
Welcome to 
Fletcher Heights Dental Care P.C 

8272 W. Lake Pleasant Parkway , Suite 204 
Peoria , AZ. 85382 

823-825-7833 

New Patient Dental Intake Form 
Patient Information 

Name: _____ ____ _____________________ _ Blrthdate :. _____________ _ 

Address : ____________________ Clty : _________ State : ____ .Zlp: _ _ _ _ 

Cell/Home Phone : Work Phone : __________ Email : _____________ _ 

Su: D M D F Marital Status: D Single D Married D Divorced D Separated Partnership D Widowed 

Employer orSchool :. ___________ _ _________ ,Phone: ____________ _ 

Address : _______ _ __________ Clty: __________ State: ___ Zlp: _______ _ 

Spouse, partner, or parent name : ____________________________________ _ 

Person to contact in case of emergency:. ____ _ ________________ .Phone:. _ _________ _ 

How did you learn about our practice or whom may we thank for referring you? ___________________ _ 

Who is responsible for your account and payment? (If different from previous llstlng): _________________ _ 

Address : __ ____ _ __________ ____ Clty : ______ _ _ State : _ __ Zlp : __ __ _ 

Phone : ___ _ ____________ Email : ___________ _ _ Blrthdata : _________ _ 

Dental Insurance 

Insurance Company : _ _ _________________________ Phone :. ___________ _ 

Subscriber 's Social Security # : _____________ Group#: __________ .10#: __________ _ 

Address : __________ ___ ________ Clty : ___ ____ ___ S_ : _ __ Zlp : ____ _ 

How much is your deductlble? : ___ ___ How much have you used? : _ ____ What is your annual Maximum? __ __ _ 

Who 's name is this insurance under? _ __________ __ _ __ ___ _____ _________ __ _ 

Employer offering this lnsurance? _ ____________________ Phone: __________ __ _ 

Address : ___________ __ _______ Clty: _______ ____ State : ___ Zlp : ____ _ 

Secondary Insurance 

Insurance Company : ____ _____ __________________ Phone : __________ _ _ 

Subscriber's Social Securtty 11: ____________ Group#: __ _ ______ ID#: _ __ ______ _ 

Address : City : State : ___ Zip : ___ _ 

How much Is your deductlble? : __ _ __ How much have you used? : _____ What is your annual Maximum? ____ _ 

Who's name is this insurance under? _____________________________ _ _____ _ 

Employer offering this lnaurance? ___________ ____ ______ Phone : ____ _ ___ _____ _ 

Address : ____ _____________ ___ City : _______ __ Stete : ___ Zlp : _ _ _ _ 

Dental History 

Reason for today's visit: ___ ___________________ _ __________ _______ _ 

Date of last dental care vlelt: __ _____________ Date of last dental x-raya : _____ _ ___ _ _ 

Former Dentist 's name: Phone: _________ __ _ 

Check if you have any problem with the following? 

fJ Bad breath D Loose teeth or broken fillings D Periodontal treatment D Bleeding gums 

0 Sensitivity to any of the following : cold, hot , sweats D Food collection between certain teeth 

0 Grinding teeth D Clicking or popping jaw D Sensitivity when biting D Sores or growth in your mouth 

How often do you flon? : _ _ _ ___ _____ ____ How often do you brush?: ____ __ ___ _ _ _ 



Medical Hjstorv 

Welcome to 
Fletcher Heights Dental Care P.C 

8272 W. Lake Pleasant Parkway, Suite 204 
Peoria, AZ 85382 

623-825• 7833 

Your Phyalcian: __________________________ Date of last visit: _______ _ 

Have you ever taken any bone density medication o Yes o No If yes, when/ what ______________ _ 

Have you had any serious Illnesses or operations? □Yes □No If yes, describe: _______________ _ 

Have you ever had a blood transfusion? □ YH D No If yes, give approximate dates: _____________ _ 

Women: are you pregnant? □ Yes D No Are you nursing? DYea □No Are you taking birth control? □Yes DNo 

Check if you have or have had any of the following: 

D Anemia o Fainting 

n Arthritis, rheumatism 

o Artificial heart valves 

(] Artificial joints, pins, etc. 

□ Asthma 

ll Bleeding abnormally 

D Blood disease 

o Cancer 

11 Chemical dependency 

[] Chemotherapy 

o Circulatory problems 

□ Congenital heart lesions 

o Diabetes 

n Epilepsy 

□ Glaucoma 

o Headaches 

□ Heart murmur 

D Heart problems 

o Hemophilia 

□ Hepatitis 

D High blood pressure 

DHIVAIDS 

□Jaw pain 

□ Kidney disease 

U Liver disease 

o Mltral valve prolapae 

n Pacemaker 

□ Radiation treatment 

□ Res plratory disease 

o Rheumatic fever 

LJ Scar1et fever 

D Sexually transmitted disease 

o Stroke 

D Swelling of feet or ankles 

u Thyroid problems 

o Tobacco uae 

D TonsilllUs 

D Tuberculosis 

□ Ulcer 

□ Latex 

List medications you are currently taking and the correlating diagnosis: 

Medication Diagnosis 

Pleae fist any allergies you may have: 

To the best of my knowledge, the above Information Is complete and correct. I understand that It is my responsibility to Inform my 
doctor 111 or my minor child has a change In my heath. 

Patient or Guardian Slgnature: ________________________ Date: ___________ _ 



Fletcher Heights Dental Care, PC 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 
Section A: Patient Giving Consent 
Name: _____ __ _ _____ _______ Telephone : __________ _ 

Email : 

Section B: To the Patient-Please read the following statements carefully 

Purpose of consent: By signing this form, you will consent to our use and disclosur e of your protected health informat io n 

to carry out treatment, payment activities and healthcare operat ions. 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practi ces before you decide whether to sign 
this Consent. Notice provides a descr ipt ion of our treatment, payment activit ies and healthca re operations , of t he uses 
of disclosures we may make of your protected health information. A copy of our Notice is ava ilable upon request. We 
do encourage you to read it carefully and completely. 

We reserve the r ight to change our privacy practices as described in our Notice of Privacy Pract ices. If we change ou r 
privacy practices , we will issue a revised Notice of Privacy Practices, which will contain t he changes. Those changes may 
apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revi sions of our Not ice at any time by contacting: 

Contact Person: Nancy Surkala 
Telephone: 623-825-7833 

Address: 8272 W. Lake Pleasant Pkwy, Ste 204 Peoria, AZ 85382 

Right to revoke: You will have the r ight to revoke this Consent at any time by giving us a written not ice of your 
revocation submitted to the contact person listed above . Please understand that revocat ion of t his Consent wilt not 
affect any action we took in reliance to th is Consent befo re we received your revoca ti on , and we may decline to treat 
you or to continue treating you if you revoke this Consent. 

Section C: Additional Authorization 

I hereby authorize Fletcher Height Dental Care, its staff and representatives, to share any and all dental and financ ial 
information with the following individual(s) in office or over the phone. 

C At this time I do not want to authorize anyone other than parent/guardian 

Name: ____________ _ Relat ionship to Patient: _____ _ ________ _ 

Name: Relat ionship to Pat ient : 

SIGNATURE 

I, ____ ________ , have had full opportun ity to read and conside r the conten ts and Consent from and 
your Notice of Priva cy Practices . I understand that, by signing this Consent form, I am giving my consent to your use and 
disclosures of my protected health information to carry out t reatme nt , payment activ it ies and healt h care ope rations . 

Signature : __ _______ _ _ ____ __ Date : ____ _______ ___ _ 

If this consent is signed by a personal representative on behalf of the patient , complete the following: 

Personal Representative' s Name: ________ _ _ Relationship to Patient: _____ ____ _ 



INFORMED CONSENT ANO NOTICE TO All PATIENTS FOR SERVICES 
I understand t hat t he information is correct to the best of my knowledge. I authorize the denta l staff to perform any necessary 
dental services, such as x-rays, study models, photographs, clean ings, fil lings, crowns, local anesthesia and/or any other diagnostic 
aid deemed by the doctor to make a thorough diagnosis . 

I also authorize the doctor and his employees for assistance when app licable to perform any and all forms of t reatment, medicat ion 
and the rapy with my in formed consent in connect ion with my diagnosis and treatment plan. 

Photos taken of my teeth may be used for marketing purposes, with the opt ion to opt out at any time. Faces or ot her def ining 
featu res are not shown on any public site, pamphlet, or poster. 

Even though I may have dental insurance coverage, I understand payment for services re ndered is my respons ibility . I hereby 
authorize Dr. Prost to retain all information necessary to secure payment of benefits. I authorize the use of this signat ure on all 
insurance submissions. I also assign all insurance benefits directly to Or. Prost for services rendered . 

Financial Policy 
1. It is our policy to make defin ite and clear financ ial arrangements prior to beginn ing any treatment. We are in-network 

and/or a partic ipat ing provider w ith some insurance compan ies, but not all of them . We will help yo u to maximize your 
denta l benefits in our office . 

2. Our fees are reasonable and cust omary for qual ity of care in this area, but as differe nt insurance companies use different 
fee schedules (w hich vary greatly) we may or may not fall w it hin what they consider to be usual and customary. You are 
responsible for paying al l charges not covered by you r insurance company. 

3. Please remembe r that insurance is a contract betwee n you and t he insurance compa ny. Despite verification by phone or 
w ritten pre-autho r ization, your carrier may still deny payment on a claim. 

4. We accept cash, debit, Visa, Mastercard, Discover , Americ an Express and CareCredit. There is also a $35 fee for retu rned 
checks. 

S. Often t imes pati ents find it to be convenient for them to keep a cred it card on f ile fo r balances over 60 days to be charged 
to . Is this some thing you would like to do? YES/NO If yes, please provide CC# and Expirati on Date below : 

6. As a courtesy to our patients as wel l as our office staff, we requ ire 2 business days' noti ce for all changes to your 
appointm ent( s) (Business hours are Monday-Friday 7am-Spm). For example i f your appointmen t is on Monday, yo u must 
make any necessary changes before closing time {5pm) Thursday. Any appointmen t that has any change made to it witho ut 
2 business days' notice will be subj ect to a charge of $50 per hour tha t the appointment was scheduled . Please remember 
that your valuable appointme nt time may be needed and great ly appreciated by another pat ient . Your coope ratio n with 
thi s policy is very much appreciated. 

7. I understan d that payment is due at t ime of service. If for any reason your account is turned over to an out side collecti on 
agency due to non-payment of your account balance, all collection agency fees and any additional costs associated w ith the 
collection of your account balance w ill be added to the tota l amount owed . 

8. The parent or guardian who brings a child for an appo intmen t is respo nsible fo r paying the patie nt port ion and any prior 
balance at that visit. 

9. If collection ef forts are needed , I agree to pay all reasonable costs of collect ions without l imitation , attor ney's fees and 
court costs. 

By signing below. I acknowledge: 
1. I have read the above condition s of tr eatment and payment and agree to th eir content . 
2. I have read, under stand and accept the conditions of this financial policy. I have also received a copy of th is policy for my 

own records (If requested) . 
3. I understand that I am flnancia lly responsible for all charges, wheth er or not paid by insurance. 
4 . I authori ze Fletcher Heights Dental Care, PC to perform any necessary dent al services that I may need during d iagnosis 

and treatment with my inform ed consent . I also auth orize release of any inform ation, including diagnosis and the 
records of any or examinations rendered to my dependent or me during the period of such care to third party payers 
and/ or health practiti oners. 

If opted, I authorize Fletcher Heights Dental Core, PC to charge balan ces over 60 days to the credit card on f ile that I hove pro v;ded above . 

Patient Name (Please Print) Signat ure of Fletcher Heights Dental Care, P.C Staff 

Signat ure of patrent, pare nt or guard ian Date M ichael A. Prost, DOC Fletcher Heights Den tal Care, P.C 
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