
CONFIDENTIAL INFORMATION QUESTIONNAIRE

EMERGENCY CONTACT INFORMATION

REQUEST FOR CONFIDENTIAL COMMUNICATION

M A R I TA L STAT U S
S

UNDER AGE 18

PATIENT’S LEGAL NAME          LAST, FIRST MI

PREFER TO BE CALLED HOME PHONE # CELL PHONE #

E-MAIL

OCCUPATION

OCCUPATION

PATIENT’S / GUARDIAN’S EMPLOYER

WORK PHONE #

WORK PHONE #

WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE

SPOUSE’S EMPLOYER

DATE OF BIRTH

P L E A S E     P R I N T

SOCIAL SECURITY #SEX

SPOUSE’S NAME LAST, FIRST MI

PATIENT’S ADDRESS                  STREET APT#           CITY STATE               ZIP    

WORK ADDRESS STREET APT#           CITY STATE               ZIP    

SPOUSE’S  WORK ADDRESS    STREET APT#           CITY STATE               ZIP    

M W D

PERSON WE MAY CONTACT IN CASE OF AN EMERGENCY  (OTHER THAN YOUR FAMILY HOME)

RELATIONSHIPNAME

HOME PHONE #

AS MY DENTAL CARE PROVIDER, YOU MAY DO THE FOLLOWING WITH MY PERMISSION:
YES            NO

Contact me at home
Contact me via cell phone

Contact me at work
Contact me via e-mail

Leave messages on my home voicemail / answering machine
Leave messages on my cell phone voicemail

Leave messages on my work voicemail / answering machine

WORK PHONE # CELL PHONE #
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P L E A S E     P R I N T

INSURANCE AND FINANCIAL INFORMATION

ASSIGNMENT & RELEASE

I N S U R A N C E 
COV E R AG E

S ECO N DA RY 
COV E R AG E

YES

SELF

SELF

SPOUSE

SPOUSE

DEPENDENT

DEPENDENT

YES

INSURANCE COMPANY NAME

INSURANCE COMPANY NAME

SUBSCRIBER’S NAME

SUBSCRIBER’S NAME

GROUP / PROGRAM NUMBER

GROUP / PROGRAM NUMBER

SIGNATURE - PATIENT / GUARDIAN

WITNESS SIGNATURE DATE

DATE

EMPLOYER  (IF DIFFERENT FROM ABOVE)

EMPLOYER  (IF DIFFERENT FROM ABOVE)

SUBSCRIBER’S BIRTHDAY

SUBSCRIBER’S BIRTHDAY

EMPLOYER’S ADDRESS

EMPLOYER’S ADDRESS

SUBSCRIBER’S SSN / ID #

SUBSCRIBER’S SSN / ID #

INSURANCE ADDRESS

PATIENT’S RELATIONSHIP TO SUBSCRIBER

PATIENT’S RELATIONSHIP TO SUBSCRIBER

INSURANCE ADDRESS

INSURANCE PHONE

INSURANCE PHONE

NO

NO

I hereby authorize my insurance benefits to be paid directly to the dentists. I am financially responsible for any 
balances due and authorize the dentists to release any information for this claim. I authorize that my records can be 
used by the doctor if he so determines.  In consideration of the services rendered to me by this dental office, I am 
obligated to pay said office in accordance with its credit terms and policy.  

I consent to making of videotapes, photographs, and x-rays before, during, and after treatment, and to use the same 
by the doctor in scientific papers, demonstrations and/or presentations.  

I certify that I have read or had read to me the contents of this form and do realize the risks and limitations involved.

RELEASE INFORMATION

CONFIRMATIONS

YOU MAY DISCUSS MY HEALTHCARE WITH

DO YOU PREFER A CONFIRMATION CALL

OTHERS  (PLEASE PRINT)YES            NO
Health Care Providers
Insurance Companies

No, it is unnecessary Yes, it is a helpful reminder 

1.

2.

(
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Child Health/Dental History Form

Child’s History Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............................................... 1. q q

If yes, please list: _____________________________________________________________________________________________________________
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: _________________________________ 2. q q

3. Is the child allergic to anything else, such as certain foods? If yes, please explain: ____________________________________________________ 3. q q

4. How would you describe the child’s eating habits?________________________________________________________________________________
5. Has the child ever had a serious illness? If yes, when: ______________ Please describe: ______________________________________________ 5. q q

6. Has the child ever been hospitalized? ........................................................................................................................................................... 6. q q

7. Does the child have a history of any other illnesses? If yes, please list: ______________________________________________________________ 7. q q

8. Has the child ever received a general anesthetic? ......................................................................................................................................... 8. q q

9. Does the child have any inherited problems?................................................................................................................................................. 9. q q

10. Does the child have any speech difficulties?..................................................................................................................................................10. q q

11. Has the child ever had a blood transfusion?..................................................................................................................................................11. q q

12. Is the child physically, mentally, or emotionally impaired?...............................................................................................................................12. q q

13. Does the child experience excessive bleeding when cut? ..............................................................................................................................13. q q

14. Is the child currently being treated for any illnesses? .....................................................................................................................................14. q q

15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: _____________________________15. q q

16. Has the child had any problem with dental treatment in the past? .................................................................................................................16. q q

17. Has the child ever had dental radiographs (x-rays) exposed? ........................................................................................................................17. q q

18. Has the child ever suffered any injuries to the mouth, head or teeth? ............................................................................................................18. q q

19. Has the child had any problems with the eruption or shedding of teeth? .......................................................................................................19. q q

20. Has the child had any orthodontic treatment? ...............................................................................................................................................20. q q

21. What type of water does your child drink? q City water q Well water q Bottled water q Filtered water
22. Does the child take fluoride supplements? .............................................................................................................................................22. q q

23. Is fluoride toothpaste used? .....................................................................................................................................................................23. q q

24. How many times are the child’s teeth brushed per day? ___________ When are the teeth brushed?_____________________________________24. q q

25. Does the child suck his/her thumb, fingers or pacifier?..................................................................................................................................25. q q

26. At what age did the child stop bottle feeding? Age ____________ Breast feeding? Age ____________
27. Does child participate in active recreational activities? ...................................................................................................................................27. q q

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or 
omissions that I may have made in the completion of this form.

Parent’s/Guardian’s Signature ___________________________________________________________________Date __________________________________________

For completion by dentist
Comments ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

For Office Use Only: q Medical Alert q Premedication q Allergies q Anesthesia Reviewed by_________________________________________________________________________________

Date _______________________________________________________________________________________________________________________________________________________________________

© American Dental Association, 2006 To Reorder call 1-800-947-4746
Form S707 or go online at www.adacatalog.org

Has the child had any history of, or conditions related to, any of the following:
q Anemia
q Arthritis
q Asthma
q Bladder
q Bleeding disorders
q Bones/Joints

q Cancer
q Cerebral Palsy
q Chicken Pox
q Chronic Sinusitis
q Diabetes
q Ear Aches

q Epilepsy
q Fainting
q Growth Problems
q Hearing
q Heart
q Hepatitis

q HIV +/AIDS
q Immunizations
q Kidney
q Latex allergy
q Liver
q Measles

q Mononucleosis
q Mumps
q Pregnancy (teens)
q Rheumatic fever
q Seizures
q Sickle cell

q Thyroid
q Tobacco/Drug Use
q Tuberculosis
q Venereal Disease
q Other_____________

Please list the name and phone number of the child’s physician:

Name of Physician______________________________________________________________________________________Phone ______________________________

Have you (the parent/guardian) or the patient had any of the following diseases or problems? ................................................................................ q Yes q No
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Patient’s Name Nickname Date of Birth

LAST FIRST INITIAL

Parent’s/Guardian’s Name Relationship to Patient

Address

PO OR MAILING ADDRESS CITY STATE ZIP CODE

Phone Sex M q F q

Home Work



ACKNOWLEDGEMENT OF RECEIPT OF NOTICEOF 
PRIVACY PRACTICES 

*You may refuse to sign this acknowledgement*

I, _____________________________________________, have received a copy of this office’s 
Notice of Privacy Practices 
__________________________________________________________________________
Print Name 
__________________________________________________________________________
Signature 
____________________ 
Date 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but 
acknowledgement could not be obtained because: 

____Individual refused to sign 
____Communication barriers prohibited obtaining the acknowledgement 
____An emergency situation prevented us from obtaining the acknowledgement 
____Other (Please Specify) 

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 



Financial Guidelines Revised January of 2014 

Thank you for choosing our office for your dental needs. We understand that everyone’s financial situation is different. For this reason, 
we have worked hard to provide you with a variety of payment options to help you receive the dental care you need and deserve, with 
respect to your budget. We are always available to address any questions or concerns you may have. Please choose one of the 
following options: 

1. PAY AS YOU GO

Our “Pay As You Go” option allows you to be in control of your insurance benefits. By paying fully at each appointment for 
treatment you will be reimbursed directly by your insurance company. This usually takes 7-10 business days. This will enable 
you to keep personal records of all insurance reimbursements and dental transactions, to track maximum allowable benefits, and 
to be more aware of what your plan covers and what restrictions and limitations it does not cover. You will never have to worry 
about having outstanding account balances with us. We will make sure your insurance claims will still be filed, and that payment 
will go directly to you.  

A. 5% Courtesy Reduction for Prepayment with Cash or Check (Fees in excess of $300) 
We offer a 5% courtesy reduction in your treatment fee for prepayment in full with cash or check at the time of scheduling to 
reserve time in the schedule with Dr.Mandanas. 

B. 3% Courtesy Reduction for Prepayment with Credit Card (Fees in excess of $300) 
We offer a 3% courtesy reduction in your treatment fee for prepayment in full with a credit card at the time of scheduling to 
reserve time in the schedule with Dr.Mandanas.  

2. ASSIGNMENT OF BENEFITS

Our “Assignment of Benefits” option offers you the convenience of using your dental benefits as a form of direct payment by assigning 
payment from your dental insurance company directly to Mandanas Dental. Your deductible and estimated copayment will be collected 
at the time of service. Please be reminded that your dental insurance is an agreement between your insurance company and you. This 
means you are responsible for any service fees or balances that may not be covered by your dental benefits plan. Choosing Mandanas 
Dental to submit claims on your behalf requires you to leave a valid credit card number on file (MasterCard, Visa, Discover, or 
American Express) as a precondition. Balances not covered by your dental insurance will be charged directly to your credit card on the 
day the insurance benefit check is posted to your account or within 30 days of your treatment if there is a delay in payment by the 
insurance company. If you decline leaving your credit card on file, you miss the courtesy of Mandanas Dental accepting direct 
payments from your insurance company on your behalf and you will be responsible for the payment in full at the time of scheduling 
each appointment. Please fill out and complete our credit card authorization form. It will be kept strictly confidential and will be used 
only under the agreed terms. We will always call you to let you know when charges will occur. 

3. INTEREST FREE OR LOW INTEREST FINANCING

Our “Interest Free or Low Interest Financing” option offers you an arrangement with one of our financial partners (Care Credit or 
Springstone Patient Financing). Upon approval, you can receive a 6-12 month interest free term loan or a 24-84 month low-interest 
term loan with low monthly payments, no down payment or collateral. Please inform us if you would like assistance in the application 
process. 

BROKEN APPOINTMENTS: A specific frame of time is reserved especially for you with Dr.Mandanas and we strongly encourage our 
guests to keep their appointments. If you have to change your appointment, we request at least a 48 hours notice to avoid charging you 
with a cancellation fee. 

___________________________    ____________________________   __________________ 

PRINT NAME      SIGNATURE     DATE 
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