
Policy Holder Name: Policy Holder Date of Birth: 

Policy Holder Social Security #: Policy Holder Phone #: 

Employer: Employer Phone #: 

Group I.D. #: Member I.D. #: 

Policy Holder’s Address: 

Dental Insurance Company Phone #: 

Patient Relationship to Policy Holder: 

Is your Dental Insurance individual or through Employer?          Individual/Self           Employer

Patient Account #:

Last Name: First Name: Middle Name:

Date of Birth: Social Security#:

Age:

Home Phone#:

E-Mail Address:

Sex: Male Female

Cell Phone#: Work Phone#:

Preferred Method of contact for Reminders: (Check all that apply)             

Email Text Voice

Marital Status: Single Partnered Married Separated Divorced Widowed

Today’s Date:

Address: Apt.#:

City/State/Zip:

Family Physician or Pediatrician: I.D./Driver’s License #: 

Emergency Contact Name: 

Emergency Contact Phone #: Relation to Patient: 

MOUNTAIN VIEW DENTAL TEAM

DENTAL INSURANCE COMPANY NAME:

If Patient is a minor (under the age of 18), the parent or guardian
bringing the patient will be listed as a guarantor.

Last Name: First Name:

Relation to Patient: Date of Birth: 

Social Security #: Phone #: 

Preferred Language (please select one): 

English Spanish

Arabic Other:

Russian

Referred to Mountain View Dental Team By:
( please check one box) 

Insurance TV Dentist

Internet

Others:

Others:

Internet Health Facility Newspaper

Radio Doctor

RESPONSIBLE PARTY: 

ADDITIONAL INFORMATION: (PLEASE FILL OUT ALL SECTIONS BELOW)



Patient Name: Birth Date: Date Created:

Are you under a physician’s care now? Yes No If yes:

Have you ever been hospitalized or had a major operation?   Yes No If yes:

Have you ever had a serious head or neck injury?   Yes No If yes:

Are you taking any medications, pills, or drugs?   Yes No If yes:

Do you take, or have you taken, Fen-Phen or Redux?   Yes No If yes:

Are you on a special diet?   Yes No

Do you use tobacco?   Yes No

AIDS/HIV Positive   Yes No

Alzheimer’s Disease   Yes No

Anaphylaxis Yes No

Anemia Yes No

Angina Yes No

Arthritis/Grout   Yes No

Artificial Heart Valve   Yes No

Artificial Joint   Yes No

Asthma Yes No

Blood Disease   Yes No

Blood Transfusion Yes No

Breathing Problems   Yes No

Bruise Easily   Yes No

Cancer Yes No

Chemotherapy Yes No

Chest Pains   Yes No

Glaucoma Yes No

Cold Sores/Fever Blisters   Yes No

Congenital Heart Disorder   Yes No

Convulsions Yes No

Cortisone Medicine   Yes No

Diabetes Yes No

Drug Addiction   Yes No

Easily Winded   Yes No

Emphysema Yes No

Epilepsy or Seizures   Yes No

Excessive Bleeding   Yes No

Excessive Thirst   Yes No

Fainting Spells/Dizziness   Yes No

Frequent Cough   Yes No

Frequent Diarrhea   Yes No

Frequent Headaches   Yes No

Genital Herpes   Yes No

Hay Fever   Yes No

Do you use controlled substances?   Yes No If yes:

If yes:

Women: Are you …

Pregnant/Trying to get pregnant?   Nursing? Taking oral contraceptives?

Aspirin Penicillin

Local Anesthetics Others

Codeine Acrylic Metal Latex Sulfa Drugs

Are you allergic to any of the following?

Yes No If yes:

Have you ever taken Fosamax, Boniva, Actonel, or any other medications containing bisphosphonates?

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire
body. Health problems that you may have or medication that you may be taking could have an important
interrelationship with the dental care you will receive. Thank you for answering the following questions.

EAGLESOFT MEDICAL HISTORY

Do you have, or have you had, any of the following?



Signature: Date:

Heart Attack/Failure   Yes No

Heart Murmur   Yes No

Heart Pacemaker   Yes No

Heart Trouble/Disease   Yes No

Hemophilia Yes No

Hepatitis A   Yes No

Hepatitis B or C   Yes No

Herpes Yes No

High Blood Pressure   Yes No

High Cholesterol   Yes No

Hives or Rash   Yes No

Hypoglycemia   Yes No

Irregular Heartbeat   Yes No

Kidney Problems   Yes No

Leukemia Yes No

Liver Disease   Yes No

Low Blood Pressure   Yes No

Lung Disease   Yes No

Mitral Valve Prolapse   Yes No

Osteoporosis Yes No

Pain in Jaw Joints   Yes No

Parathyroid Disease   Yes No

Drug Addiction   Yes No

Psychiatric Care   Yes No

Radiation Treatments   Yes No

Epilepsy or Seizures   Yes No

Recent Weight Loss   Yes No

Renal Dialysis   Yes No

Rheumatic Fever    Yes No

Rheumatism Yes No

Scarlet Fever    Yes No

Shingles Yes No

Sickle Cell Disease    Yes No

Sinus Trouble   Yes No

Spina Bifida   Yes No

Stomach/Intestinal Disease   Yes No

Stroke Yes No

Swelling of Limbs   Yes No

Thyroid Disease   Yes No

Yellow Jaundice   Yes No

Tonsillitis Yes No

Tuberculosis Yes No

Tumors or Growths   Yes No

Ulcers Yes No

Venereal Disease   Yes No

Yes No If yes:Have you ever had any serious illness not listed above?   

To the best of my knowledge, the questions on this form have been accurately answered. I understand that
providing incorrect information can be dangerous to my (or the patient’s) health. It is my responsibility to inform
the dental o�ce of any changes in medical status.



Patient or Guardian Signature Date:

Patient or Guardian Signature Date:

Sta� Witness Signature Date:

Patient Account #:

The patient refused to sign

Due to an emergency situation, it was not possible to obtain an acknowledgement

We weren’t able to communicate with the patient

Other (please provide specific details: 

Upon request, we are required to provide you with a copy of our Notice of Privacy Practices and Patient Rights and
Responsibilities, which states how we may use and/or disclose your health information. Please sign this form to
acknowledge receipt of this notice. You may refuse to sign this acknowledgement if you wish.

I acknowledge that I have received a copy of this o�ce’s Notice of Privacy Practices. I also acknowledge that I have
read the Notice and the Patient Rights and Responsibilities and understand them.

1. Patient Bill of Rights & Responsibilities

2. Notice of Privacy & Patient Rights and Responsibilities

We have made every e�ort to obtain written acknowledgement of receipt of our Notice of Privacy from this
patient, but it could not be obtained because:

FOR OFFICE USE ONLY

We encourage you as a patient of Mountain View Dental Team to 
take part in your treatment choices, be well informed, and be 
involved with your care.

• You have the right to be educated by your doctor 
about your prognosis, the risks and benefits of your 
treatment, and the expected outcome of the treatment. 
You have the right to be given written, informed 
consent before any non-emergency treatment begins.

• You have the right to have your pain assessed and 
to be involved with decisions about treating your pain.

• You have the right to quality care and high
professional standards that are continually maintained 
and reviewed.

• You have the right to full consideration and respect
of your privacy and confidentiality in care discussions, 
exams, and treatments, unless disclosure is permitted
by law.

• You have the right to receive care in a safe setting
and to be free from all forms of abuse and harassment.

• You have the right to accept or refuse any
dental/medical care o�ered and a physician shall
inform you of the medical consequences of such 
refusal.

• You have the right to receive detailed information 
regarding your treatment charges and to receive 
counseling regarding financial resources for your
health care.

• You have the responsibility to provide complete and 
accurate information, including your full name, address, 
telephone numbers, date of birth, social security 
number, and insurance carrier and employer.

• You have the responsibility to provide complete and 
accurate information regarding your medical history, 
present condition, past illnesses, hospital stays, 
medicines, and any other matters pertaining to your 
health, including perceived risks.

• You have the responsibility to ask questions when you 
do not understand information or instructions regarding 
your treatment.

• You have the responsibility to inform your doctor if 
you believe you cannot follow through with the 
treatment plan. You are responsible for the outcomes if 
you do not follow the care, service, and treatment plan 
as prescribed by the doctor.

• You have the responsibility to confirm or reschedule 
your appointment 48 hours prior to your appointment 
time. If you fail to do so, your appointment may be 
moved to accommodate other patients or emergencies. 
If you fail to show up, you will be charged $50 per hour.

• You have the responsibility to provide complete and 
accurate information pertaining to your health insurance 
coverage and to pay your bills in a timely manner.



Patient or Guardian Signature Date:

Sta� Witness Signature Date:

All co-pays are due at time of service.

A 50% down payment is required for any and all lab services, including but not limited to crowns, implants,
bridges, dentures, flippers, space maintainers, Invisalign®, etc.

Your co-pay is an ESTIMATE and any remaining balance after insurance pays is due by patient/responsible
party. We will assist you in filing your insurance claims, but ultimately the financial responsibility lies
with the patient/policy holder.

There are NO in-house payment plans o�ered.

Unfortunately, to run a payment plan department is very costly. In an e�ort to keep costs down for you,
we do not have this department in our o�ce.

Any account that has a balance over 30 days will go to our collection company. You WILL be responsible
for any and all fees associated with this.

For patients without insurance, we o�er an in-house Dental Savings Plan. The Dental Savings Plan is
non-refundable, non-transferable, and valid only at this facility.

The Dental Savings Plan is a 12-month contract with start date beginning the day of signing up.

I acknowledge that I have been informed of a law enacted in Virginia in 1989 as follows: In the event that a health
care provider or employee is exposed to my bodily fluids in a manner which may transmit Human
Immunodeficiency Virus (HIV), I will be deemed to have consented to testing for HIV and to the release or
disclosure of the results to that health care provider or employee.

I understand that the purpose of HIV and Hepatitis B blood testing is to detect the presence of antibodies to the
Human Immunodeficiency Virus (HIV) and Hepatitis B. I understand that this is not a direct test for the viruses,
but a test for antibodies to the viruses. I further understand that a positive blood test for HIV does not mean that
I have AIDS and that in order to diagnose AIDS; other means must be used in conjunction with the blood test. 

.

NOTE TO PATIENT: If you do not fully understand any part of this form, please ask that it be explained
before you sign below.
By signing below, I acknowledge that I have read and understand this form and any questions that
I have, have been explained to my satisfaction.

Patient or Guardian Signature Date:

Sta� Witness Signature Date:

For Patients who need payment plans, we accept CareCredit. Our sta� can assist you with applying for CareCredit.
For terms and agreements of CareCredit, please visit carecredit.com

By signing below, you are stating that you have fully read the above policies listed after the “•”
and you understand and agree.

3. Consent to Blood Testing

4. Financial Policy

I have been informed that the HIV blood test may (in some cases), indicate that a person has antibodies to the virus 
when the person does not (false positive) or fail to detect that a person has antibodies to the virus when the person 
has antibodies (false negative). Performing additional antibody tests when the first test is positive minimizes the 
possibility of a false positive result.

I understand that State Law requires physicians to report to the local health department the identity of any patient 
who has tested positive for exposure to HIV. I consent to the release of the test results to other health care 
providers in order to provide consultation or care and treatment to me. I further consent to the release of the test 
to my spouse and my parents (if minor). I understand that the results of my HIV testing will be explained to me by 
my physician.



Patient or Guardian Signature Date:

Sta� Witness Signature Date:

Patient or Guardian Signature Date:

Sta� Witness Signature Date:

ANY REFUND REQUEST MUST BE MADE IN WRITING WITH SPECIFIC REASONS AS TO WHY THE REFUND IS BEING
REQUESTED. THE REQUEST WILL BE REVIEWED BY THE DOCTOR AND THEN WILL BE
SUBJECT TO THE FOLLOWING:

5. Refund Policy

1. Refund requested after signing a consent for treatment, paying cash, check, credit card, and/or authorizing 
funds for treatment with a third-party lender such as CareCredit, Capital One, Citibank, Chase, Unicorn, and All 
Care, or any other lender will be subject to a 15% reprocessing fee deducted from the refund.
2. Treatment has o�cially started if any of the following procedures have been performed: restorations, clean-
ings, surgery, and impressions (diagnostic cast impressions, whitening tray impressions, impressions for the 
purpose of making flippers, partials, dentures, crowns and bridges, implants, etc.). A refund requested after this 
will be subject to the above mentioned 15% reprocessing fee, plus the fees of the procedure or procedures that 
have been performed will be deducted from the refund.
3. No refunds for completed treatment.
4. No refunds for any item that have been delivered to or completed by a laboratory.
Examples: crowns, bridges, partial plates, dentures, flipper, etc.
5. Refunds will be completed within four to six weeks of the written request.

By signing below, you are stating that you have fully read and understand the above policies.

Print Patient Name: Date of Birth:

Name

Name

Name

Relationship: 

Relationship: 

Relationship: 

6. Consent of Use/Disclosure of Personal Health Information

By signing below, you grant consent to use and disclose your protected health information for the purpose of 
treatment, various activities associated with payment, and health care operations. Our Notice of Privacy Practices 
provides more details on our treatment, payment activities, and health care operations. If there is not a copy of 
the Notice accompanying this consent form, please ask for one. We encourage you to read it since it provides 
details on how information about you may be used and/or disclosed and describes certain rights you have 
regarding your health care information.

As stated in our Notice of Privacy Practices, we reserve the right to change our privacy practices. If we should do 
so, we will issue a revised notice. Since revisions may apply to our health care information, you have a right to 
receive a copy by contacting our privacy o�cer.

You have the right to revoke your consent by giving written notice to our Privacy O�cer. The revocation will not 
a�ect actions that were already taken in reliance upon this consent. You should also understand that if you revoke 
this consent, we may decline to treat you. You are entitled to a copy of this Consent Form after you have signed 
it.

I have read the contents of this consent form and the Notice of Privacy Practices. I understand that I am giving 
you my consent to use and disclose my health care information to carry out treatment, payment activities, and 
health care operations.

By signing below, I acknowledge that I have received and read the Notice of Privacy and request that the 
following have access to my Personal Health Information.




