
Mountain Brook Smiles
Dr. Wes Samford

120 Office Park Drive, Suite 240
Mountain Brook, AL 35223

205-423-9140 phone 205-870-4040 fax
office@MountainBrookSmiles.com

Patient Information
Date

Patient Name: Date of Birth
Last First MI (Preferred Name)

Male Female ChildSingle Married Other Social Security#: DL#:

Phone (Home): (Work): (Ext): (Mobile):

Email Address: Which way do you prefer that we contact you?

Address:
Street Apartment #

City State Zip Code

Employer Name Occupation

Health Information
Have you ever had or have any of the following? Please check those that apply:

AIDS Headaches Rheumatic Fever Please list any OTC
Allergies RheumatismMigraine? (Over The Counter)

Hay Fever Sinus Problems drugs you are currently
Anemia Head Injuries Stomach Problems taking, including

Heart DiseaseArthritis Stroke vitamins or herbs.
Heart MurmurArtificial Joints Thyroid problems

TuberculosisHepatitis, type?Asthma
High Blood Pressure TumorsBlood Disease

Cancer, UlcersLung Disease
Kidney Disease Venereal Disease Is there anything not listed

here concerning your medical
history we need to know

type?
Liver DiseaseDiabetes, type? Codeine Allergy
Mental Disorders Penicillin AllergyDizziness

Please list any otherEpilepsy Nervous Disorders about? Yes No
If yes, please explain:drug allergies notOral Cancer or lesionExcessive Bleeding,

mentioned herePacemakerplease explain what
Pregnancy (presently)caused it
Due date:

Fainting Radiation Treatment,
When?Glaucoma

Respiratory ProblemsGum Disease
• Have you been admitted to a hospital or needed emergency care during the past two years? Yes No

If yes, please explain:

• Are you now under the care of a physician? Yes No
If yes, please explain:

• Name of Physician: Phone:

Referral Information
Another patient, relativeAnother patient, friendWhom may we thank for referring you to our practice?

Work OtherSchoolYellow Pages NewspaperDental Office

Name of person or office referring you to our practice:

office@mountainbrooksmiles.com


Dental Health Information
Thank you for providing us with important information that will help us care for you better.

Date of Last Dental Visit: Reason for today's visit:
• Are you having any discomfort? Yes No Do you have any sensitivity to hot, cold, sweets or chewing? If yes, please
explain

• Does dental treatment make you nervous? Yes No If yes, what can we do to make you more comfortable?

• Do you use any form of tobacco? If yes, what type and how often?Yes No
(this may include smokeless tobacco, cigarettes, cigars, etc.)

• Have you ever had an oral cancer screening during a dental visit? Yes No
Yes NoHave you ever had oral cancer?

• On average, how much caffeine do you intake daily?
(this may include coffee, tea, colas, etc.)

• On average, how much water do you think you drink daily?

• Do you ever experience ''dry mouth syndrome?'' Yes No I would like more information on this

• How often do you brush your teeth? times per day Floss?
Do you routinely brush your tongue?

• Have you ever had a periodontal (or gum) disease screening during a dental visit? Yes No

• Do you have a history of periodontal (or gum) disease in your family? Yes No

• Do you suffer from migraine headaches? If so, how often?NoYes

• Do you ever clench or grind your teeth? No Not AwareYes
If yes, please explainYes NoIf so, have you ever had this addressed or treated by a dentist?

• Do you think your front teeth appear shorter than they did at one time? NoYes

• Do you think it is important to have your teeth cleaned at least every six months? Yes No

• When was the last time you were seen by a dental hygienist?

I would like more information on this• Do you think your dental health influences your overall health? Yes No

Yes No• Do you currently use a fluoride supplement at home or have you ever used one in the past?

• Have you ever had any complications following dental treatment? NoYes
If yes, please explain:

On a scale of 1 to 10 (with 10 being the highest rating), how would you rate your smile?

If you could change anything about your smile what would it be? Please check all that apply

Replace black mercury fillingsClose spacesStraighter teethWhiter teeth

Replace old crowns (or caps) that don't matchReplace missing teethRepair chipped/broken teeth

Contour (re-shape) teethRepair worn teeth Lengthen teeth

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have any
change in my health, I will inform the doctors at the next appointment without fail.

Date:
Signature of patient, parent or guardian

1 2 3 4 5 6 7 8 9 10



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

Name:
MarriedMale Female Single Child Other

Social Security #- Birth Date:
Phone (Home): Ext: Best time to call:(Work):
Address:

Street Apartment #

StateCity Zip Code

Employment Information
the person responsible for paymentthe patientThe following is for:

Occupation:Employer Name:
YesDo we have your permission to contact you at your work number? No

Address:
City, PhoneStreet State Zip Code

Insurance Information
Primary

Is insured a patient? NoYesName of Insured:
M1FirstLast

Insured's Birth Date: ID #: Group #:
Insured's Address:

StateStreet Zip CodeCity
Insured's Employer Name:

Address:
StateStreet Zip CodeCity

Patient's relationship to insured: OtherChildSelf Spouse
Insurance Plan Name and Address:

Secondary
NoIs insured a patient? YesName of Insured:

MIFirstLast
Insured's Birth Date: ID #: Group #:,
Insured's Address:

City StateStreet Zip Code
Insured's Employer Name:

Address:
State Zip CodeCityStreet

Patient's relationship to insured: OtherSpouse ChildSelf
Insurance Plan Name and Address:

Consent for Services
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and financial
responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services, This office
will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account. However, this dental office cannot render
services on the assumption that our charges will be paid by an insurance company.

A service charge of 1%% per month (1 8% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time said
services are rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the
time for payment thereof. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all costs and
reasonable attorney fees if suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:
Signature of patient, parent or guardian

Date: Relationship to Patient:
Signature of guarantor of payment/responsible party



New Patient Insurance Registration Form

Understanding your insurance coverage can be challenging. Our goal
is to assist you in maximizing your benefits. We care for patients from many
different companies. Each company pays an insurance premium for specific
coverage which fits the company budget. Each plan is slightly different with
lower premium plans covering fewer services and lower fees for services. We
encourage you to become familiar with your policy exclusions, deductibles
and required co-payments.

Our courtesy service to you includes:
1. Filing your insurance within 24 hours of your visit and requesting

payment of your benefit to our office.
2. Electronically filing your insurance for short turn around.
3. Researching your dental insurance plan to advise you of estimated

benefits available to you.
4. Re-filing your insurance a second time at 30 days and a final time at 60

days.
5. Following the American Dental Association guidelines for coding

procedures and filing insurance.

Our expectations of you as the owner of the policy:
1. Payment of fees not covered by your insurance plan at the time the service

is delivered.
2. Understanding that the insurance policy belongs to you and we have no

leverage to obtain payment from your insurance carrier.
3. Taking responsibility for payment if the insurance company does not pay

our office within 75 days.
4. Keeping our office informed of any changes in your insurance coverage or

employment.

To assist us in obtaining your benefits, Please sign the ''assignment
of benefits'' below to allow us to file your insurance claims. Also, please
have your insurance card ready for us to copy for our file.

I hereby authorize Dr. Wes Samford to release to my insurance
company, information acquired in the course of my dental care. I hereby
authorize benefits to be paid directly to Dr. Wes Samford. I understand I
am responsible for any unpaid balance.

Date
Signature of Patient/Insured



Important Information For Our Patients

Dental Insurance:
We are glad to assist you with your dental insurance plan. To help us

assist you in obtaining your maximum benefit, please bring your insurance
explanation booklet, your dental insurance card, and a completed

• .claim form to your first visit. Once your plan coverage has been verified,
we will accept assignment of payment from your insurance company. Most
plans only cover a portion of the dental fee, which means you will be
responsible for your deductible and any portion your plan does not cover.
Payment of your estimated portion is expected at the time you are in our
office for dental care.

Payment Options:
For your convenience, we accept VISA, MasterCard, American

Express, Discover and personal checks. Your co-payment can also be put on a
CareCredit Account, our in-office financing partner. Applications for
CareCredit are available at our front office or your can call ahead at (800)
300-3046.
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