or C

· Herpes 

· High Blood Pressure

· Hives or Rash

· Hypoglycemia

· Irregular Heartbeat

· Kidney Problems

· Leukemia

· Liver Disease

· Low Blood Pressure

· Lung Disease

· Mitral Valve Prolapse

· Pain in Jaw Joints

· Parathyroid Disease

· Psychiatric Care

· Radiation Treatments

· Recent Weight Loss

· Renal Dialysis

· Rheumatic Fever

· Rheumatism

· Scarlet Fever

· Shingles

· Sickle Cell Disease

· Sinus Trouble

· Spina Bifida

· Stomach/Intestinal Disease

· Stroke Swelling of Limbs

· Thyroid Disease

· Tonsillitis

· Tuberculosis

· Tumors or Growths

· Ulcers

· Venereal Disease

· Yellow Jaundice

Have you ever had any serious illness not listed above? YES / NO  if yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

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_____________
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4701 W. Parker Road Plano, TX 75093 (972) 964-8989

NOTICE OF PRIVACY PRACTICES

PATIENT ACKNOWLEDGEMENT
Patient Name:_________________________________ Date of Birth:________________

I have been given the opportunity to receive THIRD SMILE’S Notice of Privacy Practices. I understand that this notice is Federally mandated and that it provides in detail the uses and disclosures of my protected health information that may be made by THIRD SMILE, my individual rights and the THRID SMILE legal duties with respect to my protected health information. These include, but are not limited to the following:

· A statement that THIRD SMILE is required by law to maintain the privacy of protected health information

· A statement that they are required to follow the terms of the notice currently in effect.

· Types of uses and disclosures that can be made for each of the following purposes: Treatment, Payment, and Health Care Operations.

· A description of other situation where disclosure of protected health information is permitted or required without my consent or authorization.

· A description of uses and disclosures that are prohibited or limited by law

· A description of disclosures that require my written authorization and how I may revoke authorizations.

· My individual rights with respect to protected health information and how I can exercise those rights in relationship to:

· The right to complain to THIRD SMILE and to the Secretary of HHS if my privacy rights have been violated and that no retaliatory actions will be taken because of such a complaint.

·  The right to request restrictions of certain uses and disclosures of my protected health. However, I understand that THIRD SMILE does not have to agree to honor my request restrictions.

· The right to receive confidential communications of protected health information

· The limited right to inspect and copy certain protected health information.

· The right to request to amend protected health information

· The right to request an accounting of disclosures of protected health information.

· The right to obtain a paper copy of the Notice of Privacy Practices for THIRD SMILE upon request.

Signature:________________________________________ Date:________________________
Consent to Treatment

We are committed to doing our best for you.  This begins with understanding your dental needs and goals, and is followed by a thorough and complete dental exam, a thoroughly documented dental record and diagnosis.  This is the foundation on which all services provided are based.

As part of that examination, I understand that you and your staff may take x-rays, study models, photographs and perform other diagnostic procedures which you may deem appropriate to make a thorough diagnosis of my dental condition and needs.  I acknowledge that I have the opportunity to ask questions about the examination, and the procedures to be used.  I give permission to release any medical/dental information that you may deem necessary for treatment.

I understand that a treatment plan and alternative treatment options will be presented to me on the basis of the diagnostic procedures completed.  I acknowledge that I have the opportunity to ask questions about the treatment plan and alternative treatments and any of the procedures to be used.  I believe I have sufficient information to give my consent.

Patient Signature:___________________________________Date:____________________

Financial Arrangements

The services rendered at Third Smile are provided only on the basis of payment in full at the time of service.  Payment at each visit may be made in any of the following manners: Cash, VISA, Mastercard, or check.  Payments plans are available through CareCredit an independent company.  If you would like to make financial arrangements through CareCredit, please discuss this with our office manager. All fees will be discussed with you in advance.

I understand that my dental insurance is a contract between the insurance carrier and me, and not between the insurance carrier and the doctor and that I am still fully responsible for all dental fees.

In the event of default of any kind on these financial obligations, the patient and the responsible party will be liable for all costs, including interest at the rate of 1.5% (18%APR).  A monthly service charge of $25.00 per month, collection costs, attorney’s fees and court cost incurred to collect said funds.

I accept the above provisions and request dental services at Third Smile.

Patient Signature:___________________________________Date:_______________ 






                          Appointments

We respect your time commitment when you came for your dental visit. A valuable time has been reserved just for you when you schedule your appointment. Please give us 48- hour notice for any change in scheduling. A $50.00 fee will be assessed for missed appointments and late cancellations and must be paid prior to rescheduling

Patient Signature:___________________________________Date:_______________ 

Herman B. Dumbrigue, DDM PA    

Diplomate, American Board of Prosthodontics 
4701 W Parker Rd, Ste 615, Plano, TX 75093

(972) 964 8989 Phone   (972) 964 8985 Fax

www.thirdsmile.com
FACTS REGARDING YOUR INSURANCE

Insurance is rapidly playing a larger role in helping people obtain dental treatment.  Since we strongly feel that our patients deserve the best possible care that we can provide, and in an effort to maintain this high quality care, we would like to share some facts about dental insurance with you.

Fact #1:  Insurance is not intended to be a “Pay-All”.  It is only meant to be an aid in providing some health care dollars towards the total cost of treatment.

Fact #2:  Many plans tell their insured that they will be covered “up to 80%” or “up to 100%”.  In spite of what the plan tells you or this office, our experience is that although some plans pay more, many plans pay less.  The amount that your plan pays is determined by how much your employer paid for the plan.  The less that they paid for the insurance, the less you will receive in benefits.

Fact #3:  It has been the experience of most provider offices (including our own) that often insurance companies will tell their customers that the doctor’s fees “are above the usual and customary”, rather than tell their customer that “our insurance company’s benefits are too low”.  We would like to assure you that our fees are both reasonable and customary for this area for the services that we provide.  

Fact #4:  Many routine dental procedures provided by this office are not covered by insurance plans.  This, however, in no way indicates that they are not medically necessary or desirable.

We hope that you find this information helpful in understanding insurance benefits.  Please do not hesitate to ask us any questions about our office policies.  We want you to be comfortable in dealing with these matters, and we urge you to consult with us if you have any questions regarding our services and/or fees.  We will fill out and file insurance forms on your primary insurance at no charge, and we will do all that we can to assure that you receive the maximum insurance benefits to which you are entitled.

If we take assignment on your insurance, we feel that 45 days is a reasonable length of time for us to wait for payment from your insurance company.
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