Dental History
Patient Name: ________________________________________________ DOB: __________________
What concerns you most about your teeth? _________________________________________________
_____________________________________________________________________________________
Please check any of the following which apply to you, and add any relevant comments:
YES
NO
Are you presently in any dental pain?
If yes, please explain: __________________________________________________________________
YES
NO
Have you ever experienced any unfavorable reaction to dentistry
If yes, please explain: ___________________________________________________________________
Have you ever lost or chipped any teeth?

YES

NO

Have there been any injuries to your face, mouth, or teeth?

YES

NO

Is any part of your mouth sensitive to hot, or cold?

YES

NO

Is any part of your mouth sensitive to pressure?

YES

NO

Are you a mouth breather, or do you snore?

YES

NO

Do your teeth or jaws ever feel uncomfortable when waking in the morning?

YES

NO

Are you aware of your jaws clicking or popping?

YES

NO

Are you aware of clenching your teeth during the day?

YES

NO

Have you ever been told that you grind your teeth?

YES

NO

Do you experience headaches or migraines?

YES

NO

Do you often experience bad breath?

YES

NO

Do you wear any oral appliance?

YES

NO

Have you ever had a sleep study?

YES

NO

If yes, do you use a CPAP machine?

YES

NO

Patient Signature: ___________________________________________________ Date: ___________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign this acknowledgement receipt*

I, __________________________________, 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 acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

__ Individual refused to sign
__An emergency situation prevented us from obtaining acknowledgement
__Other (Please specify)
_______________________________________________________________________________
______________________________________________________________________________

Stone Oak Aesthetic Dentistry Financial Policy
J. William Robbins, DDS, MA ~ Bradly T. Beckel, DDS ~ Adam J. Hauser, DDS
In our oﬃce, you have a variety of ﬁnancial options from which to choose.
The oﬃce accepts the following forms of payment:
•
•
•
•
•

Cash
Personal Checks
Debit Cards
Major Credit Cards
Carecredit

The following payment options are also available to you:
A. In cases requiring laboratory work, it may be possible to pay for treatment with 50% due
on the day of initial treatment and the balance paid in one or two subsequent payments.
The Oﬃce Manager will discuss these payment options with you.
B. For patients who wish to pay for treatment over an extended period of time, we oﬀer a
payment plan that is administered by an independent company. The Oﬃce Manager will
provide you with all of the details.
C. Many of our patients request our assistance in the ﬁling of insurance claims. We are
pleased to provide this service. However, we are not a preferred provider for any
insurance company or a participant in any network. Our oﬃce does not accept
assignment of insurance beneﬁts. In other words, we do not accept partial payment for
treatment and have the insurance reimbursement check sent to our oﬃce. The contract
is between the patient and the insurance company. For this reason, the insurance
company is more responsive to the patient than to the treating dentist. Insurance
payments directly to the patient are made much more promptly, generally 2-3 weeks. If
the patient makes payment by credit card, the insurance check is commonly received by
the patient prior to the credit card billing cycle.
________________________________
Signature

_____________________________
Date

