Have you ever been treated with Bisphosphonate drugs (Fosamax, Aredia, Fometa, Actonel, Boniva, etc.) Yes    No
When did treatment begin?_______________________ When did treatment end?_______________________
Do you consume grapefruit juice, grapefruits or grapefruit extract? Yes    No
Do you take Antacids? Yes    No
If yes, how often?____________________________________________________________________________________________
Weight:_________________________

Height:_________________________

Women: Are you pregnant? Yes    No
If yes, number of weeks:__________________
If not, are you planning a pregnancy in the near future? Yes    No
Are you a nursing mother? Yes    No
Are you taking birth control pills or any other prescription birth control? Yes    No

Person to be contacted in case of emergency
Name:________________________________________________________________________ Relationship:_ ____________________________________________________
Address:_______________________________________________________________________________________________________________________________________
		Home Phone: ________________________________
(
)
(
)
(
)
Work Phone:___________________________________
Cell Phone: __________________________________________
Reasons for visit:_________________________________________________ Approximate date of last dental visit:_ ____________________________________________
What is your primary concern that you would like us to address first?__________________________________________________________________________________
Name of previous dentist:___________________________________________________ Location:_ ____________________________________________________________

Please add anything you feel is important:____________________________________________________________________________________
Have you ever had any serious problem associated with previous dental treatment? Yes    No
If yes, please explain:_ ______________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
When I think about coming to the dentist I feel:
Comfortable - I have no anxiety about seeing the
		
			 dentist or dental procedures
Anxious - I don’t want to come in but I make myself,
		
			 however I am seldom comfortable
Fearful - I have stayed away from the dentist because
		
			 of my fear and avoid coming in unless absolutely necessary
Extremely fearful - I cannot cope with dental visits and
		
			 have avoided the dentist for years to the detriment of my
			 dental health

I have avoided the dentist because of:
My anxiety and fear
		
Past experiences
		
Cost
		
No time
		
Lack of trust
		
Other____________________________
		

I have fear of and/or I have concerns about:
Experiencing pain
Not being numb
Needles
Unnecessary or wrong treatment
Gagging
Losing control
Having something put over my mouth
Being scolded or made to feel ashamed
Catching a disease
Losing my teeth
Having to wear a denture or partial
Other___________________________

Help us get to know you better.
Please check the appropriate responses:
Do you prefer Nitrous Oxide (laughing gas) during dental procedures? Yes
during the day? Yes

My dental experiences as an adult have been:
		
Completely pain free and comfortable
Somewhat uncomfortable
		
Painful
		
Traumatic
		
I have not seen the dentist as an adult or
		
			 my visits have been very few

   No

Are you aware if you clench or grind your jaws while sleeping or
   No

Would you like to have whiter teeth? Yes

   No

Do you snore loudly (louder than talking or loud enough to be heard
through closed doors)? Yes    No
Do you often feel tired, fatigued, or sleepy during daytime? Yes

   No

Has anyone observed that you stop breathing during your sleep? Yes
Do you have or are you being treated for high blood pressure? Yes

   No
   No

How did you hear about our office?__________________________________________________________________________________________

Dental Insurance Information
Please provide the office with your insurance cards so we can make photocopies.
I certify that I have read and understand the preceding pages and that the information provided is complete and accurate.  I understand that payment is my obligation regardless of
insurance or any third party involvement.  I understand the above information is necessary to provide me with dental care in a safe and efficient manner.  Should further information be
needed, you have my permission to ask the respective health care provider or agency, who may release such information to you.  I will notify Dr. Shamblott of all changes in my health
and medication.

Signature:_______________________________________________________ Date:_________________________________________
	E-mail Address:________________________________________________________________________________________________

Shamblott Family Dentistry Financial Policy for Our Patients
33-10th Ave South, Suite 250
Hopkins, MN 55343
952-935-5599
www.ShamblottFamilyDentistry.com

Our office wants all of our patients to be able to comfortably afford dental care. We proudly offer the following financial policy so
that our patients can have the opportunity to decide which payment option best suits their needs.

Payment is due in full at time of service.
Payment Options:
In order to make dentistry as affordable as possible, we offer you these payment options:
 Pay in full with cash or check at the start of treatment and receive a 5% prompt payment reward.
 Pay in full at time of service with VISA, MasterCard or Discover.
 For patients with insurance, your estimated portion is due at time of service (cash, check, VISA, MasterCard or Discover).
 Extended-term financing is available through Care Credit, Chase and Citi Health card which are dental credit cards that can
be applied for through our office with an outside financing company. The application is called in from our office, and we
usually know within an hour if your application is approved. This is a one (1) year interest free credit card with payments
being made directly to the financing company.
We include a monthly billing charge or finance charge of 0.5% on all balances of 60 days and older.
Dental Insurance:
It is our pleasure to assist you in preparing and submitting your claims, and helping you to maximize your insurance benefits. At the
time of service, we will only ask you for the estimated portion of the dental care that is your responsibility. Please understand that this
is only an estimate, and is based on the information available to us.
The financial obligation for dental treatment is between you and our office, regardless of insurance coverage. Because your dental
benefits are governed by a contract between you/your employer and your insurance company, if we have not received payment from
your insurance carrier 30 days after the claim is filed, the remaining balance will be due and payable by you.
The treatment we recommend is determined by what is best for your dental health. Our recommendations are based on your dental
needs, not your insurance coverage. Your insurance company may or may not cover all recommended procedures. We request that
you understand your benefit plan and be familiar with the dental benefits covered by your insurance in advance of your appointment
so that together we can make the best treatment decisions. If you have any questions about your coverage, we encourage you to call
your insurance company’s Customer Service Center to learn more about your coverage.
Please remember that dental insurance is not designed to cover 100% of the cost of all treatment. For example, you may choose
treatment that your dental insurance excludes from coverage (i.e., a “non-covered service”). In those cases, you will be responsible
for the full amount of those services. Our staff is happy to provide you with estimates for the treatment options you have chosen, and
answer any special concerns or questions that you may have.
I authorize my insurance company to make payments directly to the dental office for benefits otherwise payable to me. I authorize
release of my records to third party payers, other healthcare professionals or operations or other entities as deemed necessary by this
office. I authorize the use of this signature for all insurance submissions. I authorize this office to charge my credit card or bank
account for any unpaid balances, including but not limited to balances after insurance payment. I understand in certain circumstances,
my credit report maybe requested. I have reviewed the information on this form, and it is accurate to the best of my knowledge. I
understand check payments may be converted to automatic bank drafts. I have received a copy of the Notices of Privacy Practices
form.
Broken Appointments:
A specific amount of time is reserved especially for you and we strongly encourage all patients to keep their appointments. If you
must change your appointment, we require at least 24 hours notice. If you do not provide us with at least 24 hours notice, we reserve
the right to charge you a $50.00/hour cancellation fee.

I understand and agree that I am responsible for the balance on my account for any professional services rendered, without regard to
whether I have insurance.
I agree to pay reasonable collection costs associated with my account and attorneys’ fees, if necessary.
By signing this agreement, the patient agrees with the office of Scott E. Shamblott, D.D.S., PA, that any dispute relating to dental or
medical care services rendered for any conditions, including any services rendered prior to the date this agreement was signed, and
any dispute arising out of the diagnosis, treatment, or care of the patient, including the scope of this arbitration clause and the
arbitrability of any claim or dispute, against whenever made, (including to the full extent permitted by applicable law third parties who
are not signatories to this agreement [including associates]) shall be resolved by binding arbitration by the National Arbitration Forum,
under the Code of Procedure then in effect. The patient understands that the result of this arbitration agreement is that claims,
including malpractice claims he/she may have against the doctor, cannot be brought as the lawsuit in court before a judge or jury, and
agrees that all such claims will be resolved as described in this section.
I have read and understand all of the information contained on this form.

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you’ve always
wanted. If there is anything we can do to make your visits here more pleasant, please don’t hesitate to ask one of
our staff members.

Patient/Guardian Signature: _______________________________________

Date: ______________

Patient Name (Please Print):____________________________________________________

ACKNOWLEDGMENT OF RECEIPT OF NOTICE
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights
regarding the use and disclosure of your protected health information. These rights are more fully
described in Shamblott Family Dentistry’s Notice of Privacy Practices.
You have received, read and understand the Notice of Privacy Practices containing a more complete
description of the uses and disclosure of my health information. Shamblott Family Dentistry is
permitted to revise its Notice of Privacy Practices at any time. Shamblott Family Dentistry will provide
you with a copy of the revised Notice of Privacy Practices upon your request.
You understand you may request in writing that Shamblott Family Dentistry restrict how your privacy
information is used or disclosed to carry out treatment, payment or healthcare operations. You also
understand Shamblott Family Dentistry is not required to agree to your requested restriction, but if in
agreement is bound to abide by such restrictions.
By signing below, you are acknowledging you have received a copy of Shamblott Family Dentistry’s
Notice of Privacy Practices.
Signature
Printed Name
Relationship to Patient
Date
If signed by patient
representative, state
authority to act on patient’s
behalf:
-----------------------------------------------------------------------------------------------------------SHAMBLOTT FAMILY DENTISTRY USE ONLY
I attempted to obtain the patient’s acknowledgement of receipt of the Notice of Privacy Practices, but was unable to do so.
Signature
Date
Reason acknowledgement
not obtained

Notice of Privacy Practices- Signature
v9-23-13
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