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Dr. Randy Burba, D.M.D, Dr. Stanley Burba, D.D.S & Dr. Madeline Worden D.M.D
PATIENT INFORMATION 
Name: _______________________________________ Date of Birth ____/____/_____   Social Security # _____-_____-_____ 
Address: ______________________________________ City: _______________________ State: _______ Zip: ___________ 
Phone number: ______________________________         Email: ____________________________________________________
Emergency Contact AND Relationship: ___________________________________________   Phone Number______________________   
DENTAL INSURANCE INFORMATION (if applicable)
Insurance Company: __________________________________  Insured Name: ___________________________________  
Insured S.S. # _____-_____-______ Insured Date of Birth: _____/_____/_____ Insured Employer: ___________________   
Group # ______________________________________     Insurance ID # ______________________________________ 
MEDICAL INFORMATION 
Do you have or had any of the following diseases or problems?
	___Heart murmur 
___Mitral valve prolapses
___Artificial heart valves
___Rheumatic fever
___Cardiovascular disease
___Angina
___Arteriosclerosis
___Congestive heart failure 
___Coronary artery disease
___Damaged heart valves
___Heart attack
___Low blood pressure
___High blood pressure
___Congenital heart defects
___Pacemaker
___Rheumatic heart disease
___Abnormal bleeding 
___Diabetes Type I/Type II
___Eating disorder
___Joint replacement

	___Anemia
___Blood transfusion
     If yes, date: ______________
___Hemophilia
___HIV/AIDS
___Arthritis
___Autoimmune disease
___Rheumatoid arthritis
___Systemic lupus erythematosus
___Asthma
___Bronchitis
___Emphysema
___Sinus trouble 
___Tuberculosis
___Cancer/Chemo/Radiation
___Chest pain upon exertion
___Chronic pain
___Malnutrition
___Gastrointestinal disease

	___G. E Reflux/Heartburn
___Ulcers
___Thyroid problems 
___Stroke
___Glaucoma
___Hepatitis, jaundice, liver disease
___Epilepsy
___Fainting spells/seizures
___Neurological disorders
___Sleep disorder
___Mental health disorders
___Recurrent infections
___Kidney problems 
___Night sweats
___Osteoporosis
___Persistent swollen glands in neck
___Severe headaches/migraines
___Severe or rapid weight loss
___Sexually transmitted infection
___Excessive urination




ALLERGIES
Are you allergic to or have you had a reaction to (check all that apply)_____ Local Anesthetics					  _____ Metals
_____ Aspirin 							  _____ Latex (rubber)
_____ Penicillin or other antibiotics				  _____ Iodine
_____ Barbiturates, sedatives or sleeping pills		  _____ Hay fever/seasonal 
_____ Sulfa Drugs						  _____ Animals
_____ Codeine or other narcotics				  _____Food 

Please list any other allergies: ___________________________________________________________________________________________________________________________






ADDITIONAL MEDICAL INFORMATION
Please circle your answer.Are you currently under the care of a physician?                                                                                     YES     NO
*If yes, please list the name of the physician _________________________________________________________________________
Have you had a serious illness, operation or been hospitalized in the past 5 years?                         YES     NO
*If yes, what was the illness or problem? _____________________________________________________________________________
Do you have any disease, condition or problem not listed above that we should know about?      YES     NO
*If yes, please explain ___________________________________________________________________________________________________
Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement?                              YES     NO
Has a physician recommended that you take antibiotics prior to your dental treatment?               YES     NO
*If yes, please list the name of medication and prescribing physician _____________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________



MEDICATION
Please list all medications you are currently taking (or please provide us with a list):
_______________________________________       __________________________________________      ________________________________________
_______________________________________       __________________________________________      ________________________________________

DENTAL INFORMATION
Please circle your answer:
	Do your gums bleed when you brush or floss?..................................................................YES     NO     UNSURE                                                                        

	Are your teeth sensitive to cold, hot, sweets or pressure?.................................................YES     NO     UNSURE                                                                                

	Does food or floss catch between your teeth?...................................................................YES     NO     UNSURE                                                                                         

	Is your mouth dry?...........................................................................................................YES      NO     UNSURE

	Have you ever had any periodontal (gum) treatments?.....................................................YES     NO     UNSURE                          
(i.e., periodontal disease diagnosis, scaling and root planning, periomaintenance) 

	Have you ever had orthodontic (braces) treatment?.........................................................YES     NO     UNSURE                                       

	Are you currently experiencing dental pain or discomfort?.............................................. YES     NO     UNSURE                                       

	Do you have earaches or neck pains?................................................................................YES     NO     UNSURE                                                                                  

	Do you have any clicking, popping or discomfort in the jaw?...........................................YES      NO     UNSURE                                 

	Do you brux or grind your teeth?.....................................................................................YES     NO     UNSURE                                                         

	Do you have any sores or ulcers in your mouth?...............................................................YES     NO     UNSURE                  

	Do you wear dentures or partials?....................................................................................YES     NO     UNSURE                                                                                          

	Have you ever had a serious injury to your head and mouth?...........................................YES      NO     UNSURE                                       



*I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health history and that my dentist and their staff will rely on this information for treating me. 


Patient/Guardian Signature									Date


[bookmark: _dhjo5oi5k0la][image: ]Burba Dental Partners
Advanced Cosmetic Dentistry
Dr. Stanley J. Burba, D.D.S.
Dr. Randall S. Burba, D.M.D. & Dr. Madeline Worden, D.M.D.



[image: ]

Financial Policy 
Thank you for choosing Burba Dental Partners. Our primary mission is to deliver the best and most comprehensive dental care available. An important part of this mission is making the cost of optimal care as easy and manageable for our patients as possible by offering different payment options. 

Payment Options: 
Cash, Check, Credit Card or Care Credit. 

Please Note:
· Burba Dental Partners requires payment prior to the completion of your treatment, unless specific arrangements have been made in advance. Unpaid accounts accrue interest at the rate of 1.5% per month. Accounts that are unpaid for 90 days will be sent to collections and reported to the credit bureau. 

· If you choose to discontinue care before treatment is complete, any refund, if applicable, will be determined upon review of your case.


· A fee of $50 per hour is charged to patients who miss or cancel their appointment without 48 hours’ notice.


· Burba Dental Partners charges $25 for returned checks. 




Patient/Guardian Signature                                                      					 Date
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Dental Insurance Policy Review

Please be aware that Dental Insurance is a contract between you, your employer, and the insurance company. It is designed as a company benefit to help you defray costs from dental work, but almost never completely pays for any necessary work. We submit claims to the companies as a courtesy to you – this is actually something that fewer and fewer offices are doing because of the time and financial costs involved. 

We work very diligently to obtain accurate information as to your benefits, but you are ultimately responsible for understanding the benefits and limitations of your insurance policy. 

Dental insurance companies may also substitute payment of any “white” or composite filling with “silver” or amalgam fillings. Similarly, they could substitute payment of all-metal crowns for porcelain (matching) crowns. The insurance companies will often not actually disclose that composites are “not covered,” only that an “alternate benefit is applied,” meaning that they simply pay for the cheaper material. The difference between these materials is more than simply cosmetic, but this is beyond the scope of this document. We encourage you to call your insurance company and inquire about these details so you are fully informed about your benefits. 

In these cases, the difference in cost between the service provided and what is reimbursed is the responsibility of the patient. We will do our best to let you know, as accurately as possible, what this amount will be prior to the appointment-but please keep in mind that this is only an estimate and they may pay more or less than this amount. This often happens if other claims are pending and they do not recognize this when we call them for up-to-the-minute information. This could result in a credit on your account or an additional bill for the difference. 

Please note that we will do everything in our power to maximize your utilization of benefits and make sure that they pay every penny you are entitled to! However, our doctors will not allow the insurance company to determine what you need and usurp their medical judgment. 


I acknowledge receipt of the Burba Dental Partners insurance policies and understand that, when appropriate, I am responsible for these difference in cost between services rendered and what insurance companies arbitrarily decide. 




Patient/Guardian Signature 									Date 
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               Informed Consent for General Dental Procedures 

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting to treatment, you should carefully consider the anticipated benefits and commonly known risks of the recommended procedure, alternative treatments, or the option of no treatment. 

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your dentist and all of your questions are answered. By consenting to the treatment, you are acknowledging your willingness to accept known risks and complications, no matter how slight the probability of occurrence. 

It is very important that you provide your dentist with accurate information before, during, and after treatment. It is equally important that you follow your dentist’s advice and recommendations regarding medication, pre and post treatment instructions, referrals to other dentist or specialists, and return for scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of a poor outcome. 

Please read and initial the items below and sign at the bottom of the form. 

1. Treatment to be provided 
I understand that during my course of treatment the following care may be provided:
- Examinations	                      	             - Preventive Services
- Restorations 				- Crowns 
- Bridges 				- Other 							

Patient Initials_________

2. Drugs and Medication 
	I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling and tissues; pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction). 

Patient Initials_________

3. Changes in Treatment Plan
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the teeth that were not discovered during examination, the most common being root canal therapy for following routine restorative procedures. I give my permission to the dentist to make any/all changes and additions as necessary. 
	
Patient Initials_________

4. I give permission to the dental office to bill my dental insurance provider for the treatment provided, if applicable. 
	
Patient Initials_________





Patient Signature								Date 


HIPAA & Notice of Privacy Practices

PLEASE REVIEW THIS NOTICE CAREFULLY. WE CONSIDER THE PRIVACY OF YOUR HEALTH INFORMATION OF PARAMOUNT IMPORTANCE.

We reserve the right to change our privacy practices and the terms of this Notice at any time. 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 make commercially reasonable efforts to 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.

OUR USE AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you only as necessary for treatment, payment, and our 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.

Health Care Operations: We may use and disclose your health information in connection with our health care operations. Health care operations including without limitation, quality assessment and improvement activities, reviewing the competence or qualifications of Health care 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 health care 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 a written authorization, you may revoke it in writing at any time, although such revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us written authorization, we will not use or intentionally 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 health care or with payment for your health care, but only if you agree in writing 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, concerning 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 (1) 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 health care and (2) use our professional judgment and experience with common practice to make reasonable inferences of your best interest in allowing third parties to pick up 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.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you may be a 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 correctional institutions or law enforcement officials having lawful custody of protected health information of inmates or patients under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders.

PATIENT RIGHTS

Access: You have the right to review or obtain copies of your health information, with limited exceptions. You may request copies in a format other than photocopies. We will use the format you request unless we cannot practicably 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. You may also request access by sending us a letter to the address at the end of this Notice.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes, other than treatment, payment, health care operations and certain other activities, for the last 6years. We will provide such a list at no charge upon your request once in any 12-month period. We reserve the right to charge you for requests in excess of one per 12-month period.

Restrictions: 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 alternative means or location you request.

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






*Acknowledgement: I hereby acknowledge that I have read and fully understand the contents of this document. 
[bookmark: _heading=h.gjdgxs]






[bookmark: _heading=h.mio3m3fu10rs]
Patient/Guardian Signature										Date 
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