DPream Smile Family Dentistry
24805 Pinebrook Rd, Suite 212, Chantilly VA 20152
703-327-9908

PATIENT INTRODUCTION AND HISTORY

Patient History
Patient Name

Today's date

Date of Birth

Reason for this visit

Sex ) Male

O Female

Referred or recommendead to us by

Allergies to:

Latex: Yes [ No (1

Allergies to medications:

Blood pressure:

Allergies to other:

DENTAL HISTORY PAST DENTAL HISTORY Y N
Previous Dentist: One or more fillings in the
last 3 years? -
Last Dental Visit: Family history of extensive
decay? 0o
Last Dental Cleaning: Treatment for gum
(periodontal) disease? O O
Frequency of Dental Exam: Family history of gum O O
(penodontal) disease?
Frequency of Brushing: Have you had
(orthodontics) braces? 0o
Freqguency of Flossing: Have you had any dental a o
implants?
What are some typical Treatment for
foods eaten between tempormandibular O O
meals: disorders?
What types of beverages Do you wear denture(s) or a o

do you typically drink:

partial denture(s)?

DO YOU HAVE CONSISTENT PROBLEMS WITH: Y N Y N
Dry mouth/excessive thirst? O O Difficulty chewing? OO
Sensitive teeth? Hot Cold Sweets Pressure (O (O Food catches between teeth? 00O
Mouth odors! bad taste? J (O Teethffilling break frequently? OO
Cold sores/blistersioral lesions? ] 3 Clenching/grinding habits? 00
Are you aware of any swelling or lumps? J O Do you hear popping, clicking, or snapping? [ (O
Sore, bleeding gums? O O Do youhave jaw pain? 0O O
Loose testh? O O Areyou nervous about dental work? OO




MEDICAL HISTORY
Medication DOSAGE FREQUENCY

PAST AND CURRENT MEDICAL CONDITIONS (MARK ALL THAT APPLY)

Y N ¥ N
Hospitalization/operation(s) Sinus trouble
in last & years o O o O
Details:

Waomen: pregnant Radiation Treatment to
O O HeadiNeck e

oral contraceptives O O Kidney disease

|l

Rheumatic fever o O Eating disorder

|

Heart murmur

O Immunclogical disease

a

g
O

Heart surgery Fibromyalgia

O

O
O
O

Pacemaker Arthritis or other joint

disorders

O
O
O
O

Artificial joints Headaches

0

0
0
0

High blood pressure Other psychiatric disorders

O
O
O
O

O
O
O
O

Bleeding problem Convulsions

Anemia 0 Cerebral palsy

0O
0O
0O

Lung disease “enereal disease

O

O
O
O

Alcohol or chemical
dependenc

Shortness of breath

O
O

Sleep apnea O O Thyroid disease 0O O

THIS IS MY AUTHORIZATION TO DR. ARCHANA REJINTALA, FOLLOWING EXPLANATION OF THE PROCEDURES, METHODS AND MEDICATIONS INVOLVED, TO PERFORM
ALL NECESSARY DIAGNOSTIC, PREVENTIVE, RESTORATIVE, SURGICAL, ORTHODONTIC AN ASSOCIATED DENTAL TREATMENT. THE INFORMATION | HAVE PROVIDED IS,
TO THE BEST OF MY KNOWLEDGE, ACCURATE AND COMPLETE. | AUTHORIZE AND CONSENT TO THE RELEASE OF ALL INFORMATION CONCERNING MY DENTAL
HEALTH AND TREATMENT HISTORY TO 3RD PARTY PAYERS AND TWO OTHER HEALTH PROFESSIONALS. THIS CONSENT IS TO REMAIN IN EFFECT UNTIL CANCELLED IN
WRITING.

Signature Date




Dream Smile Family Dentistry
24805 Pinebrook Rd, Suite 212, Chantilly VA 20152
703-327-9908

FINANCIAL RECORD

Residence address City Zip
Residence phone Cell Phone
“Email:

| Pleaze check here if you do not wish to receive email correspondance

Full name Marital Status

Social Security number

Occupation Employed by

Spouse's full name

Social Security number
Address if different
Occupation Employed by

Hawve any family members been patients in our office in the past? If so, please list:

If family is not living together, person financially responsible for account

DENTAL INSURANCE INFORMATION

First Policy
Name of policy holder
Social Security # D # Birthdate
Insurance name Employer Group/policy #

Second Policy
Name of policy holder

Social Security # ID# Birthdate
Insurance name Emplayer Group/policy #

Assignment of Benefits

I hereby authorize payment of insurance benefits otherwise payable to me directly to Dr. Archana Rejintala. | understand that | am
financially responsible for all charges not reimbursed by my insurance carrier(s). | authorize and consent to the release of dental
and financial information necessary for the filing of insurance claims

Signature Date

THE INFORMATION | HAVE GIVEN IS, TO THE BEST OF MY KNOWLEDGE, ACCURATE AND COMPLETE. | UNDERSTAND THAT | AM RESPONSIBLE FOR, AND AGREE TO
THE PAYMENT OF, ALL CHARGES IN CURD IN THE OFFICE IN THE CARE AND TREATMENT OF MY FAMILY MEMBERS. IN THE EVENT THAT FINANCIAL RESPONSIBILITY
CHANGES, | UNDERSTAND THAT | AM STILL RESPONSIBLE UNTIL NEW FINANCIAL RESPONSIBILITY IS ESTABLISHED AND ACCEPTED BY DR. ARCHANA REJINTALA. IF
PAYMENT OF ANY BALANCE IS NOT RECEIVED WITHIN 90 DAYS OF 1ST STATEMENT DATE, ACCOUNT WILL BE SENT TO COLLECTIONS, AND MY BALANCE WILL BE



INCREASED BY 33.3%. THIS ACCEPTANCE OF FINANCIAL RESPONSIBILITY IS TO REMAIN IN FORCE UNTIL CANCELLED IN WRITING.

Signature Date

Pream Smile Family Dentistry
24805 Pinebrook Rd, Suite 212, Chantilly VA 20152
703-327-9908

Cancellation and Scheduling Policy

We require a two-business day advanced notice for any changes or cancellations of your
appointment. For appointments over an hour we require a three-business day advanced notice. This
allows us the time we initially reserved especially for you in our schedule to be filled by another
patient who may have been waiting for this appointment time. We do, however, understand that
iliness and emergencies occur and we do accommodate for those rare instances.

If you arrive more than 15 minutes late for your scheduled appointment and we cannot accommodate
you, you will be charged the cancellation fee.

A $75 fee will be charged to your account for not honoring this policy. Please note that this fee will
not be billed to your insurance and you will be required to pay this fee before your next appointment.

We reserve time in our schedule for you in advance in order to accommodate your busy schedule.
We ask for a deposit to reserve appointments scheduled for over an hour. The depositis a third of
your estimated patient portion for the treatment scheduled.

We ask that you give us the same consideration when needing to change or cancel your
appointment.

| UNDERSTAND THAT THERE IS A 45-HOUR CANCELLATION POLICY. | UNDERSTAND THAT A $75 FEE WILL BE CHARGED IF | FAIL TO
KEEP MY APPOINTMENT OR DO NOT CANCEL AT LEAST 43 HOURS IN ADVANCE

Signature Date




Our Office Policy Regarding Dental Insurance — Dream Smile Family Dentistry

If we have received all of your insurance information on the day of the appointment, we will be happy to file your claim for
you. You must be familiar with your insurance benefits, as we will collect from you the estimated amount insurance is not
expected to pay. By law your insurance company is required to pay each claim within 30 days of receipt. We file all
insurance electronically, so your insurance company will receive each claim within days of the treatment. You are
responsible for any balance on your account after 30 days, whether insurance has paid or not. If you have not paid your
balance within 60 days a re-billing fee of 1.5% will be added to your account each menth until paid. We will be glad to
send a refund to you if your insurance pays us.

PLEASE UNDERSTAMND that we file dental insurance as a courtesy to our patients. We do not have a contract with your
insurance company, only you do. We are not responsible for how your insurance company handles its claims or for what
benefits they pay on a claim. We can only assist you in estimating your portion of the cost of treatment. We at no time
guarantee what your insurance will or will not do with each claim. Please be advised that if you have any treatment at
ancther office, you may not have your full maximum coverage available. We also cannot be responsible for any errors in
filing your insurance. Once again, we file claims as a courtesy to you.

Fact1-NO INSURANCE PAYS 100% OF ALL PROCEDURES

Dental insurance is meant to be an aid in receiving dental care. Many patients think that their insurance pays 90%-100%
of all dental fees. This is not truel Most plans only pay between 50%-80% of the average total fee. Some pay more, some
pay less. The percentage paid is usually determined by how much you or your employer has paid for coverage, or the
type of contract your employer has set up with the insurance company.

Fact 2 - BEMEFITS ARE NOT DETERMINED BY QUR OFFICE

You may have noticed that sometimes your dental insurer reimburses you or the dentist at a lower rate than the dentist's
actual fee. Frequently, insurance companies state that the reimbursement was reduced because your dentist's fee has
exceeded the usual, customary, or reasonable fee ("UCR") used by the company.

A statement such as this gives the impression that any fee greater than the amount paid by the insurance company is
unreasonable, or well above what most dentists in the area charge for a certain service. This can be very misleading and
simply is not accurate.

Insurance companies set their own schedules, and each company uses a different set of fees they consider allowable.
These allowable fees may vary widely, because each company collects fee information from claims it processes. The
insurance company then takes this data and arbitrarily chooses a level they call the "allowable™ UCR Fee. Frequently, this
data can be three to five years old and these "allowable” fees are set by the insurance company so they can make a net
20%-30% profit.

Unfortunately, insurance companies imply that your dentist is "overcharging”, rather than say that they are "underpaying”,
or that their benefits are low. In general, the less expensive insurance policy will use a lower usual, customary, or
reasonable (UCR) figure.



Fact 3 - DEDUCTIBLES & CO-PAYMENTS MUST BE CONSIDERED

When estimating dental benefits, deductibles and percentages must be considerad. To illustrate, assume the fee for
service is $150.00. Assuming that the insurance company allows $150.00 as its usual and custemary (UCR) fee, we can
figure out what benefits will be paid. First a deductible (paid by you), on average $50, is subtracted, leaving $100.00. The
plan then pays 80% for this particular procedure. The insurance company will then pay 80% of $100.00, or $30.00. Out of
a $150.00 fee they will pay an estimated $80.00 leaving a remaining portion of $70.00 (to be paid by the patient). Of
course, if the UCR is less than $150.00 or your plan pays only at 50% then the insurance benefits will also be significantly
less.

MOST IMPORTANTLY, please keep us informed of any insurance changes such as policy name, insurance company
address, or a change of employment.

l, understand the Office Policy regarding Dental Insurance.

Patient Signature
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