
BUCKS COUNTY SMILES 
Patient Information 

Patient Name:      Date:   ______ 
                                    Last                                                 First                                    MI    (Preferred Name) 
 
___Male          ___Female                                                                Family Status:  ___Married    ___Single    ___Child   ___ Other ___________ 
      
Social Security #:       Birth Date:     ______ 
 
Phone (Home):      (Work):     Ext:     Cell:  ______ 
 
Address:     ______ 
                            Street                                                                                                                                     Apartment # 
                           _    ______ 
                          City                                                                              State               Zip Code                          E-Mail Address  
 
CONTACT PERSON IN CASE OF EMERGENCY:  NAME:  _____________________________PHONE #:________________________ 
COLLEGE STUDENTS: 
College Attending: ____________________________ Expected Date of Graduation:  ____________________________     
 
 

Referral Information 
Whom may we thank for referring you to our practice?      Patient, friend, relative _______________    Doctor_______________ 
       Web Site     Yellow Pages     Newspaper     Radio     Work     TV   ⁯ Other   _______ 
 

Health Information 
 

Date of Last Dental Visit:      Reason for this visit:    
Name and address of previous Dentist:  __________________________________________________________ 
Have you ever had any of the following?  Please check those that apply:
⁭AIDS/HIV 
⁯Alcohol/Drug   
Dependency 
⁭Auto Immune Disease 
⁭Immune Deficiency 
⁭Allergies 
__________ (Meds) 
                     
__________ (Other) 
⁭Anemia   
⁭Arthritis 
⁭Artificial Joints 
⁭Rheumatic Fever 
 

⁭Cancer                           
⁭Diabetes 
⁭Dizziness, Fainting 
Epilepsy/Seizures 
⁭Angina 
⁭Excessive Bleeding 
⁭Low Blood Pressure 
⁭Vision problems 
⁭Growths 
⁭Hay Fever 
⁭Heart Murmur/ Mitral 
      Valve Prolapse 
⁭Heart Disease, etc. 
 

⁭Hepatitis 
⁭High Blood Pressure 
⁭Jaundice 
⁭Kidney Disease 
⁭Liver Disease 
⁭Asthma 
⁭Blood Disease 
⁭Pacemaker 
⁭Pregnant Now? 
    Due date:_________ 
⁭Radiation Treatment /    
Chemo- therapy 
⁭Respiratory Problems 
 

⁭Rheumatism 
⁭Sinus Problems 
⁭Stomach Problems 
⁭Stroke 
⁭Tuberculosis, Lung 
   Disease, Emphysema 
⁭Tumors, Growths 
⁭Ulcers 
⁭Migraines 
⁭Nervous Disorders 
⁭Head Injuries 
⁭ Other: _________ 

Family history of any of the above? _____________________________________________________________________ 
List any and all medications that you are currently taking. ____________________________________________________ 

 Have you ever had any complications following dental treatment ___ Yes ___ No 
      If yes, please explain: _________________________________________________________________________ 
 Have you been admitted to a hospital or needed emergency care during the past two years?       ___Yes ___No      

If yes, please explain: __________________________________________________________________________ 
 Name of Physician: ___________________________________________ Phone:  _______________ 
 Are you now under the care of a physician?  ___Yes ___No 

      If yes, please explain: _________________________________________________________________________ 
 Do you have any health problems that need further clarification? ___Yes ___No 

      If yes, please explain: _________________________________________________________________________ 
 Is there anything we should know about your previous dentistry? ___ Yes ___ No 
 If yes, please explain: _________________________________________________________________________ 
 What would you like to change about your smile if you could? _______________________________________ 

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  
_________________________________________________________________ Date:   
   Signature of patient, parent or guardian 



 
 

Spouse or Responsible Party Information 
The following is for:    the patient's spouse     the person responsible for payment 
 

Name:         
                     Male    Female                                Married    Single    Child    Other   
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:   
 

Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code
 

Employment Information 
The following is for:    the patient                   the person responsible for payment 
 

Employer Name:      Occupation:   
 

Address:        
                                 Street                                                                                        City,                                           State                             Zip Code                            Phone 
 

Insurance Information 
If you have dental insurance, please complete. 

Primary 
Name of Insured: _______________________________________________ Is insured a patient?   Yes    No 
                              Last                                        First                                MI 
Insured's Birth Date: _________________  SS/ID #: _____________________  Group #:   
 
Insured's Address:   
                                    Street                                   City                                             State                      Zip Code 
Insured's Employer Name:   
 
              Address:   
                                    Street                                    City                                             State                      Zip Code 
      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 
Insurance Plan Name and Address:     
Secondary 
Name of Insured: _______________________________________________ Is insured a patient?   Yes    No 
                               Last                             First                                        MI 
Insured's Birth Date: _________________  SS/ID #: _____________________  Group #:   
 
Insured's Address:   
                                Street                                               City                                        State                      Zip Code 
Insured's Employer Name:   
 
              Address:   
                                 Street                                               City                                        State                      Zip Code 
      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 
Insurance Plan Name and Address:______________________________________________________________________ 
  
    
 

Consent for Services 
I hereby give my consent to Bucks County Smiles including Dr. Howard Hopenwasser, Dr. David Faust, Dr. Jonathan Glatt and their staff, to perform dental treatment on 
___ Myself ___ My Dependent (Name: ____________________________________ ). I understand that X-rays will be taken if needed for proper and thorough diagnosis 
prior to the onset of treatment.  I agree to speak to the dentist about dental procedures, costs and appointments should I have any questions. 
 
____________________________________________________  Date: _____________                                                       Relationship to Patient: _______________ 
Signature of patient, parent or guardian



                                                                                                                                                                                                

                                                                     
Dear Patient, 
 
With regard to payment for services provided here in our dental office, we would like to explain our policies.  
What we ask is for you to pay for your treatment at the time of your dental visit.  If your charges are in excess 
of $400, and you pay in full with a check or cash, we will extend a 5% bookkeeping courtesy to you.  If you 
have insurance, we would be happy to submit a claim for you as the process should be expedited due to our 
electronic billing process.  The insurance company should then reimburse you. We accept cash, personal 
check, Visa, Master Card, Discover and American Express. 
 
If payment up front is a hardship for you, and you have insurance, we will then submit a claim to your 
insurance and have them pay our office directly.  The balance after insurance will then be charged to the credit 
card you have authorized us to use.  Please note that in the case of a large treatment plan, we also offer a 0% 
finance option over three or six months, pending approval.  The benefit cannot be used in conjunction with 
any other discounts or courtesies.  If financing is necessary, we will extend payment through Wells Fargo 
Financing with approved application. 
 
Unfortunately, some insurance companies exploit the payment system and take much longer than necessary to 
pay on dental claims.  We would be more than happy to submit your dental claims for you but we are asking 
for your cooperation by paying for services as they are rendered.  Please be aware that your insurance policy is 
contract between you and your insurance company.  We cannot guarantee payment of the claim.  Professional 
services are rendered and charged to the patient, not to the insurance carrier.  Should your claim be rejected or 
only partially paid, your insurance company should send you an explanation of benefits.  Ultimately, financial 
liability is your responsibility. 
 
Please be sure to furnish us with a completed insurance form for each member of your family for each new 
year.  Even with electronic submissions, it is a requirement for us to have your signature and all current 
information on file.  If you would like assistance in fully understanding your insurance coverage, your 
personnel director should be able to supply this information.  If you bring us your policy book, we would be 
glad to aid you in understanding this information.   
 
Appointments cancelled with less than 24 hours notice are subject to a $25 cancellation charge per half hour.  
Checks returned by your bank are subject to a $25 processing charge.  Accounts unpaid after 30 days from the 
date of billing, are subject to a finance charge at the rate of 1 ½% per month.  If your account is referred for 
collection, you will be responsible for collection costs and reasonable attorney’s fees. 
 
Thank you for your cooperation regarding our written policy.  We will do our very best to provide you with 
the best quality dental care possible. 
 
I HAVE READ THE ABOVE AND UNDERSTAND THE FINANCIAL POLICY OF BUCKS COUNTY 
SMILES. 
 
 
_________________________________________________________     ____________________________ 
    SIGNATURE OF PATIENT OR GUARDIAN          DATE 


