Helene Y Humes D.M.D P.C

720 Dorseyville Rd • Pittsburgh, PA 15238





 (412)963-6000

​​​​​​
Patient Name __________________________________________________________________________
How would you like to be addressed? _______________________________________________________
Address _______________________________________________City ____________________________

State_____________ Zip _________________________________Phone __________________________
□Male   □Female       Date of Birth ___________________   Social Security ________________________       

Marital Status ________________
Email ____________________________________________________
Occupation ________________________________ Employer ___________________________________

Spouse/Parent Name _____________________________________________________________________
Occupation _____________________________ Employer _______________________________

Dental Insurance Information
Dental Insurance Company ______________________________________________________

Subscriber’s Name ____________________________________ DOB ___________________

Member ID or Social Security ___________________________ Group ___________________

Secondary Dental Insurance Information

Dental Insurance Company ______________________________________________________

Subscriber’s Name ____________________________________ DOB ___________________

Member ID or Social Security ___________________________ Group ___________________

Other family members in this practice _______________________________________________________
Emergency Contact ___________________________________ Phone _____________________________
Whom may we thank for the referral? _______________________________________________________

Helene Y Humes D.M.D P.C

720 Dorseyville Rd • Pittsburgh, PA 15238





 (412)963-6000

​​​​​​​
Child Medical/Dental History
Patient Name ___________________________________________________________________________
Dental History

Is this your child’s first dental visit? □Yes □No  How long has it been since the last visit? ______________
When does your child brush their teeth?
 □Morning □After meals □Before bed

Does your child receive Fluoride?    □Community Water □Fluoride drops/tabs □Fluoride rinse/gel

Has your child had any cavities? □Yes □No
    Has your child ever had local anesthetic? □Yes □No
Has your child ever had occlusal sealants? □Yes □No
       Does your child suck their thumb? □Yes □No
Were any teeth removed by extraction? □Yes □No        If yes, Was an appliance placed? □Yes □No
Have there been any injuries to the teeth, such as falls, blows, and chips? □Yes □No
If yes, describe___________________________________________________________________

Medical History
Physician’s Name_________________________________________________ Telephone _____________

Does your child take any medication?  □Yes   □No If yes, please list_______________________________
______________________________________________________________________________________

Is your child allergic/sensitive to □Penicillin    □Local Anesthetic   □Latex □Other:___________________

Has your child had a history of?
□Yes □No
Asthma



□Yes □No
Heart Murmur or Heart Trouble

□Yes □No
Behavioral/Learning Problems
□Yes □No
Hepatitis

□Yes □No
Cancer



□Yes □No
HIV/AIDS

□Yes □No
Cerebral Palsy


□Yes □No
Infections

□Yes □No
Congenital Birth Defects

□Yes □No
Kidney Infection

□Yes □No
Diabetes



□Yes □No
Liver Problems

□Yes □No
Epilepsy/Seizures


□Yes □No
Rheumatic Fever

□Yes □No
Eyesight Problems

□Yes □No
Severe Bleeding

□Yes □No
Frequent Headaches

□Yes □No
Speech Impairments

□Yes □No
Hearing Loss


Other : _____________________________________

HELENE Y. HUMES DMD PC

OFFICE FINANCIAL POLICY

Insurance

We accept assignment of insurance benefits for several insurance companies; please ask our staff which plans we do participate in. If we do not participate, you will be responsible for the entire balance. If we are a participating provider we do follow the insurance fee schedule, however you will be responsible for all deductibles, coinsurances, and non covered services at the time of treatment. Your insurance policy is an agreement between you and your insurance company. We are not party to that contract. Our office processes claims as a service to you. Whether your insurance pays or not the full balance is your responsibility. Please note, not all services are a covered benefit in all contracts. You will be responsible for the entire balance of all non covered services. There is a fee that is charged for after hour visits. This fee will not be billed to insurance and is the patient’s responsibility. 

Usual and Customary Rates

Our practice charges what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary. Fees quoted are good for 90 days and remain in effect if treatment is completed within 6 months and are subject to change after that time period. 

Billing

If you have a financial problem, please ask to discuss a payment plan with the Office Manager. A billing statement covering dental services received will be mailed to you on a monthly basis. If an extended payment plan has been offered to you, we require monthly payment or the plan is void. After that, the account may be turned over to our collection company or the local magistrate. You will then be responsible of any collection costs. We accept cash, checks, Visa, MasterCard, Discover, and American Express for payment. In the event a personal check is returned unpaid from your bank for any reason, your account will be charged with a $40 returned check fee. Returned checks and balances older than 90 days from date of service are subject to additional collection fees and finance charges of 1.5% per month. If you have an overdue and unpaid balance on your account, treatment will be refused until payment in full is made. Failure to show and/or notify us may jeopardize your next visit to our office.  A $50 missed appointment fee may be charged for appointments disappointed or canceled without 24 hours notice. Dismissal from practice will occur after 3 no show appointments.
Laboratory Services

Any dental service in which a lab is involved (such as crown, partials, full dentures, bleaching trays and night guards) requires a payment of half down when the work is sent to the lab and the appliance must be paid in full before it can be delivered. 

Minors

The parent/guardian/adult accompanying a minor child is responsible for full payment. We must have preapproval from a parent/guardian for an unaccompanied minor. Any child 18 years old or older is legally an adult and responsible for his/her own bill (regardless of attending college, living at home, or being covered by a parent’s insurance). We therefore, cannot release financial or medical information to a parent/guardian without the patient’s written permission. If both parents have insurance, the parent with the first birthday in the year is most often the primary insurer. Please check your insurance policy to determine which company is primary before your appointment. In divorce situations the parent who brings the child in for services is ultimately the responsible party.

Signature of patient or responsible party





Date
