Welcome!
THANK YOU FOR SELECTING OUR DENTAL TEAM
To help us meet all your healthcare needs, please fill out this form completely in ink.  If you have any questions or need assistance, please ask us and we will be happy to help.

Patient information:  (Confidential) 

Name   _____________________________________________________________________________________________ 

Preferred Name____________________________  Birthdate ________________ Soc. Sec.#__________________
E-mail _______________________________________________

Home Phone____________________ Cell __________________________ Work Phone________________________

Address __________________________________________________________________________ 

City ____________________ State _________________ Zip _________________ 

Check appropriate line: Minor____ Single ____ Married ____ Separated ____ Divorced ____Widowed ____

           Patient’s or parent’s employer _________________________________ Work number __________________

           Business address _____________________________________ City ___________ State ______ Zip _________

Spouse or parent name ____________________ Employer __________________ Work Phone ______________

Person to contact in case of emergency _________________________________ Phone ___________________

           Whom may we thank for referring you? ________________________________________________

           Responsible Party: (If not self)
           Person responsible for this account ______________________________ Relationship to patient ___________
           Address ___________________________________________________   Primary phone _________________________

           Birthday _________________ Employer __________________________ Work phone __________________________

           SS#_____________________________      Is this person currently a patient in our office?  ____ Yes ____ No

We will not share your mobile number, but we would like to text you for communication and appointment reminders and confirmation.  Message frequency may vary and message and date rates may apply.
_____ Initial here to consent to receive text messages
           _________________________________________________                                             __________________________                        

           Signature of patient / responsible party                                                     



  Date                 
Hygiene Appointment Agreement

Dental Hygiene is very important to your overall health, and for that reason we are dedicated to giving you the best possible care. We schedule our hygiene appointments for a minimum of one hour with the hygienist so you can receive the quality you deserve. On that note, we do have a hygiene appointment agreement.

 If for any reason you have to change your hygiene appointment without two full business days’ notice or if you fail to show up for your appointment, you will be responsible for the cost of the appointment. In that event you will also be required to pay ahead for your future hygiene visits at the time of scheduling.

____________________________                    _______________ 

Signature




     Date

Stephen P. Lester, D.D.S., P.A.

 Financial philosophy

  This statement is to inform you of our financial philosophy.  We are committed to providing you with the highest quality of dental care utilizing only the best materials and education available.  In our process of doing so, we have formulated a financial policy to continue to provide excellent service to you and minimize our administrative costs.

     Our office accepts cash, personal checks, MasterCard, Visa, and Discover.  Outside financing is available upon request and approved credit.

     For those of you with dental insurance, as a courtesy, we will assist you in processing your insurance claims. In order for our office to file your insurance claim, you must bring a completed dental insurance form or proof of insurance at your first appointment and then once a year thereafter. You will be responsible for the entire cost of all visits for your uninsured portion at the time treatment is rendered. 

     All incurred charges are ultimately the responsibility of the patient regardless of insurance coverage.  We must emphasize that as your dental care provider, our relationship is with you, our patient, and not with your insurance company.  Your insurance plan is a contract between you, your employer, and the insurance company.  Our office is not a party to that contract or any possible restrictions. 
     Returned checks are subject to a service charge.  Additionally, charges may be incurred for broken appointments and appointments cancelled or rescheduled without two full business days advance notice.   

     I, the patient, agree to pay any and all collection costs and attorney’s fees associated with collection of any account that becomes delinquent.

     If you have any questions regarding our financial policy, please do not hesitate to ask.  We are committed to providing you with the most positive experience in dental care.

____________________________                                 ______________

      Signature of patient/responsible party                                            Date
Are you taking or have you ever taken any of the following?
Please check yes or no.

Boneva-                 Yes_______No_______        Xgeva-                   Yes_____ No_____

(Ibandronate)

Actonel-                 Yes_______No_______        Bisphosphonates-  Yes_____ No_____

(Risedronate)

Fosomax-               Yes_______No_______        Kava-                     Yes_____ No_____

(Alendronate)

Zometa-                  Yes_______No_______       Valerian-                Yes_____ No_____

(Zoledronic Acid)                                                               

Aredia-                   Yes_______No_______        St. Johns Wort-     Yes_____ No_____

(Pamidronate)

Reclast

       Yes______ No_______         Echinacea-             Yes_____ No_____

Prolia-
                   Yes_______No_______        Xgeva-                   Yes_____ No_____   

(Denosumab)

Didronel-                Yes_______No_______       Skelid-                    Yes_____ No_____   

(Etidronate)

Feverfew-          Yes_______ No_______                Saw Palmetto-    Yes_____ No _____

Garlic-               Yes_______ No_______                Ephedra-             Yes_____No _____

Ginger -             Yes_______ No_______                Green Tea-          Yes_____ No_____

Ginkgo-             Yes_______ No_______                 Chamomile-        Yes_____No_____

Ginseng-            Yes_______ No_______                Goldenseal -        Yes_____ No_____

Any other Herbal Supplements not previously mentioned?

___________________________________________________

___________________________________________________

Sign_______________________               Date_____/_______/______
Stephen P. Lester, D.D.S., P.A.

Treatment Scheduling Agreement 

By accepting Dr. Lester as your primary dental health care provider, you are participating in a tradition of exceptional dental care established many years ago.  As part of our family of patients, it is vital that we have an open line of communication.  Your access to us and our access to you is the foundation to a long lasting relationship.

Trying to accommodate every patient’s individual needs and work schedules can be a difficult task, but we always do our best.  We work very hard to stay on schedule so that you will not spend unnecessary time waiting for your appointment.  To us, a scheduled appointment is a commitment of time between you and our practice.  We have reserved that time just for you.  When you miss an appointment the result is a permanent loss of that time which could have been used to treat other patients in need.

We ask that when you schedule an appointment, you make every effort to keep that commitment.  Since various circumstances or personal emergencies may keep you from your commitment with us, we always take that into consideration when receiving a last minute schedule change. If, however, you must cancel on short notice you will be asked to pay for your dental care prior to making your next appointment.  If you cancel the prepaid appointment on short notice you will forfeit a minimum charge of 50% of the procedure fee. If you arrive more than ten minutes late for your appointment, it is often necessary to reschedule.  The same forfeiture penalties apply if we must reschedule. 

When you find that you cannot keep your scheduled appointment, we ask you to provide a minimum of two full business days’ notice.  Your cooperation will allow us to schedule other patients in need of our care.  For your convenience, we have a scheduling coordinator available to you Monday through Friday.

If you have any questions regarding this agreement, please do not hesitate to contact us. With your understanding and cooperation, we can work together to achieve your dental needs.

_____________________________________

       _____________________

Signature of Patient/ Responsible party                                           Date

CONSENT FOR RELEASE OF MEDICAL RECORDS AND USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

You May Refuse to Sign This Acknowledgment.
I, ________________________________________, hereby authorize Stephen P. Lester, DDS, PA and 

Associates, (hereafter collectively referred to as “Practice”) to use and disclose the entire medical record 

Concerning __________________________________________in accordance with the attached Notice of Privacy Practices (NOPP).  I have reviewed the NOPP, been given the opportunity to ask questions about it, understand it and do hereby agree to its terms.  A copy of this signed, dated Consent shall be as effective as the original.  I release, hold harmless and agree to indemnify Practice, its employees and agents for any and all liability (including, but not limited to negligence) arising out of or occurring under this Consent.  I specifically authorize Practice to use and disclose verbally, by mail, fax, or unencrypted e-mail, the following types of super-confidential information as stated in the NOPP (initial where appropriate):

· HIV records (including HIV test results) and sexually transmissible disease_____

· Alcohol and substance abuse diagnosis and treatment records_____

· Psychotherapy records_____(
COMPLETE AS APPLICABLE

1. Please send a copy of my records (include information from other health-care providers that it may contain)

To _____________________________________at_______________________________. 

I understand that my records may be subject to re-disclosure by recipient(s) and unprotected by federal and state law.

2. Please allow_________________________________ to pick up a copy of my records

(Including information from other health-care providers that it may contain).  

The copies will be ready on ____________________________.

3. I acknowledge I will be charged a copying cost in the amount of $0.00.

By Patient: ________________________________________________________________________________

                                                                        (Print name and sign)

Date: ____________________________________

OR

By Patient’s Representative: ________________________________________________________________________

                                                                 (Print name, sign and describe authority

Date: ____________________________________

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You May Refuse to Sign This Acknowledgment.

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Stephen P. Lester, DDS, PA,

This _____ day of ________________, 20____.   A copy of this signed, dated Acknowledgement shall be as effective as the original.

______________________________________________________

PLEASE PRINT YOUR NAME

        ______________________________________________________

PLEASE SIGN YOUR NAME

If you are the legal representative of the patient, please print the patients' name(s) and describe your authority: 

____________________________________________________________________________________________________________________________

Thank you and if you have any questions about this form or the attached Notice, please contact our privacy officer, Stephen P. Lester, DDS, PA

	Office Use Only
As privacy officer, I attempted to obtain the patient's (or representative's) signature on this 


                     Acknowledgment but did not because:

( It was emergency treatment.

( I could not communicate with the patient.

( The patient refused to sign.

                  ( The patient was unable to sign because: ___________________________________________________

                  ( Other (please describe) _________________________________________________________________

                  Signature of privacy officer: _______________________________________________________________




Hippa Acknowledgement

