Weldon R. Bryant D.D.S., Inc.
4200 Bryant Irvin Rd.
Suite 101
Fort Worth, Texas 76109
817 735-1616

Patient Information

Patient Name:

Last, First

Ml (Preferred Name)

Date:

Gender: StatusM__ S D W_C__
Social Security #: Birth Date:
Phone (Home): (Work): Ext Fax #
E-Mail address Mobile #
Address: Apt #
Street
City Zip Code

Health Information

Date of Last Dental Visit:

Reason for today’s visit:

Have you ever had any of the following? Please check those that apply:

O AIDS O Excessive Bleeding
O Allergies O Fainting
O Glaucoma
O Anemia O Growths
O Arthritis O Hay Fever
O Artificial Joints O Head Injuries
O Asthma O Heart Disease
O Blood Disease O Heart Murmur
O Cancer O Hepatitis
O Diabetes O High Blood Pressure
O Dizziness O Jaundice
O Epilepsy O Kidney Disease

O Liver Disease

O Mental Disorders

O Nervous Disorders

O Pacemaker

O Are you pregnant ?
Due date:

O Radiation Treatment

O Respiratory Problems

O Rheumatic Fever

O Rheumatism

O Sinus Problems

O Stomach Problems

O Stroke

O Tuberculosis
O Tumors

O Ulcers

O Venereal Disease
O Codeine Allergy
O Penicillin Allergy
O Sulfa Allergy
Other :

LIST OF MEDICATIONS:

* Have you ever had any complications following dental treatment? 0O Yes O No
If yes, please explain:
* Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O No
If yes, please explain:
* Are you now under the care of a physician? 0O Yes O No
If yes, please explain:
* Name of Physician:

Phone:

* Do you have any health problems that need further clarification? 0O Yes O No

If yes, please explain:
To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you to our practice? DOAnother patient, friend OAnother patient, relative

O Dental Office 0O Yellow Pages 0O Newspaper 0O School O Work O Other

Name of person or office referring you to our practice:




Spouse or Responsible Party Information
The following is for: O the patient's spouse O the person responsible for payment

Name:
O Male O Female O Married 0O Single O Child 0O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code
Employment Information
The following is for: O the patient O the person responsible for payment
Employer Name: Occupation:
Address:
Street City, State Zip Code Phone
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes O No
Last First MI
Insured's Birth Date: ID #: Group #:

Insured's Address:

Street City State Zip Code
Insured's Employer Name:

Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child 0O Other

Insurance Plan Name and Address:

Secondary
Name of Insured: Is insured a patient? O Yes O No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code

Insured's Employer Name:

Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child 0O Other

Insurance Plan Name and Address:

| AUTHORIZE PAYMENT OF MY DENTAL BENEFITS DIRECTLY TO DR. WELDON R. BRYANT. | AGREE TO BE
RESPONSIBLE FOR DENTAL SERVICES AND MATERIALS NOT PAID FOR BY MY DENTAL PLAN TO THE EXTENT
PERMITTED BY LAW. | ALSO AUTHORIZE THE RELEASE OF ANY INFORMATION RELATING TO MY DENTAL CARE.

PATIENT DATE

Consent for Services

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

| grant my permission for any and all photographs, intra oral photos or x-rays to be used for educational purposes as well as my own diagnosis if necessary.
| have read the above conditions of treatment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party

—m




APPOINTMENT POLICY

In this very busy world, we make every effort to schedule your appointment to fit your personal schedule. We do not over-
book as do so many medical and dental practices. Your appointment is yours exclusively, should you cancel your
appointment with less than 48 hours notice or fail to be here at your appointed time, our dental chair is empty, time is
wasted. You have delayed treatment for another patient. Overhead expenses continue and the cost of dentistry ultimately
rises. We are committed to improving your oral health. You on the other hand must be committed to making your scheduled
appointments in order to receive the necessary dental treatment. We ask that your provide us with no less than
48 hours notice should you need to cancel or reschedule an appointment for any reason. Failure to do so may result
in a missed appointment fee.

Patient: Date:

ASSIGNMENT OF BENEFITS AGREEMENT

Our office will accept an assignment of benefits from your insurance company with the provisions listed below. It is
important to understand, though, that the agreement regarding your dental benefits is between you, your employer, and
your insurance company. The obligation you have with our practice is to pay for treatment, regardless of the amount that
may not be reimbursed by your insurance company. The following provisions identify our policies governing insurance
claims:
* Although we are willing to complete insurance information forms and submit a claim on your behalf, we do
not accept responsibility for the outcome of the transaction. Completing insurance forms is a courtesy we
extend to you in an effort to save you time and to facilitate payment to our office from your
insurance company. By having our office process your insurance forms, it is important that you understand
that this does not eliminate your financial obligation for your treatment.

We require you to sign this agreement and/or any other necessary assignment documents that may be
required by your insurance company. This instructs your insurance company to make payment directly to
our office.

We require you to pay the estimated co-payment, which is the amount not covered by your insurance
company, at the time we provide service to you. The co-payment is only an estimate of charges and
may be found to be insufficient after review by your insurance company.

Insurance payments ordinarily are received within 30-60 days from the time of billing. If your insurance
company has not made payment to our office within 60 days, we will ask you to pay the entire
balance at that time. You will be responsible for seeking reimbursement from your insurance company at
that time.

Our office does not guarantee that your insurance company will pay for treatment you receive from our
practice. We perform routine insurance billing procedures upon verification of coverage. However, if your
claim is denied, you will be responsible for paying the full amount at that time.

Our office will not enter into a dispute with your insurance company over any claim, although we will provide
necessary documentation your insurance company requests to sort out any confusion or questions that may
arise. We will cooperate fully with the regulations and requests of your insurance company. It is ultimately
your responsibility to resolve any type of dispute over payments made or not made by your insurance
company.

Returned checks are subject to a $25.00 admin fee and all balances older than 60 days will be subject to
collection action and fees.

| HAVE READ AND ACCEPT TERMS AND CONDITIONS OF THIS ASSIGNMENT OF BENEFITS AGREEMENT. |
AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO THE DOCTOR.

Patient: Date:




