Madison Dental

789 Madison Ave.

Albany, NY 12208

518-463-0004

Patient Information

Today’s Date________________

Patient Name___________________________________________________________________________

Social Security #________________________________________________________________________

Date of birth________________________________

Drivers License #____________________________

Home Address__________________________________________________________________________

______________________________________________________________________________________

Home Phone________________________________

Cell Phone__________________________________

Work Phone_________________________________

Are you:   Male     Female

Are you: Minor  Single  Married  Divorced  Separated  Windowed 

In case of emergency contact?____________________

Phone_______________________________________

Relationship__________________________________

Who should we thank for referring you?______________________________________________________

Health Questionnaire

In order for any doctor to thoroughly diagnose any condition, we must have accurate data so that we may give personal attention to each individual.  This information is confidential.  Thank You.

Dental History

Reason for today’s visit___________________________________________________________________

Former Dentist_____________________________________________City_________________State____

Date of last dental care__________________________Date of last dental x-rays_____________________

How often do you brush?___________________________Floss?_________________________________

Have you ever had a local anesthetic (Novocaine, etc)?  Yes  No

Have you ever had adverse reaction to a local anesthetic?  Yes  No

Have you had any serious trouble associated with previous dental treatment?  Yes  No

If Yes, What?___________________________________________________________________________

Do you use tobacco?  Yes  No  If yes, what type?  Cigarettes  Cigar  Pipe  Chewing

Does dental treatment make you nervous?  Yes  No  Slightly  Moderately Extremely

Circle all that apply:

Bad breath 


Sensitivity to sweets


Dry mouth

Grinding


Jaw clicks or pops


Jaw pain

Sensitivity to hot/cold

Periodontal Disease


Swollen/tender gums

Bleeding Gums 


Sensitivity when biting 


Burning Tongue

Lose/broken teeth


Food collection between 


ear pain 

Loose/broken fillings

sores/growths in mouth


toothache

Medical History

Primary Care Physician’s Name____________________________________________________________

Phone # _______________________________

Date of last visit?________________________

Are you in good health?  Yes  No  Are you under any current treatments?  Yes  No

If yes please explain______________________________________________________________________

Have you Ever had a serious illness or operations?  Yes  No 

If Yes, Please explain____________________________________________________________________

Have you been hospitalized in the last 5 years?  Yes  No

Are you taking any medications?  Yes  No 

If yes, please list including dosage__________________________________________________________

Have you ever had an allergic reaction to any food, latex, or medications?  Yes  No

If yes, please list________________________________________________________________________

Have you ever taken any group of drugs referred to as “fen-phen”?(These include combinations of Lonimin, Adipex, Fastin (Phenterminbrands), Pondimin(fenfluramine), and Redux(defenfluramine)Yes  No

Are you currently being treated for Osteoporosis? Yes  No  

Are you currently taking the drug Fosamax?  Yes No

Are you pregnant?  Yes  No  Nursing?  Yes  No  Taking birth control pills  Yes  No

WARNING: ANTIBIOTICS MAY ALTER THE EFFECTIVENESS OF BIRTH CONTROL PILLS.

Circle if you have or had any of the following?

Anemia 



heart attack


`tonsillitis

Bleeding problems

skin rash



heart murmur

Hepatitis 


asthma



radiation treatment

Scarlet fever


kidney disease


tuberculosis

Arthritis 


dry mouth 


chemotherapy

Persistent cough


back problems 


heart problems

High blood pressure 

fainting 



respiratory disease

Shortness of breath

liver disease 


ulcer

Artificial heart valves 

swelling of the feet

circulatory problems 

Psychiatric problems 

blood disease


hemophilia 

HIV/AIDS


glaucoma 


rheumatic fever

Sinus trouble 


MitralValve prolapse 

venereal disease

Artificial joints


thyroid problems 


headaches

Diabetes



cancer



epilepsy

Pacemaker


seizures 



stroke 

Do you have any disease, condition or problems not listed?  Yes  No

If yes, describe__________________________________________________________________________

To the best of my knowledge, the information is complete and correct.  I understand that it is my responsibility to inform my doctor, if myself or my minor child, ever had a change in health.

Signature______________________________________________________________________________

Signature of Patient, Guardian or Personal Representatitve

Please Print____________________________________________________________________________

Relationship to the patient_________________________________________________________________

Financial Policy For Our Patients

Madison Dental 789 Madison ave. Albany, NY 12208

Our office will gladly work with you to help get the maximum benefit available to you.  Most dental insurance plans do not cover 100% of your cost of treatment.  Because of this, you will be asked to pay a portion of all non-preventative procedures on the day treatment is rendered, in order to cover your deductible and your co-payment.  Also, for all non-preventative treatment under $100.00, you will be asked to pay in full.  Any resulting credit balances that exist after insurance payment has cleared will be promptly refunded back to you, by check, at the end of each month.  Because the insurance policy is an agreement between you and your insurance company, the ultimate responsibility for all charges lies with you.  If after 60 days the insurance company has not paid on this claim, you will be responsible for the total balance.  

New patients coming to our office without insurance will also be required to pay up front a $100.00 deposit to go toward your visit with us.  

PAYMENT OPTIONS

1. Cash

2. Credit card.  Our office accepts Visa and MasterCard

3. Checks. (established patients only) No out of state checks or checks lower than #500 will be accepted.

4. CareCredit.  This low minimum, third-party, monthly payment program is designed to pay for dental care not covered by insurance.  With this option, you can start your treatment immediately and pay your balance over 3, 6, or 12 months with little or no interest.  The application process for CareCredit can be completed online at www.carecredit.com, and all qualifying candidates will be approved immediately.

I have read, understand, and accept the terms of the aforementioned financial policy;

Print Name:____________________________________________________________________________

Signature:______________________________________________________________________________

Consent: The undersigned hereby authorize the doctor or qualified personnel to take radiographs (x-rays), study models, photographs, or any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis for the purpose of dental treatment and care.  I also authorize the doctor to perform any and all treatments and therapy and prescribe medications that may be needed for dental care for the patient named above.  I further authorize and consent that the doctor may choose and employ such assistance, as he/she deems fit.  I also understand that the anesthetic agent embodies a certain risk.  I understand that the responsibility for payment of dental services provided in this office for myself or my dependents is mine, due and payable at the time of services are rendered. 

Signature_______________________________________________________Date___________________



(Signature of patient, Guardian or Personal Representative)

Relationship to Patient____________________________________________________________________

Missed Appointment Policy:  In order to properly care for you and your family, we need a twenty four-hour notification if you are unable to keep your scheduled appointment (Monday appointments must be canceled by the Friday before) .  When Patients do not provide adequate notification to us to reserve the time for another patient in need of treatment, we must still meet our financial obligations in order to maintain staff charges and overheads.  The charge is prorated at $50.00 for every miss appointment.  Your insurance company will not be responsible for this charge, this charge is only payable by you. More than one missed appointment may result in your dismissal from this office.
Signature_______________________________________________________Date___________________



(Signature of patient, Guardian or Personal Representative)

Relationship to Patient____________________________________________________________________

ACKOWLEDGEMENT OF RECEIPT OF NOTICE OF 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)

Other family members or significant others that we can release information to

Office Use

The patient refused to sign our Notice of Privacy Practices because:

