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Patient Information Dental Insurance
Who is responsible for this account?

Date

Relationship to Patient

SS/HIC/Patient ID #

Insurance Co.

Patient Name

Last Name Group #

First Name Middle Initial Is patient covered by additional insurance? []Yes []No

Address Subscriber's Name

E-mail Birthdate

City Relationship to Patient

State Zip Insurance Co.

Sex (M []F Birthdate Age
[ Widowed [] Single [] Minor
["] Divorced [] Partnered for

Group #

ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with

[J Married

[[] Separated
and assign directly to

Patient Employer/School Name of Insurance Company(ies)

Occupation Dr. all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Employer/School Phone (

Spouse's Name

Birthdate

Signature of Patient, Parent, Guardian or Persenal Representative
SS#

) Please print name of Patient, Parent, Guardian or Personal Representative
Spouse's Employer

Date Relationship to Patient

Whom may we thank for referring you?

Phone Numbers

Phone ( ) ) Ext Alt.Phone (

Spouse’s Work ( ) Best time and place to reAlt.you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
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Name

Relationship

Phone (

Work Phane (

Reason for today’s visit

Former Dentist

City/State
Date of last dental visit

Date of last dental X-rays

Place a mark on “yes" or “no” to indicate if
you have had any of the following:
Bad breath O Yes
Bleeding gums [JYes
Blisters on lips or mouth []Yes
Burning sensation on tongue [ Yes

[1No
[ONo
[INo
[ No

Dental History
Chew on one side of mouth [JYes [ No

Cigarette, pipe, or cigar
smoking

Clicking or popping jaw

Dry mouth

Fingernail biting

Food collection between
the teeth

Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness [Yes

Lip or cheek biting [ Yes

Loose teeth or broken fillings [ Yes

[Yes
[1Yes
[IYes
[Yes

[INo
] No
[J No
[ No

[Yes
(] Yes
[]Yes
[ Yes

[JNo
[ No
[JNo
[No
[ONo
I No
[INo

Mouth breathing
Mouth pain, brushing
Orthodontic treatment
Pain around ear
Periodontal treatment
Sensitivity to cold
Sensitivity to heat
Sensitivity to sweets
Sensitivity when biting
Sores or growths in your
mouth

How often do you floss?
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Health History

Physician’s Name Date of last visit
Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes [ No

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes []No

Place a mark on “yes” or “no” to indicate if you have had any of the following:
AIDS/HIV [lYes []No .Epilepsy [JYes [JNo Respiratory Disease [JYes [No
Anemia [JYes [JNo Fainting or dizziness [[1Yes [[JNo Rheumatic Fever [lYes [INo
Arthritis, Rheumatism [1Yes [[INo Glaucoma [JYes [JNo Scarlet Fever [JYes [INo
Artificial Heart Valves [1Yes []No Headaches [JYes [[JNo Shortness of Breath [JYes []No
Artificial Joints [1Yes []No Heart Murmur [JYes []No Sinus Trouble [OYes [No
Asthma [[JYes []No Heart Problems [1Yes [JNo Skin Rash [JYes [No
Back Problems [[IYes [1No Hepatitis Type [Yes [JNo Special Diet [JYes [1No
Bleeding abnormally, with Herpes [JYes [ No Stroke [JYes []No
extractions or surgery [1Yes [INo High Blood Pressure [JYes [INo Swollen Feet or Ankles [IYes []No
Blood Disease CYes CINo  jaundice [JYes [JNo Swollen Neck Glands [OYes []No
Cancer [IYes [INo jaw Pain [IYes [INo Thyroid Problems [lYes [INo
Chemical Dependency LlYes [JNo Kidney Disease [JYes [JNo Tonsillitis []Yes [JNo
Chemotherapy [JYes [INo |jver Disease [lYes [JNo Tuberculosis [JYes [JNo
Circulatory Problems [1Yes [INo | oy Blood Pressure [IYes [JNo Tumor or growth on head
Congenital Heart Lesions [OYes [ONe  wmitral Valve Prolapse ClYes [No or neck (JYes [ No
Cortisone Treatments [OYes [ONo  Nervous Problems [lYes [No Ulcer [JYes []No
Cough, persistent or bloody []Yes [ No pacemaker [lYes [No Venereal Disease [OYes [ No
Diabetes [JYes []No Psychiatric Care [IYes [INo WeightLoss, unexplained [OYes [JNo
Emphysema [1Yes [INo  Radiation Treatment [Yes [JNo
Do you wear contact lenses? [JYes [INo

L

Women:
Are you pregnant? [JYes [JNo Due date Are you nursing? []Yes [ No
Taking birth control pills? [JYes [INo

Medications Allergies

List any medications you are currently taking and the correlating
diagnosis: [1 Aspirin [7] Local Anesthetic

325

[] Barbiturates (Sleeping pills) [] Penicillin

[] Codeine [7] Sulfa
[ lodine [] Other
[] Latex

Pharmacy Name

Phone ( )

Updates (wobeiiledin at future appointments)
Has there been any change in your health since your last dental appointment? []Yes [ ] No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature

Doctor's Signature
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Has there been any change in your health since your last dental appointment? [] Yes

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature

Doctor’s Signature
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626 Verot School Road Suite D
Lafayette, LA 70508
(337) 237-6453

www.23smiles.com

Michael J. Young D.D.S.
Family and cosmetic Dentistry_

Insurance and Financial Policy

At Michael Young DDS, we believe that you deserve the best care. That is why we always present you with
the best dental solution possible to treat your personal situation. Each year we provide outstanding dental care
to many patients. Some have dental benefits, but some do not. If you have dental benefits, congratulations!
You are very fortunate. Here are some important things that you should know:

® Your dental benefits are based upon a contract between your employer and an insurance company. If you have
any questions regarding your dental benefits, please contact your employer or insurance company
directly. Dental benefit plans will never pay for completion of your dental care. It is only meant to assist
you.

e We currently accept all private insurance plans (plans that do not require you to select a dentist from a list or
require our office to accept a reduced fee for service), but are only in network with Delta Dental Premier,
Blue Cross Blue Shield of LA Key Dental, Cigna Pro and Principal Financial Group PPO. This means we
work with literally thousands of companies. Although we can maintain computerized histories of payment by a
given company, they do change: therefore, it is impossible to give you a guaranteed quote at the time of service.
We estimate your portion based on the most up-to-date information we have, but is ONLY AN ESTIMATE. If
you would like to know your insurance benefit, we will be happy to file a “pre-treatment authorization™ with
your insurance company prior to treatment. Keep in mind this is not guarantee of coverage. This does delay
treatment but will give the exact out of pocket figures that you may require.

e Your insurance company may try to confuse you by claiming fees or procedures are not “customary”. This is
their method of saying that they will not pay beyond arbitrary limits set in your policy. For instance, your
insurance policy may state that it covers 80% of “reasonable and customary” fees. This does not mean you will
receive 80% of your doctor’s fees. This statement means you will receive 80% of an arbitrary amount set by
your insurance company so they continue to make profit.

¢ We will bill your insurance as a courtesy. If insurance does not pay within 90 days, Michael Young DDS
reserves the right to request payment in full for services from you and let you collect the insurance funds due to
you. This is rare but it is important that you recognize the insurance you have is a legal contract between YOU
and your insurance company. Our office is not, and cannot be, part of that legal contract. Ultimately, you are
responsible for all charges incurred in our office.

e Michael Young DDS reserves the right to place patients in collections for payment in full plus $14.00
collection charge after 60 days or two payment requests.

¢ Michael Young DDS does require payment in full for your portion at time of service. We accept MasterCard,
Visa, American Express, Discover, and Cash. We do not accept checks. If you are in need of an extended
finance option, we also work with CareCredit, which offers 6 or 12 month interest free “same as cash”.

e A specific amount of time is reserved especially for you and we strongly encourage all patients to keep their
appointments. If you must change appointment, we require at least 24 hour notice to avoid a $35 cancellation
fee (emergencies are an exception).

¢ In the event of an emergency after regular business hours, a $100 emergency fee will be charged for established
patient in addition to the necessary treatment fees. Patients who are not established in the practice will be
charged a $150 after hours emergency fee.

I agree with the above conditions.

Print Name: Date:

Patient/Parent Signature:




Michael J. Young D.1.S favette, LA /0508
o Family and cosmetic Dentistry

HIPPA Consent to the Use and Disclosure of Health Information for
Treatment, Payment, or Healthcare Operations

I understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examinations, test results, diagnoses, treatment, and any
plans for future care or treatment. I understand that this information serves as:

e  a basis for planning my care and treatment

e a means of communication among the many health professionals who contribute to my
care

e asource of information for applying my diagnosis and surgical information to my bill

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

e and a tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals

I understand and have been provided with a Notice of Information Practices that provides a more
complete description of information uses and disclosures. I understand that I have the right to review
the notice prior to signing this consent. I understand that the organization reserves the right to change
their notice and practices and prior to implementation will mail a copy of any revised notice to the
address I've provided. I understand that I have the right to object to the use of my health information
for directory purposes. I understand that I have the right to request restrictions as to how my health
information may be used or disclosed to carry out treatment, payment, or healthcare, operation and
that the organization is not required to agree to the restrictions requested. I understand that I may
revoke this consent in writing, except to the extent that the organization has already taken action in
reliance thereon.

I request the following restrictions to the use of disclosure of my health information:

Print Name of Patient or Legal Guardian

Signature of Patient or Legal Guardian

Date:
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Family and cosmetic Dentistry

Consent to Release Information

I authorize Dr. Michael J Young to release medical records to any health care providers
participating in my dental care. [ also authorize Dr. Michael J Young to release information
regarding my dental health or financial information to the following people listed below.

Please indicate your agreement with this policy by signing below.

Patient Name:

DOB:

Signature:

Date:

Release dental information to the following persons.

List name and relationship to patient.




