r. Lawrence N. Frost, I[1]

525 Metairie Road + Metairie, LA 70005

D.D.S. (504) 833-2500 + Fax (504) 833-7080

General & Family Dentistry
PATIENT INFORMATION |
NAME ' SEX DATE CF BIRTH AGE

st sipgr M
NICKNAME SS ¥ MARITAL STATUS
AQDRESS -

STREEY ane STATE up
TELEPHONE __EXTs
WOME WORK T BegFEAQacEllProNe

HAS ANY MEMBER OF YOUR FAMILY BEEN TREATED INOUROFFICE? (D YES (O NO IF YES, PLEASE GIVE NAME

WHO MAY WE THANK FOR REFERRING YQU TO OUR OFFICE?

[RESPONSIBLE PARTY INFORMATION |

NAME
LAST ARer 'K
ADDRESS -
STREEY cifv STATE ar
TELEPHONE EXT® —— e RELATIONSHIP TC PATIENT
HOME WoRK BEEPER CR CELL PHONE
Sse DRIVER'S LICENSE ¥ OATEOFBIRTH ____  OCCUPATION
EMPLOYER ADDRESS
| FAMILY INFORMATION:
SPOUSE / PARENT'S NAME
LAST FIRST M
EMPLOTES ok ENERGENCY CONTACTINFOTMATION | e
SS.# DRIVERS LICENSE #
ADDRESS
DATE OF BIRTH HOME #
TELEPHONE RELATIQNSHIP
[DENTAL TNSURANCE INFORMATION.
INSURED'S NAME Your dental insurance is your responsibillty BUT WE CAN HELP. .. Regardisss of whal
we mignt ca‘cuiate as your bensfits in dotlars, wa mus! stress the fact mat you, the
INSURANGE CO. (PRIMARY) palient. are rasponsible for the TOTAL TREATMENT FEE. At a courtasy 10 you, we do
accapt assignment of benefits from most insuranca compenies  This will reduce yaur
INSURANCE CO. (SECONDARY) _ immediate out of pocket expandhures. Any estimate is basad on limited information
obtained from your insurance company. Wa do not hava a conlract wih your Insurance
INSURED'S EMPLOYER compery only you do. We ara nct responsibia for how your nsurancs campany pays its
clalms. We allow 45 days for your insurance company 0 make paymant. AFTER THIS
INSURED'S (D4 ORS S # DATE OF BIRTH TIME, ALL INQUIRES (FOLLOW-UP) ON PAYMENTS QUE BECOME YQUR
RESPONSIBILITY
GROUP TELEPHONE
MEVHOD'OF. PAYMENTT] WE DO NO BILLING. Al balances must be pad in il at tha lima of service. By 619Mng a5 respansible party below, you are staling that you undersiand
Ocasn DJcueck I DEBITCARD (J CREOITCaRp | ety balance leh st paymens mus! be pad within 30 days. Falhue 10 pay the balance in 30 days wl asuit in en $3.00 moniy biling
charge. In the cage of delewdi of paymen!, you promlss to pay any leqal inlerest on 1ha balance due, together Wity any collection cosis and reasonadis
_ v _ alionay lees Incurrad 1o eHect collaclion on (his account.
AUTHORIZATION

I hereby aulhorize payment ditecly ta OR LAWRENGCE N. fROST_ 1l of insurance banefts olherwise payable o me. | undsrstand that | em porsonally responsible for all costa of aental lraatmeny. | hereby raquest and authonzs
OR. LAWRENGE N. FROST, ifl to adminisier such medications ang paform such dlagnosiic and therapautic procadures 8§ may be nacessary for proper dental care. The Informanon on this page and tha medical nislory {an g
fext of saparale page plovided) ate rua and comact lo the best of my knowledge. If | have any changes in my heal(h, | will inform my dan!st )

tam in alegal position to agrea ta the authonzabon above a0d claim 1asponsility for this palient as well as the payment for all treatment.

0 ADULT PATIENT T T eARENT U cuahpun T OT™ER (SPECIFY) (OVER) RATE




HEALTH HISTORY

(Confidential)
PLEASE CIRCLE

Do you have a specific dental problem? Describa YES NO
When was your last dental visit or X-rays? '
Have you evar had a bad experienca in a dontal office? Dascribe : YES NO
Ara you Interested in using nitrous oxide or ).V. sedation for your dental appointments? YES NO
Do your gums ever blead? Dlscuss YES NO
Do you want to keep your remaining teeth? ........................oo SRR Faunibie i o wime it wiaretaig o ¢ YES NO
Are you interesiod in whilBning JOUT IBNY .........uuimeininit ettt irnne e st et e ee ettt oot st e e eeses s YES NO
Ar0 YO DD WY YOUCBIMBY . . e s sinns e e v s exmsics v owmvtss i S 454165 5 0 1 2 s 84 0 5 6 2 548 8 0 5 e 2 s e s YES NO
Do you have bad bmaM ¢SRS s S Sl 5 6 eI e e (et i s AN O S Ho ENYR R g o i s sy 5 5 5 S SN Fomen i e e YES NO
Name of previous dentls?
How oftan do you floss? How oftan do you brush?
Medical doctor's name Phone Number
Are you under a doclor's care now? Why? YES NO
Have you been hospilalized during the past two years? Why? YES NO
{YVOMON ATE JOURMBRNMME .. ... - s s s w2555 KOS9 o o 1 e o s o w22 528 4 5 4 5 e s o s o s o s YES NO

NUEINED . e e e e et s b e b s e St e e 88890 e et e et Yes NO

Taking Dith COMNOIPHISY ..ot iiiiiiii it et eb e e et e e e e . YES NO
Have You ever bean freated or diagnosed with any of the following? CIRCLE yes or no next 10 EACH ane.
AIDS/HIV .. ...... .. YES NO Glavooma ........ .. .. YES NO Liver Disease ........... YEs NO Stomach Problems ..., YES NO
Anemia ...... sesnass YES NO HayFever.............. YES NO Mtral Valve Prolapsa ... YES NO SO ... o .tsvsansns YES NO
AOINE . oniies s s s YES NO Head Injudes ........ .. YES NO Mental Disorders ..., YES NO Thyroid Disorders. .. ... YES NO
Artificial Joints / Valves .. YES NO Hoart Oisease .......... YES NO Nervous Disorders .. ... YES NO Tuberculosis .......,.., YES NO
Asthma ................ YES NO HeartMummur ... ..., YES NO Pacemakar ............. YES NO TUMONS . oo vy soioe; YES NO
Blood Dissage ....,.... YES NO Hemophilla............. YEE NO Psychlatric Problems ... YES NO Ulcors / Coiitis . ..., YES NO
Cancer ................. YES NO HepatisABorC......, YES NO Rediation Treatment. .. .. YES NO Venereal Diseass. .. ... YES NO
Diabetes .. ...... .... YES NO ‘Herpeg................ YES NO Respiralory Problems ... YES NO
Dizziness ........ ... YES NO High Blood Pressure .... YES NO Rheumatic Faver . ... .. YES NO Do you have a tobacco habit?
Epilepsy . ............ YES  NO Jaundica ....... ....... YES  NO Rheumatlsm ............ YES  NO YES  NO
FaInbNg .. ..o0n oim ovns YES NO Jaw Problems ...... ..., YES NO Scarlat Faver ..., ... YES NO
FeverBlistars . ......... YES NO Kidney Disease ... ...... YES NO NO Ara you pregnant? VES NO
List medications you are curmently taking. . Ate you allergic to:

Aspiin ... ........... VYES NO Penlclliin ... ........ YES NO
Codalne ............... YES NO SuMa.................. YES NO

Phamacy Name Laex.................. YES NO Othar
Phona Number Local Anesthetic ....... YES NO

The above information Is accurate and complete to the bast ol my knowledge. | wlll not hoid my dentlst or any member of his / har staff responsible for any emors or omissions that | may have
made In the completion of this form. (Strictly Confidentlal) ‘

Dats Signature




Dr. Lawrence N. Frost, Ill, D.D.S.

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

"You May Refuse to Sign This Acknowledgment®

{, the undersigned , have received a copy of this office’s
Notice of Privacy Practices

PLEASE PRINT NAME

SIGNATURE

DATE

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy
Practices, but acknowledgment could not be obtained because:

a Individual refused to sign
0 Communications barriers prohibited obtaining the acknowledgment
0O An emergency situation prevented us from obtaining acknowledgment

a Other (Please Specify)




Frost Family Dental Care

525 Metairie Road
Metairie, LA 70005
(504) 833-2500

WELCOME TO OUR OFFICE

HYGIENE APPOINTMENTS: We at Frost Family Dental Care consider your time as valuabie as our
protessionals. For this reason, we do not overlap patient appointments with our Hygienists. The required time
fer each hygiene procedure is actually reserved JUST FOR YOU.

Please take all the time you need in selecting a date and time that you are sure you can make. If for any
reason you doubt that you will be able to keep an appointment, please let us know at least one (1) working day
in advance so the reserved time can be released to another patient.

DOCTOR'S APPOINTMENTS: We try our very best to see our schaduled patients at the appointed time. We
understand that unexpected things happen that may prevent you from arriving on time. There may also be
emergencies or unexpected patient conditions that cause us to run slightly behind schedule. As a courtesy to
you, if this occurs, you will be informed so you can decide whether you want to wait or reschedule. If you are
running fate, we will have to decide at the time you arrive if there is enough time to complets your treatment.
We do this to help keep our schedule flowing smoothly.

EMERGENCY PATIENTS: It is our goal to see emergency patients on the same day. Caliing us early in the
day will allow us lo give you the best time to arrive, as we will be working you in, around our previously
scheduled patients. Emergencies should be a chipped or brokan tooth, or a sudden onset of painin a
particular area of the mouth. We ask that all other patients call us at the FIRST sign of minor discomfort  This
will allow us time to give you an actual appointment and treat the symptoms beiore they become severe

PAYMENT OPTIONS:

1. Pay as you go with cash, check or credit card. If treatment rendered exceeds $200, a 5% Countesy
Adjustment will be given to those paying with cash.

2. We accept all major credit cards and dsbit cards.

3. 12 months interest free financing through & local finance company for treatment plans $400 up to $7.500
with an approved cradlt application.

CANCELLATION POLICY: We do charge $45 for appointments missed without notice of &t least on working
day. Any patient missing two appointments without notice will be required to make a non-refundabls deposit

for all future appointmants. Missed appointments are very costly and this policy is necessary if we ara to keep
our schedule, pricing, and statf available and affordable for our patients.

Thank you for choosing our office, we look forward to a long, mutually rewarding relationship!

Signature or Patient or Guardian Date



Frost Family Dental Care
525 Metairie Road
Metairie, LA 70005

(504 ) 833-2500

Insurance and Payment Policy

All insurance claims will be filed for you, most times electronically,
on the date of service. In an effort to keep our costs affordable for you,
the patient, we ask that you pay your portion in full at the time of
service. Unless other arrangements have been made with the financial
coordinator. Your insurance company will release benefits to the office,
usually within 2—3 weeks after receiving the claim. Qur office will follow
up with your insurance company to ensure that the claim is being paid

properly.

If for any reason your insurance company does not pay the claim,
the patient or responsible party will be billed. If an account becomes 90
days past due, it is then turned over to collections and a $25.00 billing
fee plus all attorney costs are added to the account, becoming your
responsibility.

I have read and understand the above. By signing, I understand I am also
responsible for any and all collection and/or attorney costs that Frost
Family Dental Care incurs in settling my account.

S-igxiature of Patient or Legal Guardian Date



