
 

About You 

Name:__________________________________ I prefer to be called___________________________( ) Male ( ) Female 

(  ) Single (  ) Married (  ) Child (  ) Other Birth Date: _____/____/________  Age: ________ SS#:______________________ 

Home Address: ____________________________________City: __________________State: _______ Zip: ____________ 

Home Phone: (_____) _______________ Work: (_____)___________________ext.______ Cell: (_____)_________________ 

E-mail Address:_________________________________________ DL#:_________________________________ 

Employer: _____________________________ How long there?________________ Occupation: ______________________ 

Employer’s Address: ___________________________________ City: _______________ State: _______ Zip: ____________ 

 

Person Responsible For Account 

(  ) Same as person above 

Name: _________________________________ Birth Date: ____/____/_________ Relation: ________________________ 

Billing Address: ____________________________________ City: ___________________ State: _____ Zip: _____________ 

Home Phone: (_____)_______________Cell: (_____)________________ Work:(_____)___________________ 

SS#:_____________________ Employer: ___________________________ How long there?__________________________ 

Occupation:____________________________ 

 

Dental Insurance Information 

Primary Insurance 

Insurance Co. Name: _____________________________ Phone: (____)____________Group/Policy #: _______________ 

Insured’s Name:________________________ Insured’s Birth Date: ____/____/_____ Relation to insured ______________ 

Insured’s SS#: ________________________ Insured’s Employer: __________________________________ 



PATIENT DENTAL HISTORY 
 
PATIENT’S NAME _______________________________________________________________       DATE OF BIRTH __________________________________ 
 
REASON FOR THIS VISIT _____________________________________________________________________________________________________________ 

WHEN WAS YOUR LAST DENTAL VISIT __________________________WHAT WAS DONE THEN _________________________________________________ 

HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN  ________________________________________________________________________________ 

PREVIOUS DENTIST (NAME AND LOCATION) ____________________________________________________________________________________________ 

HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN- WHEN & WHERE  __________________________________________________ 

HOW OFTEN DO YOU BRUSH YOUR TEETH ___________________________    HOW OFTEN DO YOU FLOSS YOUR TEETH __________________________ 

IS YOUR DRINKING WATER FLUORIDATED YES NO 

 

 

                   YES    NO                                 YES   NO
    
Do your gums bleed while brushing or flossing………..……        
 
Are your teeth sensitive to hot or cold liquids/foods……..…        

Are your teeth sensitive to sweet or sour liquids/foods…….        
 
Do you feel pain to any of your teeth……………………..….        

Do you have any sores or lumps in or near your mouth…....        

Have you had any head, neck, or jaw injuries………………        

Have you experienced any of the following problems  
Clicking in your jaw...………………………………        

 Pain (joint, ear, side of face)………………………        
 Difficulty in opening or closing your jaw………….        
 Difficulty in chewing…………………………………        
 
Do you have frequent headaches………………………….…        
 
Do you clench or grind your teeth………………………….…        
 

Do you bite your lips or cheeks frequently……………...……        
 
Have you noticed any loosening of your teeth………….…..        

Does food tend to become caught between  
your teeth……………………………………………………….        
 
Have you ever had periodontal treatment (gums)………….         

Have you ever worn a bite plate or other appliance………...        

Have you had any difficult extractions in the past………..…        

Have you ever had any prolonged bleeding following 
 Extractions…………………………………………….………..        
Do you wear dentures or partials………………….……….…        
If yes, give the date they were placed  
  ______________________________________ 
 
Have you ever received oral hygiene instructions 
regarding the care of your teeth and gums………………..…           

 

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE? _______________________________________________________________ 

___________________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________________ 

 

AUTHORIZATION AND RELEASE 
I CERTIFY THAT I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO THE BEST OF MY KNOWLEDGE.  THE ABOVE QUESTIONS HAVE BEEN ACCURATELY 
ANSWERED.  I UNDERSTAND THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH.  I AUTHORIZE THE DENTIST TO RELEASE ANY 
INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR MY CHILD DURING THE PERIOD OF SUCH 
DENTAL CARE TO THIRD PARTY PAYORS AND/OR HEALTH PRACTITIONERS.  I AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THE 
DENTIST OR DENTAL GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.  I UNDERSTAND THAT MY DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE 
ACTUAL BILL FOR SERVICES.  I AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS. 
 
 
 
 
________________________________________________________________________________  ___________________________________________ 
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR         DATE 
 
________________________________________________________________________________       ___________________________________________ 

DOCTOR’S SIGNATURE        DATE  
 
DOCTOR’S COMMENTS ___________________________________________________________________________________________________ 



TIME 8:11 AM DATE 3/4/2013

MEDICAL HISTORY
FOR

5861--New Patient
Birth Date:

Art District Dental

Do you have, or have you had, any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be
dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No
Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux? Yes No
Are you on a special diet? Yes No

Do you use tobacco? Yes No
Do you use controlled substances?

Yes No If yes, please explain:
Yes No If yes, please explain:

Yes No

Yes No If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Other

Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics

If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pace Maker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

Hemophilia
Hepatitis A
Hepatitis B or C
Herpes
High Blood Pressure
Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse
Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care
Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Anemia
Angina

Are you allergic to any of the following?

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke
Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No



ART DISTRICT DENTAL 
Dental Insurance Information and Disclaimer 

 

Please READ the following carefully before signing: 

Please check initial each section: 

 

_____ It is our pleasure to assist you with any insurance questions or problems you may have.  

We have a full time insurance specialist who deals with insurance companies to see that your 

claims are processed quickly and accurately.  Unfortunately, it is difficult to predict the benefits 

or restrictions your insurance company has in place.  We will give you an estimate of your 

financial responsibility for any procedure before you are seen.  Please understand this is just 

an estimate. 

_____ Upon your first visit, we will complete a comprehensive examination and have the 

necessary x-rays taken, usually a full mouth series of radiographs.  If you have had x-rays at 

another dental office recently, we advise you to have them sent to our office prior to your 

appointment or bring them with you.  If they are printed on paper we will need to make our 

own x-rays.  The standard of care we use with regard to x-rays is bitewing x-rays every 6 

months.  We may or may not be able to “clean” your teeth at this initial examination.  We will 

determine the type of cleaning your particular teeth need and reappoint for the appropriate 

length of time to treat you condition if necessary. 

_____ Please understand many dental plans have waiting periods, frequency limitations, and 

alternate benefits.  These benefits are not considered when preparing a treatment plan.  We 

will give you a comprehensive treatment plan with your best interest in mind, regardless of 

whether dental insurance may contribute.  You will be responsible for any difference in 

amounts your insurance does not pay. 

 

 

_____ I have read the above insurance information and understand the possibility of certain 

services that may not be covered by my policy.  I also understand and agree that an estimate of 

my cost, is just that, an estimate, and that there might be a balance left after insurance has 

received the claim and processed the payment.  I also understand that insurance may not cover 

certain procedures at all, and in that case I am responsible for all charges. 

_____ I, the undersigned, do fully understand that Art District Dental has agreed to file my 

insurance as a courtesy and that I am fully responsible for any treatment costs which are denied 

or not covered by my insurance company.  I further agree that it is my responsibility to know 

the extent of my benefits, restrictions and limitations. 

 

________________________________  Patient Signature or Parent if Minor 



HIPAA Notice of Privacy Practices 
This form does not constitute legal advice and covers only federal, not state, law. 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED  
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY.   
 

 
State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy 
practices by providing you with this Notice.  We must follow the privacy practices as described below.  This Notice will take 
effect on 4/14/2003 and will remain in effect until it is amended or replaced by us. 
 
It is our right to change our privacy practices provided law permits the changes.  Before we make a significant change, this 
Notice will be amended to reflect the changes and we will make the new Notice available upon request.  We reserve the right to 
make any changes in our privacy practices and the new terms of our Notice effective for all health information maintained, 
created and/or received by us before the date changes were made. 
 
You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer.  Information on contacting us can 
be found at the end of this Notice. 
 
 
 
TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION 
 
We will keep your health information confidential, using it only for the following purposes: 
 
Treatment:  We may use your health information to provide you with our professional services. We have established  “minimum 

necessary or need to know” standards that limit various staff members’ access to your health information according to their 
primary job functions.  Everyone on our staff is required to sign a confidentiality statement. 
 
Disclosure:  We may disclose and/or share your healthcare information with other health care professionals who provide 

treatment and/or service to you.  These professionals will have a privacy and confidentiality policy like this one.  Health 
information about you may also be disclosed to your family, friends and/or other persons you choose to involve in your care, 
only if you agree that we may do so. 
 
Payment:  We may use and disclose your health information to seek payment for services we provide to you.  This disclosure 

involves our business office staff and may include insurance organizations or other businesses that may become involved in the 
process of mailing statements and/or collecting unpaid balances. 
 
Emergencies:  We may use or disclose your health information to notify, or assist in the notification of a family member or 

anyone responsible for your care, in case of any emergency involving your care, your location, your general condition or death.  
If at all possible we will provide you with an opportunity to object to this use or disclosure.  Under emergency conditions or if you 
are incapacitated we will use our professional judgment to disclose only that information directly relevant to your care.  We will 
also use our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled 
prescriptions, x-rays or other similar forms of health information and/or supplies unless you have advised us otherwise. 
 
Healthcare Operations: We will use and disclose your health information to keep our practice operable.  Examples of 

personnel who may have access to this information include, but are not limited to, our medical records staff, outside health or 
management reviewers and individuals performing similar activities. 
 
Required by Law: We may use or disclose your health information when we are required to do so by law.  (Court or 

administrative orders, subpoena, discovery request or other lawful process.)  We will use and disclose your information when 
requested by national security, intelligence and other State and Federal officials and/or if you are an inmate or otherwise under 
the custody of law enforcement. 
 
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a 

possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.   This information will be disclosed 
only to the extent necessary to prevent a serious threat to your health or safety or that of others. 
 
Public Health Responsibilities: We will disclose your health care information to report problems with products, reactions to 

medications, product recalls, disease/infection exposure and to prevent and control disease, injury and/or disability. 
 
Health-Related Services: We may use intraoral and, extraoral images in furthering education to others by including them in a 

before and after treatment book. 
 
National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain 

circumstances.  If the information is required for lawful intelligence, counterintelligence or other national security activities, we 
may disclose it to authorized federal officials. 
 
Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders, 

including, but not limited to, voicemail messages, postcards or letters.   
 



HIPAA Notice of Privacy Practices 
This form does not constitute legal advice and covers only federal, not state, law. 

 
YOUR PRIVACY RIGHTS AS OUR PATIENT 
 
Access:  Upon written request, you have the right to inspect and get copies of your health information (and that of an individual 

for whom you are a legal guardian.)  There will be some limited exceptions.  If you wish to examine your health information, you 
will need to complete and submit an appropriate request form.  Contact our Privacy Officer for a copy of the Request Form.    
You may also request access by sending us a letter to the address at the end of this Notice.  Once approved, an appointment 
can be made to review your records.  There will be a charge for copies, if requested.  If you want the copies mailed to you, 
postage will also be charged.  If you prefer a summary or an explanation of your health information, we will provide it for a fee.  
Please contact our Privacy Officer for a fee and/or for an explanation of our fee structure. 
 
Amendment:  You have the right to amend your healthcare information, if you feel it is inaccurate or incomplete.  Your request 

must be in writing and must include an explanation of why the information should be amended.  Under certain circumstances, 
your request may be denied. 
 
Non-routine Disclosures: You have the right to receive a list of non-routine disclosures we have made of your health care 

information.  (When we make a routine disclosure of your information to a professional for treatment and/or payment purposes, 
we do not keep a record of routine disclosures: therefore these are not available.)  You have the right to a list of instances in 
which our business associates, or we disclosed information for reasons other than treatment, payment or healthcare operations.  
You can request non-routine disclosures going back 6 years starting on April 14, 2003.  Information prior to that date would not 
have to be released. (Example: If you request information on May 15, 2004, the disclosure period would start on April 14, 2003 
up to May 15, 2004.  Disclosures prior to April 14, 2003 do not have to be made available.)  
 
Restrictions:    You have the right to request that we place additional restrictions on our use or disclosure of your health 

information.   We do not have to agree to these additional restrictions, but if we do, we will abide by our agreement.  (Except in 
emergencies.)  Please contact our Privacy Officer if you want to further restrict access to your health care information.  This 
request must be submitted in writing. 
 

QUESTIONS AND COMPLAINTS 

You have the right to file a complaint with us if you feel we have not complied with our Privacy Policies.  Your complaint should 
be directed to our Privacy Officer.  If you feel we may have violated your privacy rights, or if you disagree with a decision we 
made regarding your access to your health information, you can complain to us. In writing.  Request a Complaint Form from our 
Privacy Officer.  We support your right to the privacy of your information and will not retaliate in any way if you choose to file a 
complaint with us or with the U.S. Department of Health and Human Services. 

 
HOW TO CONTACT US 

Practice Name:       Art District Dental 
Privacy Officer:       Eric Wear, DDS 
Telephone:             817-737-8731 Fax:  817-763-9342 
Address:                 1051 Haskell St., Ste. 101,  Fort Worth, TX  76107 
 
 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
Please sign this form to acknowledge receipt of the Notice.  You may refuse to sign this acknowledgement, if you 
wish. 

 
I acknowledge that I have read a copy of this office’s Notice of Privacy Practices.  I understand that I am giving my 
consent to use and disclose my health care information to carry out treatment, education, payment activities and 
health care operations. 
 
_____________________________________________________________________________ 
                                          Please print patients name here 
 
_____________________________________________________________________________ 

Signature/If not patient please state relationship to patient                                          Date 

 

 



 

ART DISTRICT DENTAL 

Appointment Cancellation Policy 

Please read carefully before signing 

At our practice, we reserve your appointment time for you so that we may provide the highest quality 

dental experience possible.  When a patient does not show up for a scheduled appointment, another 

patient loses the opportunity to be seen.  We care about and value all of our patients, and want 

everyone to have the opportunity to be seen in a timely manner.   

It would be a disservice to you if we did not emphasize the importance of your own commitment to your 

dental care. 

Your commitment to yourself and to us is to KEEP YOUR SCHEDULED APPOINTMENT.  As always we will 

make every effort to accommodate your scheduling needs and keep our schedule “on time”.  In return, 

we ask that you help us by keeping your scheduled appointments and by notifying us TWO BUSINESS 

DAYS IN ADVANCE. 

CANCELLATION/MISSED RESERVED APPOINTMENT POLICY 

 As a courtesy to you, we will make every effort to confirm your reserved appointment.  But, 

please do not consider it our responsibility to do so.  If our attempts are unsuccessful, it is still 

your responsibility to keep your reserved appointment or contact us two business days  in 

advance to change or cancel the reserved time. 

 We understand that sometimes, unavoidable circumstances such as illness, flat tires, etc. 

happen.   After the second missed or broken appointment with less than two business days 

notice, we will charge a $50 cancellation fee.  This fee is your responsibility and is not covered 

by your insurance or under your QDP plan for QDP members.  

We appreciate all of our patients and it is not our intent to offend anyone.  With your compliance, we 

will be more able to keep our schedule “on time”, accommodate any emergencies and help patients on 

our waiting list.  We thank you for your understanding in this matter. 

 

I have read the above cancellation policy and agree to its terms. 

 

Signed           Date 

 


