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Dental Registratlon and History

Q Smiles Dental
www. qsmilesdentalpc. oorn

7815 Sudley Road
Manassas, VA 20109
Tel.: (571) 208-1325
Fax: (571) 208-1326

Email: qsrnilesdentalpc@gmail. com

Please don't hesitate to
ask if you have anY

questions

Emergency Contact

Pajent Name

Date______

Losl Nams Middlo lnl● 1 AddresS

City State_____― ――Zip

sex f 61 fls Phone RelationshiP
SS# or lnsurance lD#

AddreSS

cny

Home Tel

Mob‖ e#

WOrk Tel

Occupalion

EinaH

Notes

Mantal status
Relattonship to Patient

Referral Source lnsurance ComPanY

Subscriber Name

Group # SS#

Birthday

ASSiCNMENT AND RELEASE

:cert ly tい 0(1 0nd7orrny Oep● ndOnt(3)、 いaVe hlurance coveraO● 哺:h:

other Coverage E v"t fl ruo

City State 

-_ 

ZiP

and aarhmd dir.clly to O( tll ntuErc' bco'fiB' lt tnv'

ghcilis; ptyibla tg lls tor rirykrs renOered. I uodatrtsd uBl t am rmno'll, t'tpontibl3 
'or 

cll

charg€t whglhel or nol Pald by ln3utrcB. I .utlpdlt lh' ut! gl my 
'lgn'lur' 

on 'll 
i^'ur'n@

subnitfslons.lne aOovc nlmlC dantitt rnay uta my h"tlh or' infom'tlon 66d 6'y ditclos! luch

inlormailon in ilD aoovcnrmru tnsutrnco Cmptnv(i.r) 'nd 
theit aognlt ld tho purpose ol obtsining

paymcnllil!eNicor.ndd.l.lmini.gIn3ur.ncobe^efilsorlhsbcnefitsp.y'bl.lolr.Iatcdscfrice!Thig
cmtrnt will .nd whln my cuilcnt trealnr.nl plan lo complgtqj q 006 y"r lrom th' d'19 sign€d bolry'

Pholヽ e

NoteS

Reason for todaY's visit

Tel Last X-Ray Date
Forrner Dentist

Last Cleaning Last Dental Vis t

Do you feel pain E Yes E uo if y". please describe

Doyoufeel nunlbnesg,swelllng,oranyothersensitivity? El 'resfl No ifyesploase

i ndditionat comments about your past dental history
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Dental Registration and HistorY Page 2

Please don't hesitate to
ask if You have anY

questions

Physician Name

Have you ever taken any of the group of drugs collectively referred to as "Fen-Phen?" These ir:clude combinations of lonimin' Adipex'

phentennlne), pondimin (fenfluramine) and Redux (dexfenfluramine). E v.. fl xo

Place a rnark on "yes" or "no" to indicate if you have had any of the following:

Fastin (brand names of

AIDS/HiV

Anen■ a

Arthnls.RheumalSm

Ar1lcial Heart Valves

Arllcial」 Oints

: Asthlna

Back Problems

, Bleedlng abnormany,wlh

extractions Or surgery

Blood Disease

i Cancer

Chemical Dependency

i ChemOtherapy

Circulatory Problems

. Congenital Heart Les101ls

CortisOne Treatments

l Cou9h,persistent or b100dy

: DiabeteS

I Emphysema

women:Are you pregnant?

□Yes Eコ No

□Yes Eコ No

[コ YeS E] No

口Yes口 No

□Yos Eコ No

[コ Yes O No

□ Yes O No

口Yes□ No

口Yes□ No

口Ves Eコ No

口Yes口 No

E v"r fl No lf yes due date:

HerpeS

High Blood Pressure

」aundice

」aw Pain

Kidney Disease

Liver Disease

Low B10od Pressure

MIral Valve Prolapse

Nervous Problems

Pacemaker

Psychiatric Care

Do you wear contactlenses?

E v". E r.ro Epitepsy

El v". El No Fainting or dizziness

O v., E No Glaucoma

E vut fl No Headaches

fl v". E r.ro Heart Murmur

E v". E No Heart Problems

E v.. E r.ro Hepatitis TYPe 
-

E y", f,l No Radiation Treatment

E v., fl No ResPiratory Disease

fl vu. El No Rheumatic Fever

CY"t EHo Scarlet Fever

E v.. D ruo Shortness of Breath

C E No Sinus Trouble

E v", E ruo skin Rash

E v.r E no SPecial Diet

fl v.. E r'ro stroke

E vut E ruo Swollen Feet or Ankles

f,l v"" E No Swollen Neck Glands

E v", D uo ThYroid Problems

fl vut flruo ronsillitis

E v.t C no Tuberculosis

E v., O ruo Tumor or growth on head

E v", E r'ro or neck

f] v.. E no ulcer

fl v.. fl uo Venereal Disease

ft ves f,l No weight Loss' unexplained

[] Yes E]No

□Yes□ No

口 Yes E:]No

□ Yes 口 No

□ Yes Eコ No

□ Yes 口 No

口Yes Eコ No

口YeS Eコ No

口Yes口 No

□ves Eコ No

E二lYes Eコ No

口YeS口 No

□ Yes □ No

□ Yes □ No

□Yes □No

日Yes Eコ No

□Yes E]No

□Yes口 No

Are you nursing? fl v". fl No

一
リ

Physician Tel

Please list all the medication you are currently taking .

Changes to medical history

Patient Signature

Doctor Signature
Please list any known allergies

Are you allergrc to any of the following? E Vut fl ruo

lf yes please circle: Aspirin' Barbiturates (Sleeping pills)' Codeine' lodine'

Changes to medical history

Latex, Local Anesthetic, Penicillin

Any other allergies? E Vu, E No

Copyrヽ 9い t Solution21 oom… 888‐ 423‐9236
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Q Smiles Dental
www,qsmilesdentalPc' com

Office Policies and Procedures

self-pay patients and co-payments (co-pays) are required the day of service

Phone Mesdege i r- -r--^ ..,^ r-^.,- rar tl
During busincss hours, any message Ieft on our voicernail will be retumed before we leave for the day' Message left

for oui staffafter hours will be addressed on the next business day.

ffll,oj}lT"tll,::|.2ltf;:'Jri notice of ca,cenationby caning us at (57r) 208-r325. rhis will allow timo ror another

patient to be scheduled, Beoause we value ,fr" ,i*t tp.n, *it1, o* patients' appointments that you nrake rescrved

solely for yoU and rnr-ooiroR, and therefore you will be subiect to a $50 for any broken appolntment'

patients who ,,no show,' for an appointment three oi .or. times wiil no longer be allowed to schedule in advance for

appointments. These puti.ni, ,iV call to scSeclilt ", 
.pp.i,i*ont, if availible' only on the same day for which

they are seeking treatment.

ill'$f1, tire your assigned insurance claims for you as an addirionar service. prease 
l"i"_Tb..:r,,hat 

your insurance

policy is a contract between you and your insurance company, Y91 may need to contaot your insurance comPany to

resolve p4ymenr disputes. Payment fo, ,"*i"r. i* Vort tltpl*ibility and will be expected from you if insurance

denies payment for servicer, bu, office will ,;k;;;;, uii.*gt to collect fronr your insurance company' I' the

rare event that your insurance company Oo.,n't puy *iti,in OO au,t, the patient *itt U" responsible for the balance in

full for any service provided by Q Smiles Dental'

Discounted Fee Schedules
Discounted plans such as careignton dental plans which allow patients to receivo dental sorvices at discount rate'

rN AccoRDANCE WITH youR coNTRAc;, p,,tvuemiN rull IS REQUIRED AT TI{E TIME THAT

SERVICES ARE RENDERED,

Financlal Agreement
I acknowledgo that all charges incurred in this office are my responsibility' should my insurance' for any roqson'

fail to pay for all oharges billed, I agree ,o p.y i"t t"J;;t;p"; notihcatlon by a representative of this office' I

understand that if rny account remains unpaid UV ,n" fo, 
" 

p"rioO of SO days, ii may-be referrcd to an attomey for

colections, I understand that if I fail to pay tn.Luiun"" o*, to e Smiles bentar within rhe given period there will

be an interest of 1.5% applied to the total balance fer month or Za% per annual' Unpaid balance after a year will be

refened to an a*orney and patients will be r"r;;;;;i" i"i all cost incuned including collections fees and any legal

fees for collection services and attorney's fee'

Type of PaYment Accepted

e Smilos Dontal u"""pl'"urt , checks ($40 fee for all returncd checks) and mosl major credit cards'

Duptlcation of Records
In the event that your records *eed to bo transferred for any reason.other than a referral from our office' there will be

a charge of $50 per set of x-rays to be transfened. we are required by law to keep your records on file for a period

of 7 years. For patients that have received discounted rates for x-rays (i.e' $57 new patient special or Q Plan) the

frtt pri.e of$t0O will be charged for x.rays, in addition to $50 dupiication fee, prior to transferring ofx'rays'

Patierrt Updates
please be sure to keep us updated ofany address, phone, and/or insurance changes so tllat we can keep our rocords

current and couununicate your health status with you'

Date: Name: Signature:


