
Welcome to your dental home! Please complete ALL fields so we can better serve you. 

PATIENT INFORMATION       Date ________________________ 

Patient Name ___________________________________________ Birth Date ____________________________ Age ________ 

Preferred Name ____________________________ Home Phone _________________________ Gender___________________   

Address _____________________________________________ City __________________ State ________ Zip _____________ 

Best contact to confirm appointments:  Cell Phone _____________________ Email ____________________________________ 

Whom may we thank for referring you to our office?  __________________________ If a Child- What School_______________ 

Is this the patient’s first visit to a dentist?  YES   NO  Dentist previously seen_______________________________________ 

ADDITIONAL FAMILY MEMBERS (children/siblings including birthdates) 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

RESPONSIBLE PARTY INFORMATION 

EMERGENCY INFORMATION (person not living with the patient) 

Emergency Contact Name _______________________________________________________________________________ 

Address  _____________________________________________________________________________________________ 

Home Phone ____________________________________ Cell Phone ____________________________________________ 

Name ___________________________________________ 

Birth date ________________________________________ 

Relationship to patient______________________________ 

Marital Status _____________________________________ 

   Address _________________________________________ 

City __________________ State __________ Zip_________ 

Home Phone _________________ Cell _________________ 

Email ____________________________________________ 

Employer ________________________________________ 

SSN _____________________________________________ 

   Financially Responsible for Dental Services?  Yes  No 

Name ___________________________________________ 

Birth date ________________________________________ 

Relationship to patient_____________________________ 

Marital Status _____________________________________ 

Address _________________________________________ 

City __________________ State __________ Zip_________ 

Home Phone _________________ Cell _________________ 

Email ____________________________________________ 

Employer ________________________________________ 

SSN _____________________________________________ 

Financially Responsible for Dental Services?  Yes  No 



DENTAL INSURANCE INFORMATION 

Subscriber’s Name __________________________________________ Subscriber’s Birth Date ___________________________ 

Subscriber’s SS# _______________________________________ Subscriber’s ID# _____________________________________ 

Insurance Company __________________________________________ Group or Plan # ________________________________ 

Insurance Company Address ________________________________________________________________________________     

Insurance Company Phone # __________________________ Subscriber’s Employer ___________________________________  

SECONDARY DENTAL INSURANCE (We do not bill medical insurance) 

Subscriber’s Name __________________________________________ Subscriber’s Birth Date ___________________________ 

Subscriber’s SS# _______________________________________ Subscriber’s ID# _____________________________________ 

Insurance Company __________________________________________ Group or Plan # ________________________________ 

Insurance Company Address ________________________________________________________________________________     

Insurance Company Phone # __________________________ Subscriber’s Employer ___________________________________  

HEALTH STATUS 

Please list all current medications (including over the counter) _____________________________________________________ 

________________________________________________________________________________________________________ 

Patient’s current physical health _____________________________________________________________________________ 

Patient’s current mental health ______________________________________________________________________________ 

MEDICAL HISTORY (please provide explanation for any “yes” answers) 

___ Yes        ____ No     Airway problems (snoring, sleep apnea, asthma, mouth breathing, tonsillectomy, other)? ____________ 

    ______________________________________________________________________________________ 

___ Yes        ____ No    Allergies (latex, food, drug, nickel, other)? ___________________________________________________ 

    ______________________________________________________________________________________ 

___ Yes        ____ No   Blood disorders (prolonged bleeding, anemia, other)? __________________________________________ 

     ______________________________________________________________________________________ 

____ Yes      ____ No   Circulatory problems (high blood pressure, heart murmur, antibiotic premedication, other)? __________ 

______________________________________________________________________________________ 

____ Yes     ____ No    Communicable disease (HIV, hepatitis, tuberculosis, other)? _____________________________________ 

     ______________________________________________________________________________________ 

____ Yes     ____ No     Immune problems (diabetes, AIDS, auto immune disorder, other)? _______________________________ 

      _____________________________________________________________________________________ 

____ Yes     ____No      Sensory issues (sensory processing disorder, autism, Asperger syndrome)?_________________________ 

      _____________________________________________________________________________________ 

For Adolescent patients: Has patient entered puberty? ____ Yes  ____ No   If YES, approximate age? ___________________ 



DENTAL HISTORY (please provide explanation for any “yes” answers) 

____ Yes    ____No    Significant injury to teeth or jaws? __________________________________________________________ 

____ Yes    ____No    Difficulty chewing? _______________________________________________________________________ 

____ Yes    ____No    Grinding or clenching? ____________________________________________________________________ 

____ Yes   ____No      Anxiety or fear about coming to the dentist? _______________________________________________ 

    ______________________________________________________________________________________ 

____ Yes    ____No     Any traumatic dental experience? __________________________________________________________ 

______________________________________________________________________________________ 

____ Yes    ____No    Previous fillings or extractions? _____________________________________________________________ 

_______________________________________________________________________________________ 

____ Yes    ____No   If Child, does your child brush?  How often? ___________________________________________________ 

____ Yes    ____No   If Child, does someone help with brushing? ____________________________________________________ 

____ Yes    ____No   If Child, does your child floss?  How often? ____________________________________________________ 

____ Yes    ____No   Does patient use fluoridated toothpaste? _____________________________________________________ 

____Yes    ____No   Oral habits (thumb/finger sucking, nail biting, prolonged pacifier use, bottle, other)?  __________________ 

 ________________________________________________________________________________________ 

____ Yes    ____No  Speech disorders/therapy? _________________________________________________________________ 

____ Yes    ____No   Has patient had x-rays taken recently? _______________________________________________________ 

____Yes    ____No   Previous orthodontic exam?  ________________________________________________________________ 

____Yes    ____No   Smiles of Austin/Smiles of Dripping Springs is a dual practice providing expert pediatric dental care as well  

as orthodontic care for children and adults. Would you like more information about either specialty? 

ADDITIONAL INFORMATION THE DOCTOR MIGHT FIND HELPFUL __________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Our office is HIPPA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the 
CDC, and the ADA.  

** I understand that the information I have given is correct to the best of my knowledge and it is my responsibility to inform this 
office of any changes in my child’s medical status.  I authorize the Smiles of Austin/Smiles of Dripping Springs doctors and staff to 
perform the necessary dental services my child may need, including any necessary life-saving procedures to be performed in the 
event of an emergency. 

I have been provided with a copy of this office’s Notice of Health Information Privacy Practices. 

RESPONSIBLE PARTY NAME PRINTED_______________________________________________ 

RESPONSIBLE PARTY SIGNATURE _______________________________________________ Date _______________________ 



OFFICE POLICIES
(Please initial the following)

_____ Payments: Payment for professional services is due at the time services are rendered. This includes any 
deductible and co-insurance. We accept cash, checks, all major credit cards, and Care Credit. Unless we approve 
other arrangements in writing, the balance on your statement is due and payable when a statement is issued and is 
overdue if not paid by twenty-one (21) days after the statement date. 

_____ Treatment Plans: If Smiles of Austin/Dripping Springs has treatment recommendations for you/your child, 
you will receive an itemized list of the recommended treatment along with an estimate of the fees. If you have 
dental insurance, the treatment plan may include an additional estimate calculating what may be paid by your 
insurance company. Treatment plan estimates are not a guarantee of insurance payment, and you are ultimately 
responsible for all fees. 

_____ Insurance: Insurance is a contract between you and your insurance company. We will bill your insurance 
company, as a courtesy to you. Please note that services are not rendered on the assumption that the insurance 
company will pay us. You are ultimately responsible for payment of all fees generated by treatment. If your 
insurance company has not paid your claim within ninety (90) days after the date of service, the full amount is due 
and payable by you. We will promptly refund to you any insurance payments we receive if you have already paid 
the balance on your account. It is your responsibility to inform us of any changes in your insurance coverage. 

_____ Past Due Accounts: If your account becomes delinquent, we will take necessary steps to collect this debt. If 
we must refer your account to a collections agency, you agree to pay all collection costs incurred.

 _____ Returned Checks: There is a $25 fee for any checks returned by the bank. 

_____ Insurance Release: You authorize Smiles of Austin/Dripping Springs to release any necessary information 
requested by insurance carrier and authorize payment directly to us for any available insurance benefits.  

_____ Divorce: In case of a divorce or separation, the parent who authorized treatment prior to the divorce or 
separation remains responsible for the account. After a divorce or separation, the parent authorizing treatment for 
a child will be the parent responsible for those subsequent charges. If the divorce decree requires the other parent 
to pay all or part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other parent. 
The doctors and staff at Smiles of Austin/Smiles of Dripping Springs are not mediators and will not serve as 
mediators under any circumstances. 

_____ Unaccompanied Minors: When an unaccompanied minor comes for an appointment, the proper consent 
form(s) must be signed before the appointment and the child must be prepared to pay any payment due. We can 
take a credit card from the parent or guardian over the phone prior to the appointment. If another adult brings 
your child to the office (such as a grandparent or other family member), please provide them with any payment 
due. 

_____ Late Arrivals: To respect the time of other patients, we may find it necessary to reschedule those patients 
arriving more than 10 minutes late for their appointment. 

_____ Canceled Appointments: We kindly ask for two business days' notice for rescheduling appointments. 
Depending on the appointment type, a fee may be assessed for the missed appointment. 



DENTAL INSURANCE FACTS 

FACT 1 – DENTAL INSURANCE IS A CONTRACT BETWEEN YOU, YOUR EMPLOYER AND THE INSURANCE 
COMPANY. We are not a party to that contract. 

FACT 2 – INSURANCE USUALLY DOES NOT PAY 100% OF ALL PROCEDURES. It is not meant to cover all fees, 
but to be an aid in receiving dental care for your child. 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. Many routine dental services are not covered by dental insurance.

FACT 3 – BENEFITS MAY HAVE FREQUENCIES AND LIMITATIONS. The frequency of payment for some 
procedures may be limited by an insurance company. We will do our best to obtain accurate coverage 
information for all procedures and inform the financially responsible party ahead of time, but we will make 
treatment recommendations on what is in the best interest of the child, not the insurance company. This 
may include  diagnostic, preventative, and restorative services.  

FACT 4 – BENEFITS ARE NOT DETERMINED BY OUR OFFICE. Sometimes your insurance carrier 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”) they consider allowable. “Allowable” fees are set by the insurance company so they 
can make a profit. Unfortunately, insurance companies imply that your dentist is “overcharging,” rather 
than say that they are “underpaying,” or that their benefits are unrealistically low. In general, the less 
expensive insurance policy will use a lower usual, customary, or reasonable (UCR) figure. 

FACT 5 – DEDUCTIBLES & CO-PAYMENTS MUST BE CONSIDERED. Deductibles and percentages must be 
considered when estimating benefits and may impact the patients' out of pocket cost.  
Your clear understanding of our office policies is important to our professional relationship and we 
welcome your questions and feedback anytime. 

Your clear understanding of our financial policy is important to our professional relationship. Please ask if 
you have any questions about our fees or financial policy.

PATIENT NAME: ____________________________________    DATE OF BIRTH: _______________________

RESPONSIBLE PARTY NAME: _________________________     RELATIONSHIP TO PATIENT: _______________

SIGNATURE: _______________________________________      DATE: _____________________________

Responsible Party Name: ____________________________ Relationship to Patient: __________________ 

Signature: ________________________________________ Date: _________________________________ 

Patient Name: _____________________________________Date of Birth: _______________________ 

Responsible Party Name: __________________________ Relationship to Patient: ________________ 

Signature: ________________________________________ Date: _____________________________ 



NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES 

This notice describes ho,v medical i11for111atio11 about you may be med and disclosed and 110111 you cu11 get 
access to lllis i11formatio11. Please see tlte receptionist 10 request a copy. 

Understnnding Your Health 
Record/Information 

Ench time you visit a hospital, physician or other 
healthcare provider, 11 record or your visit is mndc. 
Typically, this record contains your symptoms, 
cxaminmion iu1d test results, diagnoses, tn:atmcnl 
and a plan for future care or treatment This 
infonnation, often reforrcd to as }Our health or 
medical record, serve� as a: 

• basis for planning your care and tmitment 
• means of communication among the many 

health professionals "ho contribute to your 
CllfC

• legal document describing the care you 
received 

• means by which you or a third-party payer 
can verify that services billed were actually 
provided

• tool in educming henlth professionuts 
• source or dnta for medical research 
• source of information for public health

officials charged with improving the health of
the nation

. source of duta for facility planning nnd
marketing

• tool with which ,,e C'dll assess and 
continually ,,orl.. to improve Lhc care "l! 

render and the outcomes wc achieve 

Understanding what is in your record and how your 
health infomrntion is used helps you to: 
• ensure its accuracy 
• bener understand who, what, when, where

and why others may access your health 
infonnation

• make more in formed decisions when 
authorizing disclosure to others 

Your Jlcnlth Information Rights 
Although your health record is the physical 
property of the healthcare practitioner or facility 
that compiled it, the information bclong.s to you. 
You have the right to: 

• request a restriction on certain uses and 
disclosures of your infonnation as provided
hy 45 CFR 164.522, Requests for restrictions
on disclosures lo your health plan for hcaltl1
care items or services paid out of pocket
must be accepted ..
obtain a paper copy of the notice of
infommtion practices upon request 

• inspect ond obtain a copy of your health
record as provided for in 45 CFR 164.524 
(paper or electronic).

• amend your health record as pro,•ided in 45 
CFR 164.528 
obtain an accounting of disclosures of yo111 
health infonnntion as provided in 45 CFR
!64.528 
request communications of your health
informmion by nllcrnative means nr nl 
nltcmotive locations 
revoke your nulhoriiation to use or disclose
health infommtion except to the extent that
action lms already been taken
receive n notice of::i breach of"unsccurcd" 
protected health infonnation

Our Responsibilities 
TlllS organization is n:quired to. 

• maintain the privacy or your health
infommtion 

• provide you with a notice as to our legal
duties und privacy practices with respect to 
infonnation we collect and mainrnin about 
you 

• abide by the term$ of this notice
• notif} )'OU if \le arc unahlc lO �grcc to o 

rcqucstc'd restriction 
• accommoda!e reasonable requests you may 

have to communicate hca!tl1 infom1ation bv 
alternative means or at al1nna1ivc locations 

• notify you of a breach of ··un,ccured'" 
protected health information

We reserve the right to chan!;c our practices and to 
make the new provisions cffcclive for all pmtcctcd 
health infom1ation (Pl II) we maintain. Should our 
inlormation practices change, we will mail a 
rc\'iscd notice to the address you have supplied us. 

We will not use or disclose or sell your health 
infommtion without your wntten uuthorization, 
except as described in this notice 

To Report a Problem
If you have questions and wonld like ncldi1ional 
infomia1io11, you m3y contact the Privacy O!Ticer 
at this ofiicc. 

If you believe your privacy rights have been 
violated, you can file a complaint with this office 
or with tl1c secretary of I lculth n11d I turmm 
Services. There will be nu retaliation for tiling a 
complaint. 

Exnmplcs of Disclosures for Trc:itment, 
Payment :ind Health Operations 
Treatment: Infom1ation obtained by a nur.;c, 
physician or other member of your hcalthcorc 1cnm 
wi II be recorded in your record and used to 
dctcm1ine 1he course of treatment thnt should work 
hcst for you. Your physicirui will document in 
your record his or her cxpcclotions of the 1m:mhers 
of your healthcare team. Members uf your 
healthcare team will then record the actions they 
toCJk and their observations. In thm way, the 
physician will know how you ore responding 10 
treatment. We will nlso provide suhseq11en1 
healthcare providers with copies of various reports 
that should assist them in treating you. 

Paymelll: A bill may be sent to you or a 1hird
pany pa}er. This infom1a1ion on or accompanying 
the bill may include information that identifies you, 
as well as your diagnosis. procedures and supplies 
used. 

llenlllt OperaJiom: 
I. Risk Management - Members of the medical
sta!T or the risk or quality improvement staff may 
use information in your health record 10 nssoss the 
care and outcomes in your case und others like it. 
This information will then he used III an efTon 10 
continually improve the  quality and effectiveness 
of the hcallhcare and service we provide. 
2. Dusincss Associates - There arc some service� 
provided in our organi,.ation thmugh contncls

with business nssociatt'S. E�:unplcs include 
radiology. laboratory, copy services, transcnpuon 
services. billing services. etc. When these services 
arc contracted. we may disclose your health 
information to our business ru.socinle so that they 
can perform 1hc joh ,vc hnvc asked 1hc111 to do and 
bill you or your third-pany payer for services 
rendered. To protect your health information. 
however. we require the business associate to 
appropriately safeguard your information 
3. Notification - We may use or disclose 
information to notlt) or ru.sist in notif) ing a family 
member, personal representative, or another person
responsible for )our care, of your location and 
general c.ondition. 
4. Communication With Family - Health
professionals, using their best judgment, may
disclose to a family member. other relative, close
personal friend or any other person you identify, 
health informntion relcvan1 to lhril person·s 
involvement in your cnre or payment related to your 
care.
5. Research - We may disclose information to
researchers when their research hns been approved
by an institutional review board that has rcvie\\cd 
the rc;.earch propo,al iu1d c;i.111hlishcd protocols to 
ensure the pri\'acy of your health 1r1formaLion. 
6. Funeral Directors - We may disclose health
informaLion Lo funeral directors consistent with 
applicable law 10 earl)' out their duties. 
7. Organ Procurement Organizations -
Consistent witl1 applicable law, we may disclose
health infom1ation to organ procurement
organiiations or <llher entities engaged in the 
procurement, banking or truusplontmion of organs 
for the purpose of 1iss11c do11:11ion and transplant. 
8. �arketiog - We may contact you to provide 
appointment reminders or information about
treatment alternative, or other health-related benefits 
and scrvict-s that muy he of interest to you 
9. Food and Drug Administration (FDA) - We
may disclose to the FDA health infom1ation relat.ive
to adverse e,·ents with respect to food, supplements, 
product and product defects, recalls. repairs or 
replacement 
10. Workers' Compcusatiun - We may disclose
health infomiation to the extent authorized by and to
the extent necessary to comply with laws relating to
workers' compensation or other similar programs
cstnblished by law.
11. Public Health - /\� required by law, we may
disclose your health infonnation to public health or 
legal authorities charged with preventing or 
controlling disease, injury or disahility.
12. Law Enforcement - We may disclose hcallh 
infonnation for la,, enforcement purposes as 
required by law or in response 10 a valid subpoena. 
13. Schools-We may disclose childhood 
immuni7.ation records to schools. 

Federal law makes provision for your health 
information to be released to an appropriate health 
oversight agency. public health authority or attorney, 
provided tlmt a work force member or business 
associate believes in good fnith that we have 
engaged in unlawful conduct or have otherwise 
violated professional or clinical stundards and arc 
potentially endangering one or more patients, 
workers or the public. 

TJ,fa notice i.\ effectii't! 111 of March 2017 
n11d will remai11 it, i!ffecr 1111til rL'\'ised. I 
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