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WELCOME_

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.

LA

ABOU’ ' INSURANCE

Primary Insurance

Today’s Date:

E-Mail Address: Dental Coverage? | |Yes | |No 7
Insurance Co. Name: o

Name: =5

. L W e B Insurance Co. Address: i
'_ | prefer to be called: [Male [CFemale 5 Insurance Co. Phone #: |
;{:} Birthdate: _ / Age: SS#; +  Group# [Plon, Local or Policy #): Q
. ﬁ‘?j | e— as— R — . :l " . =
;ﬁ,? Home Address: Insured’s Name: Relation: }i‘
i A/ Condo'® Insured's Birthdate: __ / Insured's ID #: o
e ) e - Zp Insured's Employer: E

[T single ™ Married [ Divorced [ Widowed [ Separated Employer's Addrass: ?

Hm #: | | Pager / Cell #: u

Secondary Insurance
Dental Coverage? CYes [INo
Insurance Co. Name:

Wk #: | J Ext: DL #

Employer:

Employer’s Address:

Insurance Co. Address: ¢

How long there? _ Occupation: Insurance Co. Phone #: | ) i
Where & when are best fimes to reach you? Group # (Plan, Local or Policy #): 1
Whom may we Thank for referring you? Insured’s Name: Relation: *
Other family members seen by us: Insured’s Birthdate:  / /  lnsuredsD®: .**1
Previous / Present Dentist: Insured's Employer: \’,'
s Visilil.;r)z:e;:m} Employer’s Address: ;
Neighbor or Relative not living with you (for emergency). ,

His / Her Name: Relation: 9

Wh #: | | Hem #: | |

Address: o

Ciy Sioie ip

Wk #: | | Ext: SS#
Birthdate: ___ / DL #: R g
Person Responsible for Account: . Do you have a personal physician? O Yes [No {
Wl : o % Physician’s Name: L]
4 t: | J o] il
2 : W= " Phone #: | | Date of last visit:
Billing Address: Avre you currently under the care of a physician2 [ Yes CINo
Relationship: SS # Please explain:
Employer: DL #: %




gl

MEDICAL HISTORY CONTINUED

-

Your current physical health ist [/ Good [[Fair T Poor
: | Do you smoke or use fobacco in any other form2 MYes FINo
" Have you had any metal rods, pins or implants? EYes ENo

i Are you taking any prescripfion / over-the-counter or herbal
i supplementol drugs? Yes CINo

o Please list each one:

Why have you come to the dentist today? ‘

Do you require antibiotics before dental treatment2 EYes ENo
Are you currently in pain? CYes HNo
Have you ever had a serious / difficult problem

= Have you ever taken Fosamax, or any ofher bisphosphonate? ElYes ElNo associated with any previous dental work? EYes ENo
&8 Have you been fold that you snore or hold your breath while . Do you have fears about going to the denfist? CYes [No
sleaping or wake up gosping for breath? ElYes CNo Have you ever had gum treatment? HYes MNe

Do you now or have you ever experienced pain /

discomfort in your jaw joint (TMJ / TMD)? [ Yes [INo
Your current dental healthis ] Good [ Fair [ Poor
Do you like your smile? [1Y [TIN Do your gums ever bleed? 1Y [[IN

. For Women: Are you using u[prescribed method of birth control? [l Yes ] No
@& Are you pregnant? [Yes [1No Week #:
W Areyounussing? [lYes [INo

Have you ever had any of the following diseases or medical problems

I this office accepts insurance, | understand that | am responsible for payment
¢ of services rendered and dlso responsible for paying any co-payment and

| deductibles that my insurance does not cover. | hereiy authorize payment
directly fo the Dental Office of the group insurance benefits otherwise payable
to me. | understand that | am responsibﬁa for all costs of dental freatment. |
hereby authorize release of any information, including the diagnosis and
) records of treatment or examination rendered, to my insurance company.

Please list any serious medical condition(s) that you have ever had:

$ H Abm“ | ”!md ing ¥ n Hig ;{;:g":éi:::“ How many times a week do you floss? a day do you brush?

Y N Anemia Y N HV*/ADS | Typeofbrisles2 [ Soft [Tl Medium [ Hard i

Y N Adhritis Y N Hospitalized for Any Reason o i

Y N Adificiol Bones / Joints / Valves Y N Kidney Problems How long do you use a toothbrush before replacing ir2 A

i H %m?rans{usim : E mrmwm Avre your teeth sensitive to heat, cold, or anything else? s

Y N Concer /Chemotheropy Y N lupus Have you lost any teethe  [[1Yes [No IF yes, why?

Y N Colils i Y N Miral Vove P;ohpse o - P — ye_s_ : _,i_,ﬂ_,,ﬁ Sy

Y N Congenital Heart Defect Y N Osteoporosis / Pagef’s Disease 53 i T, T AN

Y N Di ¥ N Pacemaker | understand that the information that | have given foday is correct to the best of |

Y N Difficulty Breathing Y N Psychiatric Treatment my knowledge. | also understand that this information will be held in the strictest =%

: : E ysema ¥ l;: muhosc T;Egclm::: - :nejndczm ond itis my res;:ho:m b';FI}Form Iir}i:’ofﬁoe of any chan En:mi]n my

epsy matic / Sca ical status. | authori i

Y N Fainfing Spells v N Seizures Ihuii m n'::dlduri Idzie sis andstreu:l'ig'ﬁ wlr{nn ;n};nmonsem il

¥ N Frequent Heodaches ¥ N Shingles 2id S Y ’

Y N ucoma Y N Sickle Cell Disease / Traits

Y N Fever Y M Sinus Problems i :

LR H:Zﬂ A Signature Date

x m HH:: m $ : W d&:ﬁb&;g;s Payment is due in full at the time of treatment P

Y N Hemophiia Y N Ulkers unless prior arrangements hove been approved. .

Y N Hepafifis Y N Venereol Disease
i

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin = ¥ N Teiracycline
¥ N Codeine Y M Latex ¥ N Other
¥ N Dental Anesthetics ¥ N Penicillin

= Please list any other drugs/materials that you are allergic to: | Signature Date

| | verbally reviewed the medical / dental information above with the patient named herein,

=ax

Initicls:

= mor=ws,

I T L

Doctor’s Comments:

MEDICAL HISTORY UPDATE

I have read my medical history dofed and confirmed that if siates past and present medical conditions.
Signature Date
| have read my medical history doted and confirmed that it states past and present medical condifions. ’
Signature Date
| have read my medical history dofed and confirmed that if stafes past and present medical conditions. .
Signature Date
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New Braunfels Dental Arts
Craig V. Braun, DMD, 833 Landa St., New Braunfels, TX 78130, 830-629-7494

Written Financial Policy

Thank you for choosing New Braunfels Dental Arts, Our primary mission is to deliver
the best and most comprehensive dental care available. An important part of the mission

is making the cost of optimal care as easy and manageable for our patients as possible by
offering several payment options.

Payment Options:
You can choose from:
- Cash, Check, Visa, MasterCard, American Express or Discover Card

We offer a 5% courtesy accounting adjustment to patients who pay for their
treatment with cash prior to completion of care for treatment plans of $500.00
or more.

- Convenient monthly payment options from CareCredit Healthcare Credit Card
o Allows you to pay over time
o No annual fees or pre-payment penalties
Please note:
New Braunfels Dental Arts requires payment at the beginning of your treatment. If you
choose to discontinue care before treatment is complete, your refund will be determined
upon review of your case.

For plans requiring multiple appointments, alternative payment arrangements may be
provided.

For patients with Dental Insurance we are happy to work with your carrier to maximize
your benefits and directly bill them for reimbursement for your treatment. However, if we
do not receive payment from your insurance within 90 days, you will be responsible for
payment of your treatment fees and collection of your benefits directly from your
insurance carrier.

New Braunfels Dental Arts charges $30.00 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the
dentistry you want and need.

Patient, Parent or Guardian Signature Date

Printed Patient Name



New Braunfels Dental Arts
Craig V. Braun, DMD, 833 Landa St, New Braunfels, TX 78130, 830-629-7494

Acknowledgement of Receipt
Of
Notice Of Privacy Practices

I have received a copy of
(Name of Patient)

Dr. Craig Braun’s Notice of Privacy Practices

(Signature of Patient) (Date)

Staff will fill out this section if Patient’s Signature is not obtained
4

Our office made a good faith effort to obtain Acknowledgement of Receipt
of our Notice of Privacy Practices, but could not be obtained for the
following reason:

Patient refused to sign.
Emergency situation kept us from obtaining the patient’s signature.
Language barriers kept us from obtaining the patient’s signature.

Other




