
PLEASE PRINT

PATIENT’S NAME DATE OF BIRTH 

HOME ADDRESS STATE ZIP

DRIVER’S LICENSE # SOCIAL SECURITY # 

HOME PHONE # WORK PHONE # CELL PHONE # 

EMPLOYER’S NAME

EMPLOYER’S ADDRESS 

SPOUSE/GUARDIAN/PARENT NAME 

SPOUSE/GUARDIAN/PARENT ADDRESS

REFERRED BY GENERAL DENTIST

DENTAL INSURANCE CONTRACT/ID #

GROUP # SUBSCRIBER’S NAME 

SUBSCRIBER’S DATE OF BIRTH SUBSCRIBER’S SOCIAL SECURITY #

MEDICAL HISTORY

DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOWING: (Please check if YES) DO YOU WANT NITROUS OXIDE

HEART DISEASE/HEART ATTACK
HEART MURMUR
HEART SURGERY
PACEMAKER
MITRAL VALVE PROLAPSE
RHE UMATIC FEVER
RHEUMATIC HEART DISEASE
STROKE
PROSTHETIC ARTIFICIAL)
HEART VALVE
ANGINA
CONGENITAL HEART DEFECT
OTHER HEART CONDITIONS
HIGH BLOOD PRESSURE
TUBERCULOSIS
EMPHYSEMA
ASTHMA
SINUS PROBLEMS /
ALLERGIES
HEPATITIS Type: A B or C
JOINT REPLACEMENT (HIP, KNEE, ETC.)
SURGERY IN THE PAST YEAR
DATE
REASON
STOMACH ULCERS DIABETES
MRSA
STAPH

THYROID DISORDERS
STEROID THERAPY
EPILEPSY FAINTING
SPELLS/SEIZURES
BLOOD TRANSFUSION
BLEEDING PROBLEMS
ANTICOAGULANTS
(BLOOD THINNERS)
ANEMIA (LOW BLOOD) LEUKEMIA
HEARING IMPAIRED
LIVER DISEASE
TMJ (JAW JOINT) PROBLEMS
CANCER/TUMOR
VENEREAL DISEASE
HIV POSITIVE AIDS-ACQUIRED
IMMUNE DEFICIENCY SYNDROME
DRUG DEPENDENCY
PARKINSON’S DISEASE
DO YOU PREMEDICATE WITH
ANTIBIOTICS FOR DENTAL
PROCEDURES? IF YES, NAME OF
ANTIBIOTIC

OTHER MEDICAL CONCERNS

(LAUGHING GAS)?
YES NO (your insurance will not cover

this)

ARE YOU TAKING ANY MEDICATIONS?
YES  NO

PLEASE LIST MEDICATIONS YOU ARE TAKING:

ARE YOU ALLERGIC TO:
ASPIRIN LATEX
PENICILLIN SULFA
CODEINE NOVOCAINE
IBUPROFEN ANESTHESIA

OTHERS (Please List)

ARE YOU PREGNANT? YES  NO
ARE YOU UNDER THE CARE OF A
PHYSICIAN? YES NO If yes, why?

PHYSICIAN’S NAME & PHONE#

PATIENT’S SIGNATURE (GUARDIAN/PARENT IF MINOR)

CITY

EMAIL



PATIENT FINANCIAL AGREEMENT & RELEASE OF INFORMATION 

(Version 08.2024) 

The following is a statement of the Practice’s financial policies, which you must read and agree to prior to any treatment. 
 
1. PAYMENT. Payment of any unmet deductible, co-insurance, co-
payment, and any charges not covered by insurance is expected at the 
time of your visit. We accept cash, debit card, and major credit cards. 
In addition, we may have additional financing options available to you 
on or after your initial date of service. Please note that payments 
made by credit card will incur a 3% surcharge. 

2. INSURANCE, DEDUCTIBLES, CO-PAYMENTS, AND CO-INSURANCE 

 It is your responsibility to confirm which treatments or procedures 
are covered and/or paid by insurance (including, but not limited to, 
any applicable exclusions, deductibles, and annual or lifetime 
maximums) & any referrals required by your insurance. 

 As a courtesy, we will file your insurance claim for you; however, 
please remember that insurance is NOT a guarantee of payment. In 
order to bill your insurance and to meet filing guidelines, we require 
a copy of your insurance card and a photo ID. 

 We can only approximate the percentage covered by each plan. 
Payment of the ESTIMATED portion as well as your co-payment is 
due at time of service. 

 Any estimate of insurance coverage may differ from what your 
insurance carrier ultimately pays. You will be responsible for any 
charge that insurance determines to be not covered. 

 **NOTE: If your doctor has recommended General Anesthesia, this 
does NOT mean your insurance will consider this to be a “Medically 
Necessary” procedure and pay for this service 

 As the parent or guardian accompanying a minor, you are financially 
responsible for all charges, whether or not paid by insurance. 

 In situations of divorce, separation, court orders, etc., the adult who 
signs in a minor child on the day of treatment accepts financial 
responsibility for payment. 

 Non-covered procedures will not be filed to insurance. 

 Private pay/uninsured patients: (i) you must pay in full at time of 
service, and (ii) you hereby acknowledge receipt of a Good Faith 
Estimate as required by 45 C.F.R. §149.610 by signing below.  

3. BILLING AND COLLECTION.  

 Payment is due as stated on any billing statement mailed, emailed 
or otherwise delivered to you.  If we do not receive payment within 
fifteen (15) days of the due date, your account shall be past-due.  

 Interest at the maximum rate amount allowed by law will be 
charged on all past due accounts. 

 Past due accounts may be placed with a collection agency or 
attorney for collection. 

 In addition to the charges for services and treatment received, you 
agree to be responsible for and to pay all costs and expenses 
incurred in the collection of amounts past due on your account 
including, but not limited to, collection agency fees (either 33.33% 
of the amount due or the maximum amount allowed by applicable 
law), reasonable attorney’s fees and expenses, collection expenses, 
and court costs. If your account is turned over to collections, you 
hereby accept any such fees and costs as a legal and lawful debt and 
agree to paid said fees, including any and all resulting fees and costs. 
You hereby waive your right of exemption under any applicable 
laws.  

 If your account is turned over for collections, you will no longer be 
able to receive services from the Practice until your delinquency is 
cured.  

4. CONSENT TO CONTACT. The Practice and anyone contacting you on 
our behalf may contact you for any purpose and in any manner 
permitted by law. You also expressly consent to be contacted by the 
Practice, and anyone contacting you on our behalf, for any purpose, 
including billing, collection, or other account or service-related 
purpose, at any telephone number or physical or electronic address 
where you may be reached, including any wireless telephone number. 
We and/or anyone contacting you on our behalf may contact you in 
any way, such as calling, texting, emailing, sending mobile application 
push notifications, or using any other method of communication 
permitted by law.  You agree that the Practice, and anyone contacting 
you on our behalf, may communicate with you in any manner, 
including through the use of an artificial or pre-recorded voice 
message or an automatic telephone dialing system.  We may contact 
you on a mobile, wireless, or similar device, even if you are charged for 
it. 

I have read the financial policies above, and my signature below indicates my agreement to these policies and acceptance of my 
financial responsibility. I understand that if my insurance company denies coverage and/or payment for any services provided to 

me, I assume financial responsibility and will pay all such charges in full.  

I hereby authorize the Practice to furnish information to insurance carriers concerning my illness and treatments, and I hereby assign 
to the Practice all insurance benefits otherwise payable to me for the Practice’s services. 

 
   / / 

Patient Name  Patient DOB 
   
   
   

Patient or Responsible Party Signature  Date 
   
   
   

Printed Name of Responsible Party 
(if applicable)  

 Relationship to Patient 
(if applicable) 

 



CONSENT FOR ROOT CANAL THERAPY, ENDODONTIC SURGERY, ANESTHETICS AND MEDICATION 

You will be required to sign this form prior to the initiation of treatment. Although endodontic (root canal) therapy has a 
high degree of success, results cannot be guaranteed. On occasion, a tooth which has had root canal therapy may require 
retreatment, surgery or even extraction. While serious complications with endodontic (root canal) therapy are 
uncommon, we want you as our patient to be informed about the various procedures involved and have your consent 
before starting any treatment. Endodontic therapy is performed to retain a tooth that otherwise might require extraction. 
This is accomplished by root canal therapy or endodontic surgery. Accurate and complete disclosure of the patient’s 
current and past medical information, including allergy history, is needed for proper diagnosis and treatment. The 
following describes possible risks involved with endodontic therapy and other treatment choices. 

Risks: Include, but are not limited to, complications resulting from the use of dental instruments and supplies, drugs, 
sedation, medicines, analgesics and injections. These complications may include, without limitation, swelling, sensitivity, 
bleeding, pain, infection, temporary or permanent numbness and tingling sensation in the lip, tongue, cheek, gums and 
teeth (very infrequent complications from injections), changes in occlusion (bite), jaw muscle cramps and spasms, TMJ 
difficulty, loosening of teeth, referred pain to ear, neck or head, nausea, vomiting, allergic reaction, delayed healing, sinus 
perforation, and treatment failure. 

Risks Specific to Endodontic Therapy: Include, but are not limited to, the possibility of instruments separating or breaking 
within the root canal, perforations (extra openings) of the crown or root of a tooth or sinus, damage to bridges, dentures, 
crowns, existing fillings or porcelain veneers, missed canals, loss of tooth structure in gaining access to canals, and cracked 
teeth. During treatment, complications could arise which make treatment impossible or which may require dental surgery. 
These complications may include blocked canals due to fillings or prior treatment, natural calcifications, separated 
instruments, curved root, periodontal (gum) disease and splits or fractures of the teeth. Treatment will require a series of 
diagnostic radiographs and, in some cases, may require more than one visit to your endodontist. 

Medications: On occasion, medications or drugs may be prescribed by your endodontist. Medications used and/or 
prescribed for discomfort and/or sedation may cause drowsiness or lack of awareness and coordination, which can be 
increased by the use of alcohol, tranquilizers, sedatives or other drugs. We advise that you do not operate a motor vehicle 
or any hazardous device while taking or under the influence of such medications. In addition, certain medications may 
cause allergic reactions, such as hives or intestinal discomfort. If any of these problems occur, please call your endodontist 
or your endodontist’s office and staff immediately. 

Other Treatment Options: There are times when a minor surgical procedure may be indicated or when the tooth may not 
be amenable to endodontic treatment at all. Other treatment choices include, without limitation, no treatment, a waiting 
period for more definitive symptoms to develop, or tooth extraction. Risks involved in those choices might include, but 
are not limited to, pain, infection, swelling, loss of teeth, and infection to other areas. 

It is the patient's responsibility to report any changes in his/her medical history to his/her endodontist. 

As a specialty practice, this office performs only endodontic therapy and associated surgery. Following treatment, the 
tooth may be brittle and subject to fracture. A restoration (filling), crown and/or post and core will be necessary to restore 
the tooth, and your general dentist will perform these procedures. It is important that you follow up with your general 
dentist promptly following endodontic treatment for permanent restoration and care. Failure to do so within 30 days of 
your endodontic treatment could cause complications, such as infection of the treated tooth leading to the need for 
further endodontic treatment or extraction of the tooth. 

 
Consent: By signing below, I acknowledge that I fully understand the statements and information in this consent form. 

 
___________________________________________ ___________________________________________ 
 Patient Name (Printed) Patient DOB 
 
___________________________________________ 

 
___________________________________________ 

Patient or Responsible Party Signature Date 
 
___________________________________________ 

 
___________________________________________ 

Printed Name of Responsible Party (if applicable) Relationship to Patient (if applicable) 
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

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 legal duties, and your rights concerning your 
health information. We must follow the privacy practices that are described in this Notice while it is in effect. 
This Notice takes effect April 14, 2003, and will remain in effect until we replace it. 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes 
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms 
of our Notice effective for all health information that we maintain, including health information we created 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 additional 
copies of this Notice, please contact us using 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: 

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing 
treatment to you. 

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

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. 
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications 
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, 
accreditation, certification, licensing or credentialing activities. 

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare 
operations, you may give us written authorization to use your health information or to disclose it to anyone for any 
purpose. If 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 
authorization, 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 Patient Rights section 
of this 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 do so. 

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of 
(including identifying or locating) a family member, your personal representative or another person responsible for 
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of 
your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event 
of your incapacity or emergency circumstances, we will disclose health information based on a determination using 
our professional judgment disclosing only health information that is directly relevant to the person’s involvement 
in your healthcare. We will also use our professional judgment 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. 

Marketing Health-Related Services: We will not use your health information for marketing communications without your 
written authorization. 

Required by Law: We may use or disclose your health information when we are required to do so by law. 
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Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that 
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may 
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the 
health or safety of others. 

National Security: We may disclose to military authorities the health information of Armed Forces personnel under 
certain circumstances. We may disclose to authorized federal officials health information required for lawful 
intelligence, counterintelligence, and other national security activities. We may disclose to a correctional 
institution or law enforcement official having lawful custody of protected health information of an inmate or patient 
under certain circumstances. 

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such 
as voicemail messages, postcards, or letters). 

PATIENT RIGHTS 
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may 
request that we provide copies in a format other than photocopies. We will use the format you request unless we 
cannot practically do so. (You must make a request in writing to obtain access to your health information. You may 
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you 
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us a 
letter to the address at the end of this Notice. If you request copies, we will charge you $0.99 for each page, 
$11.00 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed 
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information 
in that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. 
Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.) 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates dis- 
closed your health information for purposes, other than treatment, payment, healthcare operations and certain other 
activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests. 

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your 
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our 
agreement (except in an emergency). 

Alternative Communication: You have the right to request that we communicate with you about your health information 
by alternative means or to alternative locations. You must make your request in writing. Your request must specify 
the alternative means or location, and provide satisfactory explanation how payments will be handled under the 
alter- native means or location you request. 

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and 
it must explain why the information should be amended.) We may deny your request under certain circumstances. 

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to 
receive this Notice in written form. 

QUESTIONS AND COMPLAINTS 

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about 
access to your health information or in response to a request you made to amend or restrict the use or disclosure of 
your health information or to have us communicate with you by alternative means or at alternative locations, you may 
complain to us using the contact information listed at the end of this Notice. You also may submit a written com- 
plaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your com- 
plaint with the U.S. Department of Health and Human Services upon request. 

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to 
file a complaint with us or with the U.S. Department of Health and Human Services. 

Telephone: (205) 661-6050 
Address: 4700 Misty Ridge Circle, Birmingham, Alabama 35235 


