DENTAL HISTORY
When was your last dental visit? __________________________________________________
Please describe the main reason for your consultation/new patient appointment:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

DO YOU HAVE ANY OF THE FOLLOWING:
Discolored or dark teeth? _ Yes _ No
Chipped, thin, or worn down teeth? _ Yes _ No
Clenching or grinding your teeth? _ Yes _ No
TMJ, jaw, or muscle soreness? _ Yes _ No
Crowded or crooked teeth? _ Yes _ No
Frequent headaches or migraines? _ Yes _ No
History of orthodontic treatment? _ Yes _ No
Do you have a night guard? _ Yes _ No
Any history of gum disease? _ Yes _ No
Cover your mouth when you smile? _ Yes _ No
Red, swollen, bleeding, or receding gums? _ Yes _ No
Anxiety with dental work? _ Yes _ No

Patient’s Name (please print):___________________________________________________
Responsible Party (if patient is under18 years old):___________________________________
Signature: ___________________________________________Date:___________________

FINANCIAL POLICY
We appreciate the opportunity to serve you! We have found that a clear understanding of our
financial policy in advance of dental care helps to relieve some of the anxiety associated with
dental visits. Please read the following carefully and ask us any questions you might have. We
will do our best to answer them for you.
♦ Patients without insurance coverage need to know . . .
The fee for the treatment rendered must be paid in full on the day of service unless another
agreement is met between you and Westworth Village Family Dentistry. As a condition of
treatment for this office, financial arrangements must be made in writing in advance and signed
by both parties. Financial responsibility on the part of each patient must be determined before
treatment.
♦ Patients with insurance coverage need to know . . .
The estimated patient co-pay and deductible for the treatment rendered must be paid in full on
the day of service. We will file insurance claims for you as a courtesy. Please understand that
your insurance policy is a contract between you and your insurance company. We have no
control over their decisions to pay on the claims nor the amount they decide to pay. Please
understand that you are ultimately responsible for all fees generated by your treatment.
♦ We accept cash, checks, and most major credit cards. There will be a $25 fee on any
returned checks.
♦ 24 hours notice is required for rescheduling appointments.
A $50 fee will be applied to your account for rescheduling, canceling or failing to show up for
your appointment without 24 hours notice.
This is an agreement between Westworth Village Family Dentistry, as creditor, and the
Patient/Debtor named on this form. By executing this agreement, you consent to treatment by
Westworth Village Family Dentistry and her staff and agree to pay for all services that are
received. Once you have signed this agreement, you agree to all the terms and conditions
contained herein and the agreement will be in full force and effect.

Patient’s Name (please print):_____________________________________________________
Responsible Party (if patient is under18 years old):______________________________________
Signature:______________________________________________Date:__________________

Please initial each section.

___ PHOTOGRAPHY RELEASE
I understand that photographs and x-rays will be used as a record of my care, and may be used
for educational purposes in lectures, demonstrations, advertising, and professional publications.
My identity will be protected if any of my records are used in accordance to the HIPPA laws.
___ APPOINTMENTS
If I am more than 15 minutes late for my appointment time without reasonable explanation, I will
be required to reschedule and pay the $50.00 broken appointment fee.
___ EMERGENCY CARE
It is our philosophy to be available to any patient in discomfort, or in an emergency situation.
This courtesy is extended to all patients and we ask for your cooperation to only use the
emergency contact line for true emergencies, such as, a broken tooth or severe dental infection
causing swelling and pain. Please leave contact information and brief message.

Patient’s Name (please print):_____________________________________________________
Responsible Party (if patient is under18 years old):______________________________________
Signature: ____________________________________________Date:___________________

