We are excited that you made the
commitment to improve your oral

health and that you chose our office

to help you.

YOUR FIRST VISIT

We want to get to know you better and understand your needs, and that means

a thorough look at the health of your teeth and gums.

In order to recommend the best treatment to help you achieve your dental
goals, it is important that we have the correct information to diagnose your

current dental health.

To do this, your first visit with our office is scheduled to allow us to collect all

the information we will need to guide your treatment.

You can expect a comprehensive oral exam, a complete series of x-rays and a

full Periodontal evaluation including charting.

We do not believe in beginning any treatment without knowing the
“problems”, so we do not schedule any definite treatment until a complete

diagnosis is established.

We are confident this approach will allow for a full treatment experience and

a healthy and maintainable dental result.

We look forward to helping you create your profile!



- Today’s Date

PATIENT INFORMATION
Name Soc. Sec. #
Last Name First Name Middle Nickname
Address City State Zip
Home Phone Cell Phone Work Phone E-Mail
Sex: [ Male [ Female Age Birthdate 0 Single [ Married [ Separated [ Divorced [ Widowed
Patient employed by Business Address
Full time student? YES NO What college? Whom may we thank for referring you?
PERSON RESPONSIBLE FOR ACCOUNT / PRIMARY DENTAL INSURANCE INFORMATION
Relationship to patient: [ Mother [J Father O Self [0 Spouse [ Other
Policy Holder’s Name Soc. Sec. # Birthdate
Last Name First Name Middle
Home Address City State Zip
Home Phone Cell Phone [ Single [I Married [ Separated [ Divorced [ Widowed
Employed by Business Address Work Phone
Dental Insurance Company
Company Name Address

Group # ID # Phone

ADDITIONAL/SECONDARY DENTAL INSURANCE INFORMATION
Is patient covered by another Dental insurance? O Yes [1 No
Relationship to patient: [] Mother [ Father 0 Self [ Spouse [ Other
Policy Holder’s Name Soc. Sec. # _ Birthdate

Last Name First Name Middle
Home Address City State Zip
Home Phone Cell Phone [ Single [ Married [ Separated [ Divorced [ Widowed
Employed by Business Address Work Phone
Dental Insurance Company -

Company Name Address

Group # ID # Phone
If the patient is a CHILD, please complete the following information:
Mother’s Name Soc. Sec. # Birthdate

Last Name First Name Middle
Father’s Name Soc. Sec. # Birthdate

Last Name First Name Middle

PATIENT REGISTRATION
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OFFICE POLICY
We would like to take this opportunity to welcome you to SMILE CREATIONS, P.A.

In order for our office to treat you effectively, in all aspects of dental care, we ask that you review our office policies:

Payment is expected when treatment is rendered. If you are covered under an insurance plan, we will be happy to
process your form at the time of your visit. Co-payments are due and payable at the time of treatment. For your
convenience, we accept Visa, Master Card, Discover, American Express and CareCredit. If an extended payment plan is
necessary, we offer the CareCredit payment option.

Quality dental care takes time. Your appointment is scheduled to allow for this time. If you are going to arrive late for
your appointment, contact the office first, as there may not be adequate time left for your procedure and you may need to
be rescheduled. There are times in our schedule when emergency care patients are seen. |If this puts us behind
schedule and this is an inconvenience to your schedule, we will be happy to reschedule your appointment.

Our time is as valuable to us a yours is to you, therefore, if it becomes necessary to cancel your appointment,
please do so 24 hours ahead of time, otherwise, you will be billed for the broken appointment.

Successful dental care is a team effort between the dentist and the patient. Our responsibility is to provide quality dental
care. Your failure to maintain good oral hygiene and regular recare visits may cause premature breakdown of dental
restorations, for which we cannot be responsible.

| have read and understand the above policies.

DATE: SIGNATURE:

SIGNATURE ON FILE
PATIENT'S NAME

Last First Middle
| hereby authorize payment directly to SMILE CREATIONS, PA of the dental benefits otherwise payable to me.

SIGNATURE of INSURED PERSON DATE
Signature is valid, unless revoked by me.

Nicholas Bencie, D.M.D., F.A.G.D. OR Charles Liu, D.D.S. OR Robert Malfara, D.M.D.
Is authorized to provide any insurance company(s), claim administrator(s) and consulting health care professionals,
information concerning health care advise, treatment or supplies provided. This information will be used for the purpose
of evaluating and administrating claims for benefits.

This authorization is valid for the term of coverage of the policy or contract in force.

I know | have a right to receive a copy of this authorization upon request and agree that the photographic copy of this
authorization is as valid as the original.

PATIENT OR AUTHORIZED PERSON'S SIGNATURE DATE

OFFICE POLICY & SIGNATURE ON FILE
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Dental Information Release Form

HIPAA Release Form

Name: Date of Birth: / /

Release of Information

[ ] | authorize the release of information including the diagnosis, records; examination rendered to
me and claims information. This information may be released to:

[ 1 Spouse Phone
[ ] Child(ren) Phone
Phone
Phone
[ ] Other Phone
[ ] Information is not to be released to anyone.

Signature of patient: Date:










