Jeffrey A. Harrison, DMD, PC
Suzanne F. Gendel, DDS

Stephen A. Rellas, DMD
258 Washington Street
Wellesley Hills, MA 02481

Name: MR/MRS./MS./DR. Referred By:
Physician Name: Telephone:
Former Dentist: Telephone:

Please check (¥) any of the following problems that you may currently have or had in the past.
DENTAL RELATED PROBLEMS

Specific pain or problem Unhealed or inflamed areas in your mouth
Pain around your ears Growths or sore spots in your mouth
Clenching or grinding habits Bleeding gums

Problems with local anesthetic Prolonged bleeding with dental work
Difficult extractions Sensitivity to cold or heat

Trauma to mouth or teeth Instruction to oral hygiene

Problems chewing Periodontal disease

Broken teeth Missing teeth

Do you have any removable appliances? Yes No

Do you have dental implants? Yes No

If you checked any of the above questions, please use the following space to explain:

Are you happy with the appearance of your teeth? Yes No
If No, please explain:
Date of last dental visit: Date of last dental X-Rays:

Please check (¥) any of the following problems that you may currently have or had in the past.
MEDICAL RELATED PROBLEMS

Circulation Problem Tumor(s) HIV + Implants

Heart Murmur Radiation Hepatitis Seizures

Stroke Chemotherapy Herpes Ulcer/Colitis
Rheumatic Fever Hay Fever TB Eye Problems

Blood Pressure Allergies Tonsil Problems Asthma

Bleeding Ear Problems Transplants Respiratory Disorder
Heart Problems Sinus Problems Pregnancy Thyroid Problems
Dizzy Spells Diabetes Liver Problems Kidney Problems
Mitral Valve Prol. Arthritis Anemia Emotional Problems
Cortisone Therapy Headaches Migraines

If you checked any of the above, please use the following space to explain:

Do you smoke cigarettes? If Yes, how many per day/week?

Antibiotics or other drug allergies:

Current Medications:

Blood Pressure: Pulse:
Patient Signature: Date:

MEDICAL/DENTAL HISTORY






PATIENTS WITH DENTAL INSURANCE

Your dental insurance coverage may or may not include benefits for services rendered in this office.
The benefits you receive are in accordance with the terms set down at the time of purchase by either
your employer or yourself.

The fees we charge for services to our patients for who are insured are our usual and customary fees
charged to all our patients for similar services. The allowable benefits of your insurance policy may
or may not coincide with these fees. There is a relationship between this office and you the patient,
but none to the insurance company regardless of the contract. You, the patient are responsible for all
the services rendered. We are happy to assist you in obtaining the allowable benefits and to process
the required forms at no charge despite time necessary to do so. The responsibility to see that the
benefits are recovered is yours alone.

All fees will be discussed prior to treatment at your request and payment arrangements provided.

This is to be the responsibility of the patient to this office and through or with the insurance company.
Claims uncollectable after five months will become the responsibility of the patient and payable in
full.

If you have two insurance policies, a primary and secondary, we will submit to the primary only. We
will provide you with the necessary information to submit to the secondary insurance, but due to the
amount of paperwork and the number of times claims need to be resubmitted, we do not submit to
secondary insurance companies.

I have read and understand the dental insurance portion. Signed Date

PAYMENT POLICY

Patients that have insurance will be required to pay for their initial visit at the time of their initial
appointment unless insurance verification has been made prior to the appointment. Any deductible or
co-payment is required at the time services are rendered.

Extensive treatment plans will require 1/3 down to begin the treatment, 1/3 by the time of the final
impressions, and the last third prior to insertion or delivery of a prosthesis. Insurance payments will
be applied to the last 1/3 of payment. The remainder is required prior to delivery of the prosthesis.

I have read and understand the payment policy portion. Signed Date

RETURNED CHECK POLICY
Checks returned to the office from the bank for whatever reason will have the banks service fee of

$15.00 added to the existing balance. The office will hold returned checks until the balance is paid in
full.

I have read and understand the returned check policy. Signed Date




APPOINTMENTS

The office attempts to confirm all appointments a day to two days in advance, however it is your
responsibility to remember scheduled appointments. We value your time and ours, therefore, if you
are unable to keep an appointment be courteous to others who may be waiting and kindly notify our
office. If you fail to show up for an appointment without 24-hour notification, a fee of $35.00 per
hygiene appointment and $50.00 per hour for doctor appointments will be charge and due prior to
rescheduling another appointment. This fee is not submitted to the insurance company.

I have read and understand the appointment portion. Signed Date

CONSENT AUTHORIZATION

The undersigned hereby authorizes Dr. Harrison and his staff to take x-rays, study models,
photographs, or any other such diagnosis aids deemed appropriate by Dr. Harrison to make a
thorough diagnosis of the patients needs. I also authorize Dr. Harrison to perform any and all forms
of treatment, medication and therapy that may be indicated in connection with

(Patient) . I further authorize and consent that Dr. Harrison choose
and employ such assistance as deemed fit. I also understand that the use of anesthetic agents
embodies certain risks.

Some of the complications associated with routine dental treatment may include but are not exclusive
of pain, swelling, bruising, transient or prolonged temperature sensitivity, numbness, and paresthesia.
I understand that responsibility for payment of dental services provided in this office for myself or
my dependent is mine, due and payable at the time services are rendered unless financial
arrangements have been made.

PATIENT NAME DATE

WITNESS

PARENT OR RESPONSIBLE PARTY RELATIONSHIP TO PARENT



