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.

Today's Date:
E-Mail Address:

Name:

| prefer to be called:
Birthdate: ~ / / Age: SS#:

Home Address:

m OF O Non-binary £

City Stote

[ ISingle [ |Married | |Divorced [ |Widowed [ Separated

Hm #: ( ) Cell #: ()
Wk #: ( ) Ext: DL #:
Employer:

Employer’s Address: T

How long there? Occupation:

Where & when are best times to reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Previous / Present Dentist:

Plecse Circle]

Last Visit Date:

SPOUSE INFORMATION

His / Her Name:

Employer:

Contact #: | Ext: SS #:

Birthdate: ~ /  / DL #:

Person Responsible for Account:

Contact #: ( )

Billing Address:

Relationship: SS #:

Employer: DL #:

\ A s TR
".H_#»_ i o 0\

" Physician’s Name:

Primary Insurance

Dental Coverage? || Yes I No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

_ Relation:

Insured’s Name: ey
Insured’s ID #:

Insured's Birthdate: [

Insured’s Employer:

Employer’s Address: =1

Secondary Insurance

Dental Coverage? || Yes [ I No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: (]

Group # (Plan, Local or Policy #):

Insured’s Name:

_ _ Relation:
Insured's Birthdate: ~ /

/  Insured's ID #:

Insured’s Employer:

Employer's Address:

Neighbor or Relative not living with you (for emergency).

His / Her Name: Relotion:
Wk #: ( )  Hm#: | %
Address: -

City T S

MEDICAL HISTORY

Do you have a personal physician?

Phone #: ( )

Are you currently under the care of a physician?

~ Date of last visit:
[ Yes |

Please explain:

| No




[ /i ) MEDICAL HISTORY  CONTINUED e -. DENTAL HISTORY

Your current physical health is: [1Good [Fair [IPoor © Why have you come to the dentist today?
Do you smoke or use fobacco in any other form? [lYes [No

Have you had any metal rods, pins or implants? [Yes [INo . o
: e Do you require antibiotics before dental treatment? TlYes [INo
Are you taking any prescription / over-the-counter or herbal

supplemental drugs? ClYes [INo Are you currently in pain? “Yes [INo
Please list each one: Have you ever had a serious/ difficult problem
Have you ever token Fosamax, or any other bisphosphonate? ClYes CINo associated with any previous dental work? ClYes [CNo
Have you been told that you snore or hold your breath while ; Do you have fears about going 1o the dentist? H Yes B No
sleeping or wake up gasping for breath? CYes TINo
Have you ever had gum treatment? ClYes [INo
For Women: Arezycxéusing u%escribed method of birth control2[ ] Yes [] No Do you now or have you ever experienced pain /
G preg.nc:m. b e Pt discomfort in your jaw joint (TMJ / TMD)? [IYes [INo
Are you nursing? [ Yes [ No
: - ’ ' Your current dental health is: [ Good [Fair []Poor
Have you ever had any of the following diseases or medical problems & ‘
Y N Abnormal Bleeding Y N Hepalitis Do you like your smile? 1Y I N Do your gums ever bleed? Cly ON
¥ N Alcohol / Drug Abuse Y N Herpes / Fever Blisters H fi led floss? P brush?
Y N Anemia ¥ N High Blood Pressure e oW many imes @ week do youtlosss ____ @ rdycoyen -
Y N Arhritis Y N HWV*t/ADS | Type of bristles? [ 1Soft [IMedium [JHard
Y N Ardificial Bones / Joints / Valves Y N Hospitalized for Any Reason How | d toothbrush bef lacing if2
Y N Adbric ¥ N Kidney Problems ow long do you use a toothbrush before replacing it?2
Y N Aufism YN Liver Disease Are your teeth sensitive fo heat, cold, or anything else?
Y N Blood Transfusion Y N Low Blood Pressure , —
Y N Cancer /Chemotherapy Y N Lupus Have you lost any teethz [ ] Yes [ No  If yes, why?
Y N Colitis ¥ N Mitral Valve Prolapse —— N— . : w
Y N C ital Heart Defect T N 1 is / Paget's Di . . . .
Y N Cz:%::?iyc e Y N Eﬂi:&%‘fgﬂs / Pagehs Disense | understand that the information that | have given today is correct to the best of
Y N Dabstes Y N Peychiatric Treatment . my knowledge. | also understand that this information will be held in the strictest
Y N Difficulty Breathing Y N Radistion Treatment . confidence and it is my responsibility to inform this office of any changes in my
Y N Emphysema Y N Rheumatic / Scarlet Fever " medical status. | authorize the dental staff to perform any necessary dental services
Y N Epilepsy Y N Seizures ~ that | may need during diagnosis and treatment with my informed consent.
Y N Fainting Spells Y N Shingles %
Y N Frequent Headaches Y N Sickle Cell Disease / Traits e —
Y N Glaucoma Y N Sinus Problems wh Signature Date
Y N Hay Fever Y N Siroke i
$ E :66” ﬁﬂﬂck : E Pgroid lpff_’b'&gis 2 Payment is due in full at the time of treatment
eart Murmur uberculosis : i
nless prior arrangements have been approved.
Y N Heart Surgery Y N Uleers ; N P g PR
- Y N Hemophiia ¥ N Venereal Disease - If this office accepts insurance, | understand that | am responsible for payment
 Please list any serious medical condition(s) that you have ever had: ' of services rendered and also responsible for paying any co-payment and g
- deductibles that my insurance does not cover. | hereby authorize payment
e ; — ) . ] = directly to the Dental Office of the group insurance benefits otherwise payable
Have you received vaccination for Covid-192 Yes LINo to me. | understand that | am responsible for all costs of dental treatment.
Type? Date(s)2 | hereby authorize release of any information, including the diagnosis and
. : ds of treatment ination rendered, to my insurance company.
Are you allergic to any of the following? R e St s S
Y N Aspirin Y N Erythromycin Y N Tetracycline
Y N Codeine Y N Latex Y N Other

Y N Dental Anesthetics Y N Penicillin

Signature Date

Pl li i ic to: o . ¢ ) ; .
ease list any athet drugs/malerials thot you are allergic o Our office is HIPAA Compliant and is committed to meeting or exceeding the

smndords of |nfechon comrol mandmed by OSHA, The CDC ond 1he ADA

B OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY &

[ verbally reviewed the medical / dental information above with the patient named herein. Initials: Date:

T O L R e PR Y T S e

Doctor’s Comments:

MEDICAL HISTORY UPDATE

| 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 conditions.

Signature Date
| have read my medical history dated and confirmed that it states past and present medical conditions.

Signature Dme

FORM #DDS-2A6 veovid EMERALD GREETINGS www.informsonline.com 2021 INFORMS 1-800- 72? 4884
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Gramercy Smiles

A Holistic Approach to Dentistry
PART A

ASSIGNMENT OF FINANCIAL RESPONSIBILITY AND RELEASE OF
INFORMATION

1. 1authorize the release of any dental benefit information necessary to process my
Insurance claim(s).

2. lsauthor;ze and request payment of dental benefits directly to GRAMERCY

3. 1agree that this authorization will cover all or partial dental services rendered

4. 1understand I am financially responsible for any charges whether or not paid by
the insurance plan and further agree to pay GRAMERCY SMILES for any and afl
patient responsible balances,co-payments,deductibles and non covered services
indicated by my insurance policy

5. 1agree that a photocopy of this form may be used in a lieu of the original.

Patient/representative signature Print Name Date

PARTB

PAYMENT IS REQUIRED AT THE TIME OF YOUR VISIT!!

In an effort to provide you with flexible payment arrangements, we have expanded
our payment policy to offer the following options:

Payment by Cash Payment by Credit Card

Please circle your choice, sign below and return to the receptionist before treatment.
Our office is enrolled in the Care Credit Program, as well as the Chase Health
Advantage Program. These programs provide financing for dental treatment above
$300. Please speak to the Office Manager if you are interested in applying for either
of these plans. PLEASE NOTE: GRAMERCY SMILES IS NOT RESPONSIBLE FOR
OR LIABLE IN ANY WAY WITH RESPECT TO ANY ARRANGEMENT BETWEEN
YOU AND A THIRD PARTY FINANCING COMPANY.

If none of the above applies, please see the Office Manager. Thank you.

Patient/representative signature Print Name Date



Gramercy Smiles
A Holistic Approach to Dentistry

RESERVED APPOINTMENT FEE

Dear Patient,

An appointment time is reserved specially for you. This convenient appointment
system helps our office run smoothly for both patients and staff. We schedule an
appropriate amount of time for the procedure our patients need, and we take pride in
staying on schedule and preventing unnecessary waiting time. We respect YOUR time
and ask that you show us that same respect.

When making an appointment, please be sure that other obligations allow you
adequate time to arrive promptly for your dental visit. Your cooperation allows us to be
on time for your appointment, and our other patients.

If you know that you are going to be 10 minutes late, please call before you come.
That way, if it becomes necessary to reschedule your appointment, you will have avoided
a hurried late trip to the office and mutually embarrassing situation at the business desk.

If you find you are unable to keep a scheduled appointment, please call IN
ADVANCE so that we may reschedule you at a convenience time, and enable us to fill
this cancellation with another patient.

There will be NO charge if we are given 48 hours notice.

Should you fail to contact us, there is a MINIMUM charge of $250.00 per visit
for the missed appointment time.

If you are a family of 2 or 3 scheduled at the same time and find that one of them
is not able to come, please try to keep the other appointments to avoid multiple charges
for missed appointments.

Thank you for your cooperation, courtesy, and understanding.

Sincerely,
Gramercy Smiles Staff

Print Name

Signature and Date



gramercy Smiles
A Holistic Approach to Dentistry

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgment**

L , have received a copy of this office’s Notice of
Privacy Practices.
(Print Name)
(Signature)
(Date)
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgment could not be obtained because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (Please specify)

e O o o

2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and thelr ﬂaﬂ‘lswmiued. Auyodmmdupﬁwioa or distribution of this form
byaayothupmywqu&uwopdotwdmmalofﬂnm Association.
Thtis form Is educational only, docs nat constitute lega) advive and covers anly fedoral and stats law (August 14, 2002)



. NOTICE OF PRIVACY PRACTICES

ED AND
T INFORMATION ABOUT YOU MAY BE US
THIB NOTICE DR oW YOU CAN GET ACCESS TO THIS INFORMATION

PLEABE REVIEW IV CAREFULLY.
WEWMOFWURMNWWBWMWU&

OURLEGAL DUTY . 1 fodaral and siato law to maintain the privacy of your heash nfurmation. Wo are ako

m%mmumw Netios about our privevy practicas, dutics, ang your rights conceming your hagith
mm:%mzmmmgf Mmmmmmmmmww Thig Notice

t to our privecy practioss and the terms of this Notico at any tme, provided guch
changes are pa mw?p?mm. reserve tha right to make the changes in our privacy practices and
the new torms of aur Nofice affective for il haalth informaticn that we malntain, including hoalth information we
created or reonived bafore wa made the changss. Belom we make o ignificant change in or privacy praoticss, we
wiil change this Notics and moke the now Notios wvaliable upon raquast.

You uest a of our Notice et eny time, For mor information about our privacy practices, or for
w@&ﬁ»mﬂmmm«mmunmmmamw«mm.

USES AND DISCLOSURES OF HEALTH INFORMATION
We uss and disclose hesith informeficn about you for trastment, poymend, end haelihoerd cperstions. For

Trestemont: Wa may use or disciass your heafth Information o & physicien or othar husithuare provider providing
teatment o you.

Payment: Wo may u2e and discioss you heaith information to cbtaln payment for srvices we provids to yau.

Healthcary Oparations: We may usa end disciose your heelth information in connoction with our heattheare
oporations. Heslhogro operations Inchide gually ssseesment and improvement ectiviies. reviewing the

practitioner
conduating teining programs, accreditation, centfication, Hoensing or credentaling aotivitios.

Your Authortration: tn addtion to our use of your haalth information for treatmant, paymant or hoalthcare
mMmmmmmmbmwmmmm«hmnbmww
Furpose. {f you give ua 6n authorization, you may revoke it in wilting st any time. Your ravocation wit not affact
eny uso or disclesures permittod by your quthorizetion whio & was in effact, Unless you give us o wiitten
mmmmwmwmmmmmmwmmwmmmm

Notioa.
Yo Your mrmmmmmmmmmwm.umwmmkmm
swclion of this We may discloss your health information to 8 family member, triend or oher paron o the

mwbwmmmmmmemmmwvmwa

Pargons tnvolved in Care: We mey usa or disclosa health information to . OF g83ist in tho notification of
Mwmwbm;mmmmmmm:ﬂzmmmw

YOUY €810, ar your location, yaur or deoth. H you are present, then prior o uge or disciosurg of

your wo will prwide you with gn to lo such usas or disclosures. In the event

ot Incapadity or o wQ Wil digciose haaith information based on a datermination

our profassional judgment anly information that Is directly raiovant 10 tho porson's invevemant in
hsafthzare, wiil aiso uso owr 8nd our axpariance with common prattice o make

your Judgment
reasonabdly inforences of bast interest in a o -
pl hm&w ’ allowing a perscn to piok up filed grescripions, mad!cal supplics, X«

NMmﬂulmmdsmWomm“mnmmm srketing communicat)
wEROUt yOUr wiRen authiorization. ) ' " o



Wﬂwmmwmwmmmmwmamﬁwnwmm»ﬂuwm.

Mwlmﬂbmdbﬂnwmmmmwmm rpasonatly belove
uu:y'm°mmm;mmmm“ to avent reans “w:'m' ror
b po e ‘ nscessary @ sarious thereot to your health or salety or

Natiunal Sacurity: We may discioss to miitory suthoritios the hsalth information of Armed Forces parsonne!
undar caftain ctreumsatancas. Wae may disclaso to suthorized fedoral oficials health information raquirad for lawha
Inteltigence, countor inteligence, and oihar national seoutity actvtics. We may disgioss to comections) instution

gmmmmm custody of protectad health information of inmate of patient undar csrtaln

Appointmant Reminders: We may uso or distioso haalth information to provida appointmont
mmuwmmwmmx o W

PATIENTS RIGHTS

Accoss: You mey have the right to look a1 ar gst copiss of your heaith Information, with fmited exceptions. You
Mmay raquest thet we provids coples in a format other than photocopiaa. We will use the format you reguest unloss
wo cannot practcably do 50. (You mudt make a requast in witing (o cbiain acress to your haalth informeation. You
may oblaln 8 forn lo requost geeess by using the contact Informistion Gsted at tho ond of this Natico, We wil
chaigs you @ reascniatle coot-based fae for oxpensaa such s copias gnd staff tme. You may also roquest 3ccoss
by sending us o (etter to the addrass at tha and of this Notios. 1If you retuest coples, we will charge you $0.75 for
o3ch gage, $35 per hour for staff time to locate and copy your health tnformation, end postage i you wart the

health
Information in that format. ¥f you prafar, we will preparo 8 summary ar an explianation of your heaith (nfoimatton for
s féo. Contact us using e Information Hsted at thy ond ¢f the Natioo for a full explanstion of eur foo strusture.)

Discloswe Accounting: You hava the right to recelve a st of instances in which wa or our busingss associatod
disclosed your heslth tnformation for purposes, other than treatment, payment, hasithosro and certaln
other activates, for tho tast & yeers, tut not hefore Apsit 14, 2008. lfg:mmm moro than gnca in
a 12-snonth poriod, wa may charge you a feasonable, cost-based fee for respending to thewe 1 requosts.

Altsmative Cammunicution: You have the right to requast that wo communieats with you Bbout your haath
information ty aliemative maans or to altsmative focalions. (You must make your requast In wriing.) Your requoat
must epacify o sitemative means of iocation, and provida satisfactory explanation how payments will be handled
urder the ghamative meang or loealioh you request.

Amondment; You heve the o roquost Bat we emend your hesith information.  (Your request ruat bs in
mmummuf}“wmmmummmm) Wa may deny your roguest unidar cenain
tirpumatenoss,

»

MmmﬁmEmmmbmmeebmwbyWWH(m&mmmm
rocoive this Notico in written form.

QUESTIONS AND COMPLAINTS :
{F you wgnt morm information ebout aur privacy practicas or hava questions or concerns, plesso contact us.

i you are contamad thaet we may have violEted your pivacy rights, Of You d5ag7Be with & deoision wo mado about
a&bmhﬂ&ﬂmﬂwhwhamm to amend or resirict the sus or disclosure
of your hos?h information or o hove ua communicald with you by aitrativa means or st alemative locations,
you may compiain o ug using the contact information listed @ the end of this Notice. You 8530 may submil a wiiiten
Mbmu.s.DedemmHmmWGmMommmmmﬁom
compiaing with the U.S. Depertment of Hasith and Human Sesvices upan requaat.

We support your to the priveoy of your heaith Information, We will not rotaitate in any way & you choasa to fie
ammmhmo}mmus.ommammmw



Pharmacy Information

First Name: Last Name:

Pharmacy Name:

Pharmacy Tel#

Pharmacy Address:

Allergy to medication:

For women: Are you using a prescribed method of birth control? Yes____ No

Are you pregnant? Yes, No

Are you nursing? Yes No




Gramercy Smiles

A Holistic Approach to Dentistry

Esthetic Questionnaire

1. How do you feel about the appearance of your teeth/smile?

2. Is there anything about the shape/size/alignment of your teeth you would like to
change?

3. Would you like whiter teeth? Yes No

4. Have you considered any cosmetic dental procedures that you would like to discuss
today?

5. Are you or have you considered Invisalign to correct misalignment? Would you like to
address these issues today?

6. Did you ever have Invisalign? Yes No  Age

7. Are there any other concerns you have pertaining to your teeth that you want to discuss with
us today?

TMJ History

1. Have you ever had a problem or injury with your TMJ? Yes No
2. Do you experience pain in your TMJ when eating or speaking? Yes No
3. Do you hear clicks or pops in your TMJ? Yes No
4. Does your jaw ever get stuck or locked? Yes No
3. Do you have difficulty opening your jaw? Yes No

6. Does your jaw ever feel tired, heavy, or sore in the AM/PM/both?



