
 

   
 

              
       

  
        

    
 

"Quality Dentistry, Affordable Service, Compassionate Care." 
WELCOME 
Thank you for selecting us for your dental care. To ensure we select the best care for you, please complete 
this form. If you have any questions, please let us know. 

Patient Inform
Patient Name _ ______________________________   Date  of  Birth   ______________ SSN  
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_____________ 

__ _______________ _ 

ation 

Patient Address _____________________________ City, State, Zip  _______________________________ 
___________Home  Phone   ____________( ______ __________________ Cell  (______________________) 
At  which number(s)  are  we able to leave messages?  Home  Work  Cell 
Marital  Status  _____________________   Email  Address _ _______________________________________ 
Employer  _____________________________________  Occupation   _______________________________  
Spouse/Parent/Guardian  Name  _________________________  
How  did you  hear about  our  office?  Whom  may  we thank for  your  referral? ____  ______________________

Authorization to Disclose 
I authorize the disclosure of all medical information to the following person(s): 
Name ______________ _ N___________ umber ________________) ____________________ 
Name __________________________ Number  ( )________________  Relationship   
EMERGENCY CONTACT: Name __________________________ Number ______________________ 

Dental Insurance Information 
Subscriber  Name _______________________________  Relationship  __________________________ 
SS# or  ID#  ____________________________________  
Insured’s Employer  ________________________  ____ Occupation  ___________________________  
Employer Address  ___________________________________________________________________ 
Insurance  Company
Additional Dental Insurance Coverage 
Subscriber  Name  _______________________________

   Group Number  ________________________ 

Relationship  __________________________  
SS# or  ID#  _____________________________________ Date of birth 
Insured’s   Employer ___________________________ Occupation   _________________________  
Employer Address  __________________________________________________________________  
Insurance  Company  _____________________________   

Authorization and Release 
I certify that the above information is correct to the best of my knowledge. To the extent permitted by law, I 
consent to the use and disclosure of my protected health information to third party payers or health 
practitioners. I understand that the ESTIMATED co-pays, non- covered procedures and/or deductibles are 
DUE AT THE TIME OF SERVICE. I agree to be responsible for all remaining charges for dental services that 
are not paid by my dental benefit plan. This applies regardless of whether the estimated treatment included an 
expected insurance benefit, unless prohibited by law, or the treating dentist or dental practice has a contractual 
agreement with my plan prohibiting all or a portion of such charges. I hereby authorize and direct payment of 
the dental benefits otherwise payable to me, directly to this office. 
Patient/Guardian  Signature ______________________________________ / / 
Dentist’s Signature ___________________________________________  Date:   ______________ 

Please Complete Other Side 

Completed by Employee Only Initial _______ Date: 

 Work  Phone   (     )                    

 Relationship   
_____________

Date  of  birth __________________________ 

  _____________________________

Group Number   ________________________  

 Date:   
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___________________________ ___________________________ ___________________________ 
___________________________  ___________________________  ___________________________  
___________________________ ___________________________  ___________________________  
___________________________  

 

___________________________ ___________________________ 

Patient Name________________________  Date of Birth / / 

Dental History 
Are you aware of any dental problems at this time? 

When was your last dental visit? ____ What was done? _________________________________  __________   
Previous Dentist’s Name   Address______________________ 
Is there a reason you left your previous dentist? _  ________________________________________________
Are you experiencing or have you experienced any of the following? 
 Hot/Cold Sensitivity  Frequent cavities 
 Unpleasant Breath  Buildup of plaque/calculus/tartar 
 Bleeding Gums  Gum treatments or Periodontal Surgery 
 Tender Gums  Orthodontic Treatment 
 Food gets caught  Oral Surgery 
 Clench or grind your teeth  Endodontic Treatment (root canal) 
How often do you brush? Manual or Electric (circle one) How often do you floss?
Have you ever been told to take antibiotics prior to dental appointments? Y / N Reason?  
Do you usually have dental anesthetic (teeth numbed) for dental work? Y / N 
Have you had any problems or complications with previous dental treatment? Y / N 
Have you ever whitened your teeth? Y / N 
Are you planning to keep your remaining teeth your whole lifetime? Y / N 
If you could change anything about your teeth or smile, what would that be?

 Aspirin  Codeine  Erythromycin  Hay Fever 


Allergies 

Latex  Penicillin  Sulfa  Other________________ 
Medical History 
Physician’s Name & Phone Number _____________________________________________ 
Date of last physical / / Currently under a phycian’s care? Y / N If yes, why_________________ 
Do you have or have you had any of the following conditions: 
 Anemia  Arthritis  Artificial Joints  Asthma 
 Blood Disease  Cancer  Diabetes Dizzy Spells or Fainting 
 Epilepsy or Seizures  Excessive Bleeding  Glaucoma  Head Injury 
 Heart Condition  Heart Disease  Heart Murmur  Heart Pacemaker 
 Hemophilia  Hepatitis A (Infectious)  Hepatitis B (Serum)  Hepatitis C or Other 
 Herpes  High Blood Pressure  HIV + / AIDS  Jaundice 
 Kidney Disease/Trouble  Liver Disease  Low Blood Pressure  Mental Disorder 
 Nervous Disorder  Osteoporosis  Pregnant or Nursing  Radiation Therapy 
 Respiratory Problems  Rheumatic Fever  Rheumatism  Sexually Trans. Disease 
 Sinus Trouble  Stomach Problems  Stroke  Tuberculosis (TB) 
 Tumors  Ulcers  Other_______________ 

Have you ever had a disease, condition, serious illness or major surgery not listed above? Yes/ No 
If yes, explain: __
Have you ever taken Fosamax, Boniva, Actonel or other bisphosphonates? Y / N If yes, what:
Have you used tobacco products in the last 7 years? Y / N If yes, what_______________________________  
Do you consume alcoholic beverages or use recreational drugs? Y / N If yes, what: ____________________  

__________________________________________________________________________  

If female, are you pregnant? Y / N If yes, # of weeks Nursing? Y / N 
Using Birth Control Medications? Y / N 
Please list all medications you are currently taking, include prescription and non-prescription: 

I certify that the above information is complete and accurate. 
Patient/Guardian Signature___ Date:_______________________________________ 

Dentist’s Signature_________________________________________  Date: / / 



   

    

 

 

               
          

     

       
       

   

    

          
          

     

           
         

             
             

    

              
           

              
    

  

  

  

  

   
           

        

 

 

 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

NOTICE OF PRIVACY PRACTICES 

ACKNOWLEDEMENT AND 

PATIENT CONSENT FORM 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I 
have certain rights to privacy regarding my protected health information. I understand that this 
information can and will be used to: 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in the treatment directly and indirectly. 

 Obtain payment from third-party payers. 

 Conduct normal healthcare operations such as quality assessments and dental 
certifications. 

Unless requested otherwise, we may use or disclose protected health information to a family 
member, friend, personal representative, or other individual to the extent necessary to 
coordinate health care or payment for health care. 

I acknowledge that I have received your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I 
may contact the organization at any time at the address above to obtain a current copy of the 
Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations. I also understand that you 
are not required to agree to my requested restrictions, but if you do agree then you are bound to 
abide by such restrictions. 

Patient Name: _______________________________________________________ 

Relationship to Patient: ________________________________________________ 

Signature: __________________________________________________________ 

Date: ____/____/________ 

OFFICE USE ONLY 
I attempted to obtain the patient’s acknowledgement on the Notice of Privacy Practice, 
Acknowledgement and Consent, but was unable to do so as documented below. 

8573 Urbandale Ave. Urbandale, Iowa 50322 

Phone: (515) 279- 3848 Fax: (515) 279-4479 

www.davidsonfamilydentistry.com 

www.davidsonfamilydentistry.com


 

CANCELLATION POLICY 

Every patient at Davidson Family Dentistry is individually scheduled with the dentist or hygienist. 

We do not overbook our patients. Emergencies, conflicts, and illnesses do occasionally require 

that we reschedule our patients. We understand that emergencies, conflicts, and illnesses occur 

in the lives of our patients as well. When these occur, we require at least a 24 hour prior notice 

for cancellation. 

To assist you, we will attempt to contact you at least 24 hours prior to your appointment by 

phone at the phone number(s) you provided to us. Any appointment cancelled prior to 24 hours 

to the scheduled appointment will not be recorded. Any appointment cancelled within 24 hours 

of the scheduled appointment time will be recorded in you patient record as a cancelled 

appointment. Any appointment not attended and not cancelled will be recorded as a failed 

appointment. Patients will be charged $50 for any recorded failed or late cancelled appointment. 

Every patient will be allowed two recorded failed or late cancelled appointment within a two year 

period prior to charges being assessed. We reserve the right to dismiss any patient from our 

practice on any grounds including cancelled or failed appointments. 

We continue to strive to be an office that is very respectful of our patients’ time and money. Our 

staff to patient ratio is 3:1. This cancellation policy is designed to help us continue to offer 

quality dental care and customer service to all of our patients. 

Please acknowledge receipt of this information by signing and dating this form. A copy will be 

given to you if requested and the original will be stored with your permanent records. 

DAVIDSON FAMILY DENTISTRY 

I acknowledge I have read and approved the above cancellation policy for myself and any minor 
children as of this date ____/____/________. 

Signature 
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_____________________________ 

Print Name 



ADA Center for 

Professional Success"· 

Iowa 
We will take reasonable steps to provide free-of-charge language assistance services to people who 
speak languages we are likely to hear in our practice and who don't speak English well enough to talk 

to us about the dental care we are providing. 

Spanish: 
Tomaremos acciones razonables para proporcionar servicios de asistencia lingGlstica gratuitos a aquellas 
personas cuyo lenguaje escuchemos frecuentemente en nuestro consultorio y que no hablen un ingles lo 
suficientemente bueno como para hablar con nosotros sobre el servicio odontol6gico que suministramos. 

Chinese: 

ttITT�-�-��mmAm�w•���ttITT�fi-�W�ff�A�ttITT•�-*�©F� 

Vietnamese: 
ChunQ tOi se thl,l'c hh)n cac blJ'6'c can thil!t d� cung clip djch v1,1 h6 trQ' ngOn nga, mi�n phi cho nhll'ng nglJ'oi giao 
til!p bang nhll'ng ngem nga, ma chung tOi c6 th� nghe thliy t,;1i phong kham cua mlnh va cho nhll'ng nglJ'oi khOng
c6 du trlnh di) tiling Anh d� thao lu�n v� djch v1,1 cham s6c nha khoa ma chung tOi dang cung clip. 

Serbo-Croatian: 
npeAy3elieMo pa3yMHe KopaKe Aa 06e36eA111Mo 6ecnnaTHY npeBOA11tJ1a4KY noMoli 3a oco6e Koje roeope je3111Ke ca 
KOjlllMa ce TOKOM P8A8 4ewlie cycpelieMO, a KOjlll He roeope eHmeCKIII AOBOJbHO A06po A8 6111 MOrJllll Aa 
pa3roeapajy ca HaMa o CTOMaTOnowKoj yc11y3111 Kojy npy>1<aMo. 

German: 
Wir warden angemessene Schritte unternehmen, um denen eine gebGhrenfreie Sprachunterstutzung zu bieten, 
die Sprachen sprechen, die wir moglicherweise in unserer Praxis horen, die aber kein Englisch sprechen, das gut 
genug ist, um mit uns Gber die Zahnpflege zu sprechen, die wir anbieten. 

Arabic: 
u,o (.Sy..l �w Ll�� 0,!�l �u....!'.)IJ � Ll.J� �_,i.lll o.lel......JI �L..l:,,. .J:9_jj �I u,o �__,i,.... �1_,k:.. �l:...iy r.fo u_,... 

·u,}11�1.c -:.1-�.t....1H1.J1w..l:i.:i.11 • _.;c,.l.l.:,. 10-�• .. 1-1Ylw.i:...:i • ••• y • �, ll:i... t......J�'--11 · ··I .. ,, 
(J - Y. '-""""'= - - . (..)A � - • � -�. LJ..J-11-1:! l.J:! .J .) '-6-:!". � (J c::,;,,, __;-

. l+-,.lii �I 

Laotian: ., 
�0'1C5')�::1q21JC181JtnCOl)')::§J.J , , ., , 
cwe1mu5p7u9ovcweo'>1JW')�')l)C�Vfl')CC'1E11JCa2IDCO')W')�')tnW0'1�5')8')C)�::2ovuiJ,.1un'>1J�nqeJ..>28'.)W0'1C 
5') cc::>:: eaimuc5')W')�')e'.)ndoow cwe:Smi'uwonC5'>T>J0'1U'1')1JCU'.)CCV'.)QCC:::lCC20tnW0'1C5')T)')::)'.)',fo1m. 

Korean: 

x-121 � ��� 2EAI � �o�Ol '2\0i x1� A-Jl::II -"- � ¥E£ x11�%!- '3;!�Llq. q'2.!-, 1:!Xil£ x-J210ll7-11 ��01 �� 

'2\0i � MXl'2.!- X-J.£1 AID� �2.1 A-Jl::ll-"- Oll cwoH £1?1 � �-? �� 12.!--a- �Di£ £IA�:1::.�01 �il"o�XI PJ-� ?3�£ 

��gl-Llq 

Hindi: 

�3ar cllRc1ll1 <fil, � r.., Q"ffr ����� � ������� � 3tR ��� 
.:, ' 

1R;"Joi cf;'r" � � � � � 6fR � � lITTf � � � � .,ffe �- � � 1R;"Joi q,{iT � � � 
��I 
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French: 
Nous prendrons les mesures raisonnables pour fournir des services d'assistance linguistique gratuits pour les 
individus qui parlent des langues que nous sommes susceptibles d'entendre durant nos seances et qui ne parlent 
pas suffisamment bien l'anglais pour discuter avec nous concernant les soins dentaires que nous fournissons. 

Pennsylvanian Dutch: 
Mir zelle unser Beschtes browiere fer Hilf griege fer ennich ebber as Druwwel hett fer verschtehe was mer an 
schwetze is in Englisch weeich Zaahdokteres do. Die Hilf, as mer aabiede kennt, deet nix koschte. 

Thai: 
L11lGfn11ltl�mfuGf1£Jn11tt-f11,n11r-j-ihtJGf1u1111!1'11:m£Jllli1'9i111,n11 
L t-f f11J r-Jvilll �7lJ7'iCl Se1 �1'iGl1 £J 1111:n il\l n fll!l'Ln [J1 f11J n7'iG,l LL�\1UGI fl'j'jlJvi L 'i7 L i-r11,n11lGl�Yrn LL� ::t 'llfl71!t 
,vi L 11ll' n�::lGfClmJ e1 £JLUFjutl1,1um n11lJ'll £1\1 L 11 

Tagalog: 
Gagawin namin ang mga makatwirang hakbang para maibigay namin ng walang bayad ang mga tulong na 
serbisyo sa wika para sa mga taong nagsasalita ng mga wikang karaniwan naming naririnig sa aming 
pagsasagawa at sa mga hindi bihasa sa pagsasalita ng Ingles na sasangguni sa amin tungkol sa pangangalaga 
ng ngipin na ibinibigay namin. 

Karen: 
omm:t,m,Zt)od3,ro1Zt)§1:o:npom<9p rolm(J?pC\31 �Sm, 
ci5©11B1©11m,B1©11ro1 Zt)mo3 �y1ro1 Zt)mci51�Sro10� p� =t,

UjlCUlom,t9:m,BlZt)�l �:y1ro1mdS1�mro:�Sm:npQlQlCDl 
moo�d3:m,:npm:�:em,C1t,�ro,oO?po31�1m<9ptpo310 

Russian: 
Mbl nplllHIIIMaeM He06XOAIIIMble Mepbl, YT06bl npeAOCT8B111Tb 6ecnnaTHble ycnyrn nepeBOAYIIIKa AJlfl 061.1,1eHlllfl Ha 
fl3blK8X, C KOTOpblMIII Mbl CTailKIIIBaeMCfl B Hawei'.1 npaKTll!Ke C KJlllleHTaMIII, KOTOpble He BI18AelOT aHmllli::iCKIIIM fl3bl 
KOM AOCTaTOYHO, YT06bl o6CYA111Tb C H8MIII CTOM8TOJ1Orll!YeCKOe o6CJly'>KIIIB8Hllle, KOTOpoe Mbl npeAOCTaBJlfleM. 

ADA American Dental Association
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