
PLEASE COMPLETE AND RETURN TO BUSINESS OFFICE

I

Name Last First

Address Street or P. 0. Box # City

Pager #: Cell Phone:

Age: Yrs. Birth Date Mo. Day Year Birthplace

Social Security No. (if child, parents)

Occupation Employer

Person responsible for bill Age Address

Occupation Employer

Employer Address & Phone No.

Middle

State Zip Code Phone Number: Home:

Work:
Email Address:

( ) Married
( ) Unmarried
( ) Separated

Driver's License No.

How long employed? Address & Phone No.

Relationship Social Security No.

Driver's License No.
How long employed?

1

i
-

Insured Person's Full Name

Social Security Number

Insurance Company Name

Employer's Name

Date of Birth

Relationship to Patient Work Phone

Group or Union Name Group or Local Number

Full Address of Employer

1 .Why did you select our practice?

2. Whom may we thank for referring you?

3. Is another member of your family or relative
practice?

4. Person to contact for emergency:
Phone:

5. When was vour last dental visit?
6. When was the last time vou had complete dental

taken?
Name & Address of last Dentist:

a patient in our
7. Have vou ever had anv teeth removed?

How lonq have these teeth been missina?
Have these teeth been replaced?

radiographs

Hnw? n Rrirlnfi fl Partial n Denture fl Imnlante

Please check appropriate box:
O 1. As a special service to you, we offer a cash courtesy if you pay for your

entire treatment plan in full, in advance.

O 2. Cash and personal checks are accepted as your treatments are provided.

n 3. If you have dental insurance, we want you to receive the full benefit of it.
Our office team can assist you in completing your insurance forms and
verifying the coverage that your particular program provides. We accept
assignment of your insurance payment; another service to you.

This means that you are responsible for your deductible and the
portion the insurance does not cover. Remember, however, that
you are responsible for the account if the insurance company, for
any reason, does not honor their commitment to you and to us.

O 4. Mastercard, Visa, Discover and American Express

O 5. For long term or extended payments, we offer a healthcare
financing program, which when you are accepted, will allow
extended small monthly payments for the treatment received.

FOR ALL PATIENTS
I hereby authorize the doctor to perform any and all forms of treatment, medication, and therapy that may be indicated in connection with the dental care of the patient above and further
authorize and consent that the doctor chooses and employs such assistance as he or she deems fit. I also understand that previous to treatment, full explanation of the procedure(s) involved
will be given by the doctor and/or team. I agree to pay for all services rendered by this office.

Signature of Responsible Party Relationship Date
Allegra Print & Imaging 215-969-0500



MEDICAL HISTORY
1. How do you feel about getting and maintaining a healthy mouth?.

2. How do you feel about the appearance of your teeth?.

3. If you could change anything about your smile, what would you change?

4. Are you having dental problems at this time? O Yes O No
5. Do your gums bleed at any time? O Yes a No
6. Do you feel very nervous about having dental treatment? o Yes a No
7. Have you ever had a bad experience in the dental office? a Yes a No
8. Have you been under the care of a medical doctor during the past two years? a Yes D No

If yes, for what reason?
Please provide the name, address, and telephone number of your physician.

9. Have you been a patient in the hospital during the past two years? O Yes a No
If yes, for what reason?

10. Have you taken any medicine or drugs during the past two years? If yes, please list:. O Yes a No

11. Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, latex,
aspirin, codeine, or any drugs or medicines? If yes, please list: O Yes a No

12. Have you ever had excessive bleeding requiring special treatment? O Yes a No
13. Do you use any tobacco products? O Yes a No
14. When you walk up stairs or take a walk, do you ever have to stop because of

pain in your chest, or shortness of breath, or because you are very tired? a Yes O No
15. Do your ankles swell during the day? O Yes O No
16. Have you lost or gained more than 10 pounds in the last year? O Yes a No
17. Do you use more than 2 pillows to sleep? O Yes O No
18. Do you ever wake up from sleep short of breath? a Yes O No
19. Are you on a special diet? O Yes a No
20. Check any of the following which apply in either past or present:

Q Heart Valve Prolapse Q
Q Heart Failure Q
Q Heart Disease or Attack Q
Q Family History of Cardiovascular Disease Q
Q Angina Pectoris (chest pain) Q
Q Rheumatic Fever Q
Q Congenital Heart Lesions Q
Q Scarlet Fever Q
Q Artificial Heart Valve Q
Q Heart Pacemaker Q
Q Heart Surgery Q
Q Artificial Joint of Any Type Q
Q Diet Medication: Name Q
Q Heart Murmur Q
Q Bruise Easily Q
a Blood Transfusion a
Q Hemophilia Q
Q Sickle Cell Disease Q

High Blood Pressure
Anemia
Asthma
Emphysema
Shortness of Breath
Hay Fever
Allergies or Hives
Fainting or Dizzy Spells
Epilepsy or Seizures
Nervousness
Psychiatric Treatment
Any Form of Eating Disorder
Recreational Drug Use
Drug Addiction /Alcoholism
Tuberculosis (TB)
Any Form of Hepatitis
Liver Disease
Rheumatism

Q Cortisone Medication
Q Arthritis
Q Pain in Jaw Joints
Q X-Ray or Cobalt Treatment
Q Cancer or Tumors
Q Chemotherapy (Cancer, Leukemia)
Q Thyroid Disease
Q Glaucoma
Q HIV Positive (AIDS)
Q Venereal Disease
Q Cold Sores or Fever Blisters
Q Genital Herpes
Q Kidney Trouble
Q Diabetes
Q Ulcers
Q Stroke
Q Birth Control Medication
Q Pregnant - Due Date

21. Do you have any disease, condition or problem not listed? If so, please list. a Yes a No



CONSENT TO PERFORM DENTISTRY

1 .  I  he reby  au tho r i ze  and  d i r ec t  Lhe  den t i s t  ( s )  o f  (  I  and /o r  den ta lauxir iar ies of  h is/her choice,  to perform the fo l lowing dentar  t reatment or  oraL surgery procedure(s) ,
inc luding the use of  any necessary or  advisabLe local  anesthesia,  radiographs (x-rays),  or  d iagnost ic .a ids.

A' Preventive hygiene treatrnent (prophylaxis) and the application of topical fl-uoride.
B.  Appr icat ion of  prast ic  "searants"  to the grooves of  the teeth.
c' Treatment of diseased or injured teeth with.dental restorations (fill ings and crowns) .
D' Replacement of ndssing teeth with dental prostheses. (bridges, partial dentures, fuII
dentures)

Renoval (extraction) of one or rnore teeth.
Treatnrent of diseased or injured oral tissues (hard and/or soft) -
Use of sedative drugs to control apprehension and/or disruptive behavior.
Treatrnent of nralposed (crooked) teeth and,/or oral developmental or growth abnorrnaJ-ities.
use of general anesthesia to accomplish the necessary treatrnent.

f -

n .

I .

2' I understand that there are risks involved in this treatment and hereby acknowledge tlt=at these risk,/s
will be explained to rne, that r will have an opportunity to ask questions regarding the treatment and the
risks, and that I fully understand the same.

3'  f  aqree to the use of  loca1 anesthesia and the use of  n i t rous oxide/oxygen analgesia depending on the
judgment of the doctor/s- Nitrous oxide/oxygen nray occasionally produce ,r".r""" and vomiting. I am also
aware that the nose pj-ece leaves an indentation or ring around the nose which disappears snorlty after the
procedure. I understand and have been informed of the above risks and complicati.ons-

4. I recognize that during the course of treatment unforeseen circumstances nlay necessitate additional or
di f ferent  procedures f rom those discussed. f  therefore author ize and request  the perforrnance of  any
add i t i ona l  p rocedu res  t ha t  a re  deemed  necessa ry  o r  des i r ab le  t o  o ra l  hea l t h  and  we l l  be i nq  i n  t he
professional  judgment of  the dent is t .

5.  There are possib le r isks and compl icat ions associated wi th the administrat ion of  local-  anesthesia,
ser lat ion,  and drugs.  The most conunon of  these are swel l ing,  b leeding,  pain,  nausea, vomit ing,  bruis ing,
t i ng l i ng ,  and  numbness  o f  t he  I i ps ,  gums ,  f ace  and  t ongue ,  a l l e rg i c  r eac t i ons ,  hema toma  ( swe l l i ng  o r
b l eed ing  a t  o r  nea r  t he  i n j ec t i on  s i t e ) ,  f a i n t i ng ,  l i p  and  cheek  b i t i ng  r esu l t i ng  i n  u l ce ra t i on  and
in fec t i on  o f  t he  mucosa .  I  a l so  unde rs tand  t ha t  t he re  a re  r a re  po ten t i a l  r i s ks  such  as  un favo rab le
react ions to medicat ions in respiratory and cardiovascular  col lapse (stopping of  breathing and heart
function) and l-ack of oxygen to the brain that could result in corna or death. I understand and have been
informed of the above risks and cornplications.

6. I also authorize the doctors to use photographs, radiographs, other diagnostic rnaterials and treatment
records for the purposes of teaching, research and scientific publications,

1. I wiII be advised that the success of the dental treatment to be provided will require that the patient
and the parents foll-ow post-op€rative and post-care instructions of the dentist/s. I agree that the success
of the treaLment requires that afl- post-operative and post-care instructions be followed and that regular
office visits as scheduled by my dentist and his /her auxil-iaries nnrst be naintained.

B. I hereby state that I have read and understand this consent, and that all questions about the procedrres
will be answered j.n a sati-sfactory manner,' and f understand that I have the right to be provj-ded answers to
questions which rnay arise durj-ng and after the course of firy treatrnent.

9. I further understand that this consent will remain in effect until such time that I choose to terrninate

Time :  _AM,/PM. FiJ.e No.

Pa t i en t ' s  Name :

Name of Parsnt or Guardian:

Re la t ionsh ip  to  Pat ien t :

Patient or Parent or Guardian

W i t n e s  e

S ignature :

Allegra Print & lmaging 215.909-0500



Financial Agreement for Richboro Family Dentistry, LLC 

 
Whether you are a new patient to our practice or we have had the pleasure of serving you over the 
years, we would like you to be aware of our financial policies.  We are committed to your treatment 
being a success.  Please understand that your bill is part of your treatment. 
 
 Patients without Insurance:  We expect payment at the time of service.  If you prefer, we can assist you 
in receiving financing through an outside financial institution.  We offer Care Credit.  Please let us know 
if you would like to use this option. 
 
 Patients with Insurance:   We will complete and file your insurance claims on your behalf.  Every effort 
will be made to collect the maximum benefits allowed by your insurance company.  Insurance coverage 
is a contractual agreement between the insurance company and you or your employer. We have no 
control over this relationship.  We ask that you read your policy carefully.  Some or all of the services we 
provide may not be a covered benefit.  We cannot guarantee the payment level that is quoted nor have 
information on benefits used in any other dental office if used within your plan year. Deductibles and 
co-insurance (the amount owed after insurance pays its portion), are to be paid at the time of service.  
We will do our best to give you an estimate of your co-insurance amount.  Insurance companies 
determine payment when the claim is received.  
 Our office does not guarantee that your insurance company will pay for the treatment you receive from 
our practice. You will be responsible for paying the full balance amount left on the account after your 
claim has been paid.  
 
Minor Patients:  The adult accompanying the minor (under the age of 18) is responsible for the payment 
on the account.  A parent or legal guardian must accompany the minor unless prior arrangements have 
been made. 
 
Delinquent Balances:  Account balances that become delinquent will be referred to a collection service.  
All referred accounts are marked “Inactive”.  In order to have your account “Reactivated”, and continue 
to receive dental treatment in our office the delinquent balance and the collection cost must be paid in 
full. 
 
Missed and Broken Appointments:  Time, trained personnel and dental equipment are reserved for 
each procedure.  Missed appointments add to the cost of dental care when reserved facilities are left 
waiting empty.  We request 48 hours advance notice for rescheduling your appointment.  We do not 
charge for missed appointments; however for repeatedly missed appointments without proper 
notification rescheduling will be on same day availability only. 
 
Forms of Payment:  We accept VISA, MASTERCARD, AMERICAN EXPRESS, DISCOVER, CASH OR CHECK.  
Interest free healthcare financing through Care Credit may be available upon approval of credit. 
 
I have read and understand the financial policy of Richboro Family Dentistry.  I agree to be responsible 
for payment and terms of all services rendered on my behalf or my dependent’s. 
 
_______________________________________                          ________________________________ 
         Signature of patient or parent if minor                                                                   Date 



D E N T A L  /  I N S U R A N C E   A U T H O R I Z A T I O N 
 

Richboro Family Dentistry, LLC 
130 Almshouse Road, Suite #500 

Richboro, PA  18954 
 

 
SIGNATURE ON FILE 

 

 I authorize use of this form on all my insurance 
submissions. 

 

 I authorize release of information to all my insurance 
carriers. 

 

 I understand that I am responsible for any unpaid balance. 
 

 I authorize my doctors to act as my agents in helping me 
to obtain payment from my insurance carriers. 

 

 I authorize payment directly to my doctors. 
 

 I permit a copy of this authorization to be used in place of 
the original. 

 
 
 
 
Name: ______________________________________________________ 
          (please print) 
 
 
 
Signature: ______________________________ Date: ______________ 



ffi PRtvAcY PRAcrlcES
THIS NOTICE DESCRIBES HOW HEAFH INFORMATION ABOUT YOU MAY BE USED AND

DtscLosED nr,tb xow vou cAN GET ACCESS TO THIS INFORMATION.

t,titr REvtEw tr .AREFuLLY.
THEPR|vAcYoFYouRHEALTHINFoRMAT|oN|sIMPoRTANTToUs.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information We are also

required to give you this Notice about our privacy practices, our legat duties' and your rights concerning your health

information,Wemustfol lowtheprivacypracticesthataredescri6edinthisNoticewhileit isineffect 
ThisNotice

takes effect A?RiLt4, zoa'l ' and will remain in effect until we replace it

We reserve the r ight to change our privacy practices and the terms of this Notice at any t ime' provided such

changes are permitted oy appticaUte ta* We rbserue the right to make the changes in our privacy practices and the

new terms of our Notice effective for all health informationihat we maintain. including health information we creat'

ed or received before we made the changes Before we make a significant change in our privacy practices' we will

change this Notice and make the new Notice available upon request

You may request a copy of Our Notice at any time. For more information about our privacy practices' or for addition-

al copies of this Notice, please contact us ising the information listed at the end of this Notice'

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations For example:

Tr€atrn€nt: we may use or disclose your health information to a physician or other healthcare provider pro-

viding treatment to You'

Payment: We may use and disclose your health information to obtain payment for services we provide to you

Healtlrcare Operations; We may use and disclose your health information in connection with our healthcare oper'

ations. Healthcare operations include quality assessment and improvement activities' reviewing the competence or

ouaIifications qf heaIthcare professionaIs' evaIuating practitioner and provider performance, conducting traintng

i.grutt, accreditation, certification, licensing or credentialing activities

your Authorizatam: In addition to our use of your health informatlon for treatment, payment or healthcare opera-

tions, you may give us wfl(en authorization to use your health information or to disclose it to anyone for any pur'

pose. lf you give us an authorization, you may revoke it in writing at any time' Your revocation will not affect any use

or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorizatlon' we

cannot use or disclose your 
-health 

information for any reason except those described in this Notice'

To Your Family and Friends: we must disclose your health information to you' as described in the Patlent

nighi, ,u.,ion ;f rhis Notice. We may disclose your health information to a family member, friend or other person

to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that

we may oo 50

persons Involvcd In Care: We may use or disctose heatth information to notify, or assist in the notifica-tion of

(including identifying or locating) a family membec your personal represenmtive or another person responsible for

your care, of your location, yorl. [.n.rur condition, oio"ut'n lf you are present, then prior to use or disclosure of your

hea|thinformation.weWi| lprovideyouWithanopponunitytooblecttosuchusesordisc|osures.|ntheeventofyour
incapacity or emergency air"rt.tun.ur, we will disclosl healih information based on a determinatlon uslng our

professionaljudgment disclosing only health information that is directly relevant to the person's involvement in your

healthcare. we will also use our professlonaljudgment and our experience with common practice to make reason-

able inferences of your best interest in allowing a person to pick up filled prescriptions' medical supplies' x'rays' or

other similar forms of health information

Markcting Health.Related services: we will not use your health information for marketing communications

without your written authorization

Roquired by Law: We may use or disclose your health information when we are required to do so by law'

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that

you are a possible victim or"ubur", n"gtu"t, or domestic violence or the possible victim of other crimes' we may dis'

close your health information to the extent necessary to avert a serious threat to your health or safety or the health

or safety of others



Nstlonrl Socurltyr we may disclose to mllltary authorltles the health lnformatlon of Armed Forccs personnel under

c'rtaln clrcumstances, we may dlsclose to authorlzed t.GiJiottt.ilts health Informatlon requlred for lawful lntelll'

genca, countertnteligence, anl olniinationat securtty icttvlltJs, we may d.lsclose to correctlonal Instltutlon or law

anforcement otf lclat havtng r-r*i"'i lir.toov 
"r 

protrctro nrarth Informatlon of Inmate or patlent under ceftaln clrcum'

stances,

Appolntmrnt Rrmlndrnr We may use or.dlsclose your health ln{ormatlon to provlde you wlth appolntment

iJ-niinoirs (such as volcemall messages' postbards, orletters)'

Dlrclorurr Accountlng: You have the rlght to recelve a llst of In s

dl;;l;;il y;il hitttn rniottitron tor purioses, otherthan treatm n

otneiictiuitres, forthe last 6years, oui noi before Aprll 14, 2003' lf a

12.month perlod, we may chirge you a reasonable, cost'based fee

agreement (except In an emergency),

Altrmrtlvt Gommunlcetlonl you have the rlght to request that we communlcate wlth you about.your health Infor'

mailon by alternailve miln. oito itternatlva l6catlons, (You must make your rcquest In wrltlng') Your request must

specify the alternalve r.tn*if o.rtf ln, rna proura. iaitstactory explanbtlon how payments wlll be handled undar

the alternatlve means or locatlon you request,

lmrndmrntl you have the rlght to request that we amend your health Informatlon, (Your request must be In wrltlng'

;|ii ilfi-piirn *nv tn. rnt'ormiilori snouta be amended,i We may dcny your request under certaln clrcumstances'

E6ctronlc l{otlol lf you recalve thls Notlca on our Web slte or by alectronlc mall (e'mall), you are entltled to

receiva thls Notlce In wrltten form'

qUESTIONS AND COMPIAINTS
i?F, fii;.re tntormatton abort our prlvacy practlces or have questlons or concerns' pl€ase contact us'

n Services uPon request,

We support your rlght to the prlvacy of your health.lnformatlon, We wlll not rctallate In any way lf you choose to tlle

i'inrpUf .i'*fih ui or wtth the U,S, Deinrtment of Haalth and Human Servlees,

Contact Otlicer:

Ielephonel Faxl

E.mall l

Addreesr

o ?002 Aft.flcan DrRltl A||oolallon

Al Rlghti Rrrrv€d

Thlt Form lr ducdlonalonll do|| nd con0tltub lagrl rdvhi ||ltl oov.n $lyhdrfal' nd 'trb' lrw (Aug!'t t4' e00$'



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

have received a copy of this
ofFice's Notice of Privacv Practices

Please Print Name

Signature

Fa Office Use (hly

We attempted to obtain wriften acknowledgement of recetpt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

E Inoivioual refused to sign

E Communications barriers prohibited obtaining the acknowledgement

E nn emergency situation prevented us from obtaining acknowledgement

El Ottrer (Please Specify)

o 200e Amdlaan DffulA$ociaton

All Rlgf$ Reserved

Reprcdudlo€ndeofthlsfdmbydwssandilEirsaffispgmiEed Anyo$F@.dupliGdmqdisribqtionof thrsfofinbyanydlrspanyrequirstheprior
wriEen approval of the Amdjcan Dental A:siation.

This Fm is educatioml only, dc rct @stit$e log6l edvh., 8nd @ers mly fedffil, not siat6, law (Augut 11, 2002)


