The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and maintain maximum
oral health. Please fill out this form completely. The better we communicate, the better we can care for you.
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e ' INSURANCE

Primary Insurance

ABO

Today’s Date:

E-Mail Address: Dental Coverage? []Yes [JNo
Name: Insurance Co. Name:

Lost First Mi Mr Mrs Ms Dr ' Co Address.
| prefer to be called: [ IMale [JFemale b '

Insurance Co. Phone #: | )

Birthdate: ___/ / Age: SS#:

Home Address:

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

FoilCondo

5 o = Insured's Birthdate: _— /_ / Insureds ID #:
[Single [IMarried [JDivorced [ Widowed [ Separated Insured's Employer:
Hm #: ( | Pager / Cell #: Employer’s Address:
Wk #: ( ) Ext: DL # Secondary Insurance
Employer: Dental Coverage? [ Yes []No
Employer’s Address: Insurance Co. Name:

Insurance Co. Address:

Ciy Secte Zp Insurance Co. Phone #: ( )

How long there? Occupation:

Group # (Plan, Local or Policy #):

Where & when are best fimes fo reach you? Insured’s Name: Relation:

Insured's Birthdate: / / Insured’s ID #:

Who may we thank for referring you?

Other family members seen by us: Insured’s Employer:

Previous / Present Dentist: Employer's Address:

(Please Circle)
Last Visit Date:

Neighbor or relative not living with you
His / Her Name: Relation:

7 SPOUSE INFORMATION | (el T

Address:

His / Her Name:

City Stote Zp

MEDICAL HISTORY

Do you have a personal physician2 [ Yes [CINo
Physician’s Name:

Employer:
Wk #: ( J Ext: SS #:
Birthdate: ___/ 4 DL #:

Person responsible for account:

Wh#: | ] Bxt: Hm #:| Phone #: ( l Date of last visit:
Billing Address: Are you currently under the care of a physician? O Yes CINo
Relationship: SS #: Please explain:

Employer: DL #:

CONTINUED ON BACK




DENTAL HISTORY

4 MEDICAL HISTORY continued

Your current physical health iss [ Good [Fair []Poor Why have you come to the dentist today?

Do you smoke or use tobacco in any other form2 OYes [INo
Hae you :cd afyiroelal 7064, F;ins ort;]mplcnis? berbel UYes LNo Do you require antibiotics before dental treatment? LYes [INo
Are you taking any prescription / over-the-counter or herba L
supglemenfalgdrugsg P OYes TN Avre you currently in pain2 OYes [INo
Please list each one: Have you ever had a serious / difficult problem
. . . 5
Have you ever taken Fosamax, or any other bisphosphonate? (dYes CINo associated with any previous dental wo.rk. ClYes [INo
Have you been told that you snore or hold your breath while Do you have fears about going to the dentist2 UYes [INo
sleeping or wake up gasping for breath? UYes TINo g Have you ever had gum treatment? CYes CINo
! For Women: Are you using a prescribed method of birth control2 [ ] Yes  []No ’ﬁ‘ Do you now or have it experienced pain /
' Are you pregnant? [JYes [INo Week #: ‘ discomfort in your jaw joint (TMJ / TMD)? [ Yes [INo
" Areyounursing?  [1Yes [INo Your current dental health is [ Good  [IFair [ Poor
1‘ Have you ever had any of the following diseases or medical problems Do you like your smile? [ 1Y [IN' Do your gums ever bleed? (1Y [N
BY N A]bnorrrol Bleecljzkg’;U Y N Herﬁes lﬁ(féever Blisters How many fimes a week do you floss? a day do you brush?
I Y N High Blood P - :
; z E 2:::2,/ Drug Aduse Y N H;‘%'* / ADS ressure Type of bristes? [ Soft [ Medium [ Hard
z m m’g‘;l Bovess i ¥k ¥ m Eﬁ::;gﬁglgs’:‘"y Reason How long do you use a toothbrush before replacing it
Y N Aisoﬂgga . Y N iverB?;S:ES: Are your teeth sensitive to heat, cold, or anything else?
i Y N
¥ E gcnce?fé'f,e:,'gﬁ’]empy Y N Lu:us ressure Have you lost any feeth? [ 1Yes [1No Ifyes, why?
Y N Colitis Y N Miral Valve Prolapse 7
Y N Congenital Heart Defect Y N Osteoporosis / Pagef's Disease | understand that the information that | have given today is correct to the best of
A Bf?ﬁbefles Breathi ¥ m :"cel:'.‘thf.erT st - my knowledge. | also understand that this information will be held in the strictest
z R‘ Emhn lseeiing Y N Redioton Trectmed  confidence and it is my responsibility fo inform this office of any changes in my
Y N Epi ep}sy Y N Rheumafic / Scorlet Fever - medical status. | have received a copy of this office’s Notice of Privacy Practices.
Y N Fainting Spe||§ : Y N Sﬁizuul'es
Y N Frequent Headaches Y N Shingles :
Y N Glaucoma Y N Sickle Cell Disease / Traits Signature Date
Y N Hay Fever Y N Sinus Problems
z N ne"” ':‘A"“k ¥ m ?L“’k‘? | Probl | Payment is due in full at the time of treatment
y E H:: Sul:gn:;:; Y N Tug::tl:ul og: ﬂ?g;s | unless prior arrangements have been approved.
z m :mtma ¥ E Sicnee’:eql Dissase I his office accepts insurance, | understand that | am responsible for payment

of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. | hereby authorize payment
directly to the Dental Office of the group insurance benefits otherwise payable
~ to me. | understand that | am responsibﬁa for all costs of dental treatment. |
hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered, to my insurance company.

Please list any serious medical condition(s) that you have ever had:

| Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Tetracycline
Y N Codeine Y N Latex Y N Other

1 Y N Dental Anesthetics Y N Penicillin - Signature Date

Please list any other drugs/materials that you are allergic to:
Our office is HIPAA Compliant and is commitied to meeting or exceeding the standards of infection
control mandated by OSHA, the CDC and the ADA.

St T R e e e

R T e

| verbally reviewed the medical / dental information above with the patient named herein. Inifials: Date:

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

Doctor’s Commenis:

MEDICAL HISTORY UPDATE
I have read my medical history dated and confirmed that it states past and present medical conditions.
Signature Date
I have read my medical history dated and confirmed that it states past and present medical conditions.
Signature Date
| have read my medical history dated and confirmed that it states past and present medical condifions.
Signature Date

FORM #970A www.informsonline.com © 2014 INFORMS 1-800-722-4884
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Rosalynd Alatorre DMD

2815 S RAINBOW BLVD | LAS VEGAS NV, 89146 | (702) 362-9974

Written Financial Policy

Thank you for choosing Rosalynd Alatorre DMD. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the cost of optimal care as
easy and manageable for our patients as possible by offering several payment options.

Payment Options:

You can choose from:

- Cash, Visa®, MasterCard®, American Express® or Discover Card®
We offer a 10% courtesy accounting adjustment to patients who pay for their treatment (cleanings are
NOT included) with Cash prior to completion of care for treatment plans of $1000 or more.
- Convenient Monthly Payment Options® from CareCredit Healthcare Credit Card
o Allow you to pay over time
o No annual fees or pre-payment penalties
Please note:

Rosalynd Alatorre DMD requires payment at the time services are rendered. If you choose to discontinue care
before treatment is complete, you will receive a refund less the cost of care received.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly
bill them for reimbursement for your treatment as a courtesy to you. Your estimated copayment is due at time
services are rendered.

A fee of $75.00 is charged for patients who miss or cancel without 48-hour notice for any dental hygiene
appointments. Dr. Alatorre will charge $150.00 for every hour that was scheduled.

Rosalynd Alatorre, DMD charges $30 for returned checks.

A $25.00 charge will be assessed to all collection accounts, in addition to accrued interest. If your account is
referred to our Collection Agency, interest will continue to accrue. In addition, you will be responsible for all
added percentage-based Collection fees / costs per our prevailing collection company contract, Attorney fees,
Court Costs, Service Fees and associated Miscellaneous Fees and Costs.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want or
need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

'Subject to credit approval



HIPAA NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
Alatorre Dental, PLLC
2815 S. Rainbow Boulevard, Las Vegas, NV 89146
702-362-9974

www.alatorredental.com

| acknowledge that | have received, or been given the opportunity to receive, a copy
of the HIPAA Notice of Privacy Practices for the above named practice.

Signature Date

Print Name

You may share my personal medical/dental information with the following persons:

Name Relationship

Name Relationship

Signature Date



