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Patient Name:


Patient DOB:


Financial Policy


Financial Policy


Payment is due at the time services are rendered. For your convenience, we accept cash, credit card
(Visa, Mastercard, Discover, American Express), or check. Insurance benefits are determined by your
employer and not your dentist. Any deductible or estimated co-payment amount will be due at the time
of treatment.


Insurance is not a guarantee of payment; insurance companies will not pay for all your costs. Your
insurance policy is a contract between you and your insurer. Your insurance and payment are your
responsibility.


As a courtesy we will be glad to file your claim for you if you bring 1) your dental insurance card and 2)
all required employer information. You will be expected to pay for services rendered if the office is
unable to verify your insurance information before treatment.


If payment for services already rendered has not been paid in full within 45 days, either by you or your
insurance company, the remaining balance for treatment is considered due and collectible.


We reserve the right to charge and collect fees for broken appointments – appointments that are
canceled or broken without 48-hours advance notice. Appointments are reserved exclusively for you.
As a health benefit to you, we may offer to move your appointment to an earlier time if openings arise.


We reserve the right to add a returned check fee of $35 to your account balance and is collectible.


Payment plans and financial arrangements can be entered into for comprehensive dental treatment. All
payment plans and financial arrangements must be made with the Administrative team prior to
commencing treatment.


I have read and understand this financial policy.


Patient Name


Name of Personal Financially Responsible for Account


Signature of Person Financially Responsible for Account Date
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Registration Form - Adult


Patient Name: Preferred Name:


Birthdate: Gender Male Female


Pronouns: She/her He/him They/them Other


Address


City / State/ Zip


Phone Number Secondary Phone


Email:


Do you give Edina Dental Care permission to share your medical and dental information? Yes No


If yes, please list their name, relationship to you, and phone number


FINANCIAL INFORMATION


Person Financially Responsible for Account


Relationship to Patient


Complete if the patient is not financially responsible for their account.


Billing Address


City / State / Zip


Guarantor Phone Number


Guarantor Email


DENTAL BENEFIT PLAN INFORMATION


Insurace Company Name Employer


Address City / State / Zip


Name of Policyholder Member ID


Policyholder Birthdate Group Number


Patient Relationship Self Spouse / Partner Child Other __________________


*If the dental benefit card does not have a member ID it is most likely the policyholder’s social security number.


How did you hear about us?


I authorize the administration of such medications and performance of such diagnostic and therapeutic procedure as may be necessary for proper
dental care. If information for purposes of treatment or payment is needed, I authorize Edina Dental Care to contact the appropriate health care
provider or agency to obtain such information, and authorize Edina Dental Care and such health care provider or agency to release information to
each other for such purposes.


Payment is due at the time of service unless prior arrangements have been made. I understand that I am responsible for all dental services provided
to me.


I agree that I am personally responsible for payment of fees for services not covered in whole or in part for any insurance carrier. I also understand
and agree that if I am in default of this agreement, I will pay all reasonable legal fees, court costs, and other costs necessary to collect the deb,
including fees charged by a collection agency.


I agree to notify Edina Dental Care if any of the information on this registration for changes.


Signature of patient, guardian, or legal representative Date:
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Patient Name:


Patient DOB:


New Patient Dental History Form


Previous Dentist/Dental Office:


Previous Dentist’s City/State:


Previous Dentist’s Phone Number:


Date of Last Dental Visit:


Date of Last Radiographs:


Are you satisfied with your past dentistry? Yes No


If no, please explain:


Did your previous dentist advise any treatment that you have not yet done? Yes No


If yes, please explain:


Has fear or discomfort kept you from regular dental visits? Yes No


If yes, please share:


Have you ever had:
Teeth removed Root canal treatment
Orthodontic treatment Nightguard or bitesplint
Periodontal treatment Serious injury to mouth or head
TMD treatment Frequent cold sores, blisters or any other lesions
Bite adjustment None of the above


Have you experienced:
Clicking, popping or locking of the jaw Tired jaw, especially in the morning
Jaw pain (joint, ear, side of face) Clenching or grinding your teeth while awake or asleep
Difficulty in opening or closing your mouth Sensitive teeth to cold, hot, sweets, biting, or chewing
Tired jaw, especially in the morning None of the above


What is the goal you have for your teeth?


What is the goal you have for your dental health?


How often do you brush? How often do you floss?


Do you use any other dental aids?


Is there anything else we should be aware of regarding your dental health or this appointment?
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Patient Name:


Patient DOB:


History Form - Adult


Your medical history is important to the treatment you will receive. Therefore, it is important that you respond to each
question honestly and completely.


Yes NoHave there been any changes in your general health in the past year, including 


pregnancy?If yes, please describe:


Please list your physician’s name and clinic:


When were you last seen by your physician?


Are your currently under a physician’s care for a particular problem? Yes No


If yes, please explain:


Have you been hospitalized or had a serious illness within the last 10 years? Yes No


If yes, please describe:


Do  you, or have you ever had?


Congenital heart disease, cardiovascular disease
(heart attack, heart murmur, coronary aretery disease, chest
pain, high or low blood pressure, stroke, irregular heart beat,
history of heart surgery, pacemaker)?


Anxiety


Depression


Lung disease (asthma, emphysema, COPD, chronic cough,
bronchitis, pneumonia, tuberculosis, shortness of breath, chest
pain, sever coughing)


Headaches


Substance abuse


Bleeding disorder, anemia, bleeding tendency, history of blood
transfusion


Clicking, popping, or pain within the jaw joint and/or
difficulty opening the mouth


Implants (heart valve, pacemaker, joint replacement) Snoring or sleep apnea


Kidney disease or kidney failure, requiring dialysis Sinus or nasal problem


Liver disease (jaundice, hepatitis A, B, or C) Gastrophageal reflux disease (GERD)


Thyroid disease Stomach ulcers or colitis


Cancer, or history of cancer Arthritis


Radiation or chemotherapy Glaucoma


History of transplant operation Veneral disease


Seizures, convulsions, epilespy, fainting or dizziness AIDS/HIV


Osteoporosis or osteopenia I do not, or have not had any of these listed conditions


Do you have any other disease, condition, or problem that we should be aware of? Yes No


If yes, please describe:


Do you have a history of smoking, chewing tobacco, or vaping? Yes No


If yes, when and for how long?


Have you every had any adverse effects from dental treatment? Yes No


If yes, please explain:







MEDICATIONS


Are you using any of the following?


Antibiotics Prescription pain medication


Heart drugs Anti-anxiety agents, antidepressants, sedative hypnotics


Aspirin such Motrin, Aleve, Ibuprofen Steroids (cotisone, prednisone, etc)


Insulin or oral anti-diabetic drugs


Bisphosphonates, antiangeongenic, and/or antiresportive medications for osteoporosis, multiple myeloma, or other cancers?


If yes, please list medications, when they are used, and frequency:


Are you currently taking any high blood pressure medications? Yes No


Are you using a blood thinner medication such as Coumadin? Yes No


If yes, what is your most recent INR number and what date was it taken?


Are there any other medications that you are currently taken that are not listed above? Yes No


If yes, please list any other medications you are currently taking:


Has it been recommend by your physician that you take an antibiotic prior to any dental treatment? Yes No


If yes, please explain:


ALLERGIES


Are you allergic, or have you had an adverse reaction to any of the following?


Aspirin, Motrin, Aleve, or Ibuprofen Penicillin or other antibiotics


Codine or other pain medication Other


Latex No allergies or allergic reactions to the listed medications


If other, please explain:


Have you or an immediate family member had any problems associated with local anestheia? Yes No


If yes, please explain:


Is there anything else Edina Dental Care should be aware of regarding your overall health?


Emergency Contact Name:


Emergency Contact Phone Number:


Relationship to Patient:


I understand the importance of a truthful and complete health history to assist my doctor in providing the best care possible.
To the best of my knowledge the above information is cormplete and correct.


Signature of patient or guardian: Date:


Printed name of patient or guardian:


Signature of Doctor: Date:


Clinical Initials:
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