
We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can. 
If you have questions we'll be glad to help you.We look forward to working with you in maintaining your dental health. 

Patient Information 
Name ______________ ,,,--_____________ Soc. Sec.# _____________ _ 

First Name Initial Last Name 

Address--------------------------------------------
City _________________ State ___ Zip ______ Home Phone. _____________ _ 

Cell Phone Email __________________________ _ 

Sex OM OF Age _____ Birthdate _______ O Single O Married O Widowed O Separated O Divorced 
Patient Employed by _______________________ Occupation _____________ _ 

Business Address Business Phone ____________ _ 

Business Email-------------------------------------------

Whom may we thank for referring you? ------------------------------------
Notify in case of emergency _______________ Home Phone ____________________ _ 

Cell Phone Business Phone ___________________ _ 
Email ____________________________________ _ 

Primary Insurance 

Person Responsible for Account --------------------------------------
Last Name First Name Initial 

Relation to Patient ____________ Birthdate _________ Soc.Sec.# _____________ _ 

Address (if different from patient) Home Phone _____________ _ 

City _____________________ State _____ Zip _______________ _ 

Cell Phone Email ______________ _ 

Person Responsible Employed by ______ _____ _________ Occupation _ ____ ________ _ 

Business Address Business Phone ____________ _ 

Business Email--------------------------------------------
Insurance Company ________ ________________ Phone _ _ _______ ______ _ 

Insurance Address, ______________ _______________ _____________ _ 

Contract# _______________ Group# _________ Subscriber# _____________ _ 

Name of other dependents under this plan - ------- ---- ---- - ------- ----------
Pharmacy _________________________ _ 

Additional Insurance 
Is patient covered by additional insurance? 0 Yes O No 

Phone _______________ _ 

Subscriber Name ___________ Relation to Patient. ____________ Birthdate. __________ _ 

Address (if different from patient) ______________ ___ Soc. Sec.# ___ ________ _____ _ 

City _ ________________ State _ __ Zip ______ Home Phone _____ _ _______ _ 

Cell Phone Email _______________ _ 

Subscriber Employed by _ _ _________ ___ _________ Business Phone _ ___________ _ 

Business Email---------- - -------------- ------------- ------
Insurance Company _____________________ ___ Phone _______________ _ 

Insurance Address ________ _____ ___________ _ _ _____ _________ __ _ 

Contract# _____ _ _ ___ _ ____ Group# _________ Subscriber# _________ ___ _ _ 

Name of other dependents under this plan ------------ -----------------------

Please complete both sides. 

I 
' 



Dental History 

What would you like us to do today? ______________ Are you In dental discomfort today? ___________ _ 

Fonner Denlist ______________ Address, _________________________ _ 

Dentist's Email Phone---------------------------
Date of last dental care ______________ Date of last x-rays ____________________ _ 

Check ( ✓ ) yes or no if you have had problems with any of the following: 

□ Y □ N Bad bre-.ith □ Y □ N Food collection between teeth □ Y □ N Periodontal treatment □ Y □ N Sensitivity to sweets 
□ Y □ N Bleeding gums □ Y □ N Grinding or clenching teeth □ Y □ N Sensitivity to cold □ Y □ N Sensitivity when biting 
□ Y □ N Clicking or popping jaw □ Y □ N Loose teeth or broken fillings □ Y □ N Sensitivity to hot □ Y □ N Sores or growths In mouth 
How often do you brush? _________________ Floss? ___________________ _ 

How do you feel about the appearance of your teeth? ________________ Do you wish your teeth were straighter? 0 Y O N 

Do you wish your teeth were whiter? □ Y O N Are you unhappy with any filllngs, crowns or bridges? □ Y O N 

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? 0 Y □ N 
Other infonnation about your dental health or previous treatment ___________________________ _ 

Medical History 
Physician's name _______________________ Phone, ________________ _ 

Date of last visit Have you had any serious illnesses or operations? 0 Y □ N 

If yes, describe-----------------------------------------
Are you currently under physician care? □ Y □ N If yes, describe ____________________ _____ _ 

Have you ever had a blood transfusion? 0 Y ON If yes, give approximate dates _____________________ _ 

Have you ever taken Fen-Phen/Redux? 0 Y O N 

Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. 0 Y □ N 

Do you smoke or use other tobacco/smokeless products? □ Y □ N Please circle all that apply: Cigarettes Cigars Vape Marijuana Chew Other _ __ _ 

Women: Are you pregnant? □ Y O N Nursing? □ Y □ N Taking birth control pills? □ Y O N 

Check ( ✓ ) yes or no whether you have had any of the following: 
OY ON AIDS/HIV Positive □ YON Cough, persistent □ YON Jaw pain DY ON Shingles 
□ YON Anaphylaxis DY ON Cough up blood □ YON Kidney disease or □ YON Shortness of breath 
□ YON Anemia □ YON Diabetes malfunction DY ON Skin rash 
DY ON Arthritis, Rheumatism DY ON Epilepsy DY ON Liver disease DY ON Spina Bifida 
DY ON Artificial heart valves OY ON Fainting □ YON Material allergies DY ON Stroke 
□ YON Artificial joints DY ON Food allergies 

(latex, wool, metal, DY ON Surgical implant chemicals) 
DY ON Asthma DY ON Glaucoma □ YON Mitral valve prolapse DY ON Swelling of feet 
DY ON Atopic (allergy prone) DY ON Headaches DY ON Nervous problems 

or ankles 

□ YON Back problems DY ON Heart murmur DY ON Pacemaker/ 
DY ON Thyroid disease or 

DY ON Blood disease DY ON Heart problems Heart surgery 
malfunction 

DY ON Cancer Describe DY ON Psychiatric care 
DY ON Tobacco habit 

DY ON Chemical dependency DY ON Hemophilia/ DY ON Rapid weight gain or I~ 
DY ON Tonsillitis 

□ YON Chemotherapy 
Abnormal bleeding 

□ YON Radiation treatment 
DY ON Tuberculosis 

DY ON Herpes DY ON Ulcer/Colitis 
DY ON Circulatory problems DY ON Respiratory disease 

DY ON Hepatitis DY ON Venereal disease 
□ YON Cortisone treatments 

DY ON High blood pressure □ YON Rheumatic/Scarlet fever 

Are you currently taking any medications? If yes, list all: Do you have any drug allergies? If yes, list all: 

Authorization 

I have reviewed the infonnalion on this questionnaire, and ii is accurate to the best of my knowledge. I understand that this lnfonnalion will be used by the dentist 
to help detennine appropriate and healthful dental treatment. If there Is any change in my medical status, I will infonn the dentist. 

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered. 
I authorize the use of this signature on all Insurance submissions. 

I authorize the dentist to release all infonnalion necessary to secure the payment of benefits. I understand that I am financially responsible for all charges 
whether or not paid by insurance. 

Signature ______________________________ _ Date _____ _ _____ _ 

Payment is due In full at lime of treatment, unless prior arrangements have been approved. 

QSmartPl2Cllce•. All rights reserved. FM-04571 



Culpeper Dental Group 
FlnancJal Policy 

Welcome to Culpeper Dental Group, where our goal ls to provide you and your family with 

high- quality, affordable dental care. We care about you, your health and your smile/ Our 

financial policy is outlined below: please read It carefully. 

General 
• We accept -..a wide range of insurance policies. Please contact your employer or 

insurance company to answer specific questions. 

• You are ultimately responsible for your dental bill, whether or not you ha'(e insura~ce: · 

• Charges for treatment are the same for Insured and non-insured patients, except when 

dealing with insurance carriers that consider us preferred providers (e.g. Metlife, Delta 

Dental and Aetna). 

Insured Patients 
• Before any major dental procedures (e.g. crowns, bridges, -dentures, root canals), we 

will file a predetermination with your insurance carrier and provide an estimate. _ 

• Your co-payment is due at the time of treatment. If your Insurance company does not 

remit payment within 60 days, you will be responsible for the balance in full. 

• Son'fetimes the actual -bill may be lower -or higher than the estimate quoted, in which 

case we will refund your-payment or send an additional bill as applicable. 

Non-Insured Patients 
• We accept all major credit cards, cash and checks. If you pay in advance for all 

treatment, you will receive a 5% discount for payment by cash or check. 

• Care Credit, a dental credit line, is also available. _offering 3 or 6 monlhs inte~~st::free 

credit. Applications are available at the front desk: 
.. 

. . :'a. ... 

Missed Appolntmtmts '"""' · -~' ' '~:~- ~ '~:: 

• Please make every effort to keep your appoin_tment ~nd call us if you need to make any 

changes. We charge $50 for missed scheduled appoffrtments not cancelled within .a 24-

hour prior notice. 

Late or Non-Pavment 
• We work with a collections agency to collect bad debt. Delinquent -accounts ar~ subject 

to ·a $25 Collections/Processing Fee. 

Please sign below to indicate you understand our financial policy and will comply with Its terms. 

Name PLEASE PRINT ____________ Date _______ _ 

Signature ______ ___,, ________ _ 



Culpeper Dental Group 
Consent to Use or Disclose Dental and Medical Information 

Patient Name: ______________________ _ 

Responsible Party/ Parent or Legal Guardian if patient is under 18 years old 

I. authorize.. Culpeper Dental Group : to use and disclose the dental, medical and health 

information for the following purposes! 

,:reatnient - Includes activities performed by a dentist or dental hygienist as well as 

- m~rdlnating or managing care provided to you with' third parties and consultations 

invoMng dentists, physicians, and other health care providers. 

Payment - lndudes activiti"es involved in detenninilig whether you are eligible for dental 

plan coverage, billing patters and reimbursement for your dental benefit daims, aswell as 

··utilization management programs addressing review of dental services for dinical necessity, 

appropriateness of charges, pre-certifications and preauthorlzation of services. · 

Health.care Operations-includes associated business and administrative affairs of this 

office. 

I authorize Culpeper Dental Group to perform p,_cedur'i-de!fled necessary on the above 

named patient. I authorize the release of informatl~~ ·atd payment directly to Culpeper 

·· DentafGmup. I understand I am financially responsible for·:~y.account. 

__ I. have RECEIVED a copy of the Notice of Privacy Practices 

__ I have REFUSED a copy of the Notice of Privacy Practices 

Signed: _______________ Date: ________ _ 
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