


To ensure the hithest quality of care, please provide the following information:

Patient Name (Last) (First) (Mt) (Preferred Name)

Date of Birth Social Security Number Email Address

Home Address City State 7ip

Home Number Work Number Ext Mobile number

Primary Dental Insurance Group # Insurance Phone Number

Name of Subscriber Date of Birth Social Security Number

Subscriber Address City State 7ip Subscriber Phone Number

Subscriber Employer Work Phone Number Relationship to Subscriber

Emergency Contact:

How did you hear of Mannem Dentistry?

Relationship Phone Number

3315 RR 620 S Suite 250 Lakeway, Texas 78738 5L2.4O2.9090



' r e

DENTAT HEATTH
Reason for visit:

The approximate date of your last dental visit:

What is your primary concern about your oral health?

Do you feel pain in any area of your mouth? Where? How often?

Are your teeth sensitive to hot, cold, or sweet? Where? Duration?

Do you have any sensitivity or pain upon biting or chewing? Where?

Do you notice bleeding when you floss and brush? How often do you floss?

Do your jaws ever feel tired or sore? How often do you brush?

Are you aware of teeth clenching, or grinding while you sleep or throughout the day?

Are you interested in Teeth Whitening? Are you interested in Invisalign (clear braces)?

DO YOU EVER EXPERIENCE THE FOLLOWING?

Headaches

TMJ Pain

Dizziness

Tingling of the finger tips

Yes

Yes

No

No

No

No

Yes

Yes

To tlrc o(bm p€aflttad by hw, I corirnt to Manncrn Httry, r.!a and dbdo6urc ot my Drotactad haalth Informadon to cary out payrnant actlvltia6 In

conna(ffon wlth tlr. dcntal dalmi

Print Name Signature Date

Print Name Relationship (if minor) Date

3315 RR 620 S Suite 250 Lakeway, Texas 78738 572.402.9090



CO]TSENT FOR USE & DISCLOSURE OF HEALTH INFORMATION

Puapo6e of Consent: By signing this form, you will oonsent to our use and disclosure ofyour protected health information to carry
out treatment, payment activities, and healthcare operations.

otice of Prlvacy Practlces: You have the right to read our Notice of Privaq, Practices before you decide whether to sign this
oonsent. Our Notice provides a description of our treatment payment activities, and healthcare operations, of the uses and
disclosures we may make ofyour protected health information, and ofother important matters about your protected health
information. A copy of our Notice is available. We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacl practices as described in out Notice of Privacy Practices. lf we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. These changes may apply to any ofyour
protected health information that we maintain.

Contact Person: Kim Preece Telephone: 512.402.9090 Fax: 512.402.9091

Ritht to Revoke: You will have the right to revoke this consent at any time by giving us written notice ofyour revocation submitted
to the contact person listed above. Please understand that revocation of this consent will not affect any action we took in reliance
on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke
this Consent.

I haye fully read and consid€led the contents of this consent form. I understand that by signint this Crnsent form, I am giving my
consent to use and disclose my protected health informatlon to carry out treatment, payment activities, and health care
operatlons.

Signature:

Address

Date:

(Patient Name or Guardian Name)

Telephone Social Security Emai lAddress:

Please add me to Mannem Dentistry address book YES NO

Email address is for correspondence between Mannem Dentistry and yourself ONLY. You will receive quarterly Mannem Dentistry
News OR we may use as alternative contact if other forms of correspondence have failed.



Office Policy

Payment will be collected at the time of service for all non-contracted fees and co- insurance.

Rcsin Coment I understand this office is an amalgam (Mercury) free pradice and I consent to the use of resin (tooth colored) filling material. I am
aware that my insurance company may only pay up to the amalgam allowance for posterior resin restorations, I wlll pay the $timated fee (9196)
and bc responslble for any diftercnc$ after my insurance payment has been received.

Insurance contracts: lf we have a "panicipating contGct" with your insurance company, we will accept assignment on all covered services and bill
your insurance carrier as a courtesy to you, You are responsible for the co-pa, co-insurance, and deductible and for all non covered services.
Insurance plans represent a contrad between yourselfand your insurance company, These contrads are not between Mannem Dentistry and the
insurance company, We will do our b€st to help you obtain benefits, but we cannot be responsible if your carrier does not pay, Further, if a
member of our staff advises you that you are fully covered or implies that you owe nothing it is your responsibility to contact your insurance
company for verification. Therefore, it is your responsibility to make certain your carrier makes prompt payment, and to handle any disput€s that
may anse,

Flnanclal Consent: I agree to pay all co-insurance fees, in full at the time I receive treatment. Furthermore, I accept full financial responsibility for
all balances on my account, I understand Mannem Dentistry is billing my insurance as a counesy, and it is my responsibility to know and
understand the exclusions and limitations of my dental plan. I understand Mannem Dentistry is only able to estimate my out of pocket expense
and I agree to pay any balances (after 30 days) and I will contad my insurance plan to be reimbursed.

Third party financing may be available for patients requiring treatment (5500 or more) through Care Credit, This type of finance must be approved
in advance. The terms of this contrad consists of no more than twelve equal installments, free of interest or finance charges.

Mlsscd Appointments: Our policy is to charge for missed appointments unless a cancelation is received (minimum) lbusiness day in advance. This
charye is S80 per hour of scheduled time.

Children In the offise; ALL children 17 years of age and under scheduled for treatment must have a parent or legal guardian present in the office
during their appointment. A walye. for this pollcy may be obtalncd from the oftlce and must be sltned by parent or responslble party.

We reserve the right to dismiss any patient from our pradice for inappropriate behavior in ouroffic€ or on the phone,

I acknowledge that I am responsible to pay all charges for treatment administered by this dental practice as outlined above, Should my account be
placed with a colledion agency for nonpayment, I will be responsible for all colledion costs, including court costs and associated attorney fees.

I have read the policies and will abide with the terms outlined above.

Responsible Party Signature

Printed Name

Date

Social Security #
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