
545-G East Market Street, Leesburg, VA 20176 
Tel: (703) 669-8688  - Fax: (703) 669-1923 

Web site: www.fordentalcare.com 

Patient Name:_________________________________________________________   Date of Birth:_____/_____/______    Age:______ 
  Last    First   MI 

Today’s Date:______/_____/_______   Gender:  Male    Female             
 
Driver Lic. #:_____________________   SS#:______/_____/______    
 
Driver license expiration:_______/_______/_______ State: _______ 
 
_______________________________________________________ 
Home address 
 
_______________________________________________________ 
City   State   Zip 
 
___________________________     __________________________      
Home phone             Cell phone 
 
_______________________________________________________ 
Email address 
 
Status:  Minor  Single    Married    Widowed   Divorced 
 
    If married, spouse’s name:_______________________________ 
 
Do you have children:   Yes    No    _________________ 
    If yes, how many? 
 
Employer:_____________________________  How long?________ 
 
_______________________________________________________ 
Employer’s address 
 
_______________________________________________________ 
Employer’s City      State          Zip 
 
_______________________  _______________________________ 
Work phone                  Occupation 

1. ABOUT PATIENT 

Person ultimately responsible for account (other than patient): 
 
_______________________________________________________ 
Last Name      First        MI 
 
Relation:   Self    Spouse   Parent/Guardian   _____________ 
 
_______________________________________________________ 
Billing address  (if different from home address) 
 
_______________________________________________________ 
Billing City     State       Zip 
 
SS#:_______/_______/________  Phone:______________________ 
 
Driver Lic. #:_____________________________  State:__________ 
 
Driver license expiration:_________/_________/________ 

3. ACCOUNT INFO 

 
________________________________________________________ 
Last Name      First          MI 
 
Relation:   Spouse   Parent/Guardian   _____________________ 
 

___________________________     __________________________      
Phone (Home / Work)             Cell Phone 
 
Primary Physician  Name:___________________________________ 
 
Primary Physician Phone:___________________________________ 

2. EMERGENCY CONTACT 

 
________________________________________________  ______________ 
Last Name   First  MI   Date of Birth 
 
Primary insurance holder:   Self    Spouse   Parent/Guardian  
 

_______________________________  ________________________ 
Insurance provider        ID number 
 
_________________________  ______________________________ 
Insurance type                      Group number 
 
_________________________________  ______________________ 
Insurance address        Insurance  phone number 
 
________________________________________________________ 
Insurance City    State          Zip 
 
________________________________________________________ 
Employer’s  name  
 
________________________________________________________ 
Employer’s address 
 
________________________________________________________ 
Employer’s City                     State         Zip 
 
Dental benefits are designed to assist you in some of the cost of your dental treatment.  
Some Insurance is subject to annual deductible and pays a portion of your treatment up to 
a modest annual maximum limit.  It is your responsibility to know what your Dental 
Insurance covers, and your annual deductible and limit. 
 
We will do our best to see that you receive your full benefits.  However, ultimate responsi-
bility for payment is yours and financial arrangements must be defined before dental 
treatment begins.  Your portion is payable on day of treatment. 
 
Emergency cases will be handled by the patient paying for treatment at the time of service, 
and your insurance will reimburse you. 
 
We DO NOT file secondary insurances.  That is the patient’s responsibility, however, 
the proper paperwork will be provided to our patients in order for them to file with their 
secondary insurance. 

4. INSURANCE INFO 

Whom may we thank for referring you to our practice?  
       
Another Patient: _____________________________________________________ 
 
Relationship:  Family    Friend    Neighbor   _________________________ 
 
 walk-in    Newspaper add    Insurance    News Letter    Online 
 Loudoun Chamber of Commerce    Yellow Pages    ____________________ 



 Anaphylaxis 
 AIDS / HIV Positive 
 Allergies: ________________ 
 Anemia 
 Arthritis / Gout 
 Artificial Joints 
 Artificial Heart Valve 
 Asthma 
 Back and/or Neck problems 
 Blood Disease: ____________ 
 Blood Pressure: High  Low 
 Cancer: __________________ 
 Diabetes  
 Epilepsy or Seizures 
 Excessive Bleeding 
 Fainting / Spells / Dizziness 
 Glaucoma  
 Hay Fever 
 Head Injuries 
 Headaches Migraines 
 Heart Disease 
 

 Heart Murmur 
 Hepatitis: Type A  B  C 
 Hemophilia 
 Kidney Disease:___________ 
 Liver Disease / Jaundice 
 Mental Disorders 
 Nervous Disorders 
 Pacemaker 
 Radiation or Chemotherapy 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Stomach Problems 
 Stroke 
 Thyroid 
 Tuberculosis 
 Tumors or Growths 
 Ulcers / H-Pylori Positive 
 Venereal Disease: _________ 
 Other: ___________________ 
 

Consent 
 

I understand the above information and guarantee this form was completed correctly to the best of my knowledge, and understand that it is 
my responsibility to inform this office of any changes to my contact information, and the information above in regards to my health. 
 

I have read the above conditions and agree to their content. 
 
____________________________________________________  Date: ________/________/________  Relationship to Patient:  ______________ 
Signature of patient, parent or guardian 

HEALTH QUESTIANIARE 

Patient Name:_________________________________________________________   Date of Birth:_____/_____/______    Age:______ 
  Last    First   MI 

Reason for today’s visit:    
 Consultation    Exam    Emergency   Treatment 
Are you in pain?  Yes   No   If yes, how long?_______________   
 

Last time were seen by a dentist?_____________________________   
 

_______________________________  _______________________ 
 Doctor’s name    Phone number 
 

_______________________________________________________ 
Doctor’s location 
 

Was treatment recommended?  Yes   No   
Was treatment completed?  Yes   No  
Last time you had X-Ray?__________________________________ 
Do you have your X-Ray with you today?   Yes   No   
 

How often do you brush?  _____________ Floss? _______________ 
Have you ever had your teeth straitened?  Yes   No   
   If yes, when?___________________________________________ 
 

Type of brush bristles you use?  Soft   Medium   Hard 
 

Do you require pre-medication before treatment? 
 Yes   No   Do not know 
 

Are  your allergic to Dental Anesthetics?   
 Yes   No   Do not know 
 

Are you happy with the appearance of your teeth/smile?   
 Yes   No   Do not know 
 

Do you want your teeth to last a lifetime? 
 Yes   No   Do not know 

 Bad breath even after brushing 
 Bleeding gums 
 Blister / Lumps  
 Broken / Chipped tooth 
 Broken or lost filling 
 Burning sensation on tongue 
 Chew on one side 
 Clenching teeth 
 Clicking or popping jaw 
 Dry mouth 
 Finger nail biting 
 Food collection between teeth 
 Grind or Crunch  
 Gums swollen or tender 

5. DENTAL HEALTH 6. GENERAL HEALTH 

We are the health centered dental practice, thus we are concerned with your total well-being, not just your oral health.  An essentials part of our approach is 
a thorough health history.  Health problems that you may have, or medications you may be taking, could have an interrelationship to your oral health.  
Please fill out the health questionnaire below completely—even if some of the questions may not seem relevant to your dental health.  Thank You! 

Are you allergic to any of the following? 
 Penicillin Family    Latex    Tetracycline   Aspirin 
 Dental Anesthetics   Do not know    Food _________________ 
 

Do you use tobacco or smoke?   Yes   No  how often?_________ 
Have you ever taken drug Phen-fen or Redux?  Yes   No 
Are you taking any medications?  Yes   No 
    If yes, what medications?  Nerve Pills   Pain Killers    Insulin   
     Muscle Relaxers    Tranquilizers   Blood Thinners 
     Stimulants   Other ___________________________________ 
Name of medication(s): ____________________________________ 
Have you had any surgery in the past 3 years?   Yes   No   
     If yes, when and explain?________________________________ 
_______________________________________________________ 
Are you under the care of a physician?  Yes   No   
     If yes, name of physician and phone # ______________________ 
_______________________________________________________ 

Have you ever had or have any of the following? Please check all that apply 

For women:  Are you  pregnant?  Yes   No  Due date:_________ 
     If no, are you taking birth control pills?  Yes   No  
Are you nursing?  Yes   No 

 Jaws pain or tiredness 
 Locking jaw 
 Lip or cheek biting 
 Orthodontic treatment 
 Pain around ear 
 Periodontal treatment 
 Red, swollen or bleeding gum 
 Ringing ears 
 Sensitive tooth to hot or cold 
 Sensitive tooth to sweet 
 Sores or growth in mouth 
 Stained teeth 
 Vertigo 
 Other:________________ 

Please choose from the following: 



Patient Name:_________________________________________________________   Date of Birth:_____/_____/______    Age:______ 
  Last    First   MI 

Consent 
 
We invite you to discuss with us any questions or concern you may have regarding our policy and services.  The best dental health services are based on a friendly mutual understanding between patient and 
provider. 
 
I understand that the fee estimate for dental care can only be extended for a period of sixty (60) days from the date of my examination.  This includes any special discount or offer introduced to me. 
 
I grant my permission to the staff of this office, to telephone me at home, mobile phone, or at my work to discuss matters related to my oral health and information given in this form. 
 
I authorize the staff of this office to perform any necessary services needed during diagnosis and treatment.  I also authorize the staff of this office to release any information required by my insurance company to 
process insurance claims. 
 
I have read and understand the above office policy and conditions of treatment and payment, and agree to their content.  I also guarantee all required forms were completed correctly to the best of my knowledge.   
 
_______________________________________________________________________  Date: _______/______/_______  Relationship to Patient: _  
Signature of patient, parent or guardian 
 
_______________________________________________________________________  Date: _______/_____/________  Relationship to Patient:   
Signature of guarantor of payment/responsible party 

Patients are seen by appointment only.  Our office reserves one (1) hour for 
an adult checkup, and thirty (30) minutes for children under the age of 
twelve (12).  Special cases and additional complications may take 
longer.  We make every effort to be on time for our patients, and ask you to 
extend the same courtesy to us and other patients. 
  
We strive to have timely appointments available to patients that need to be 
seen quickly.  Therefore, we need to know if you are unable to keep an 
appointment no less than twenty-four (24) hours, so that we may offer 
that time to someone who has an immediate need.  As a result, there will 
be a $50.00 cancellation fee for every thirty (30) minutes allocated for 
your treatment plan. 
  
We require no less than forty-eight (48) hours cancellation notice for 
Saturday appointment.  As a result, there will be a $100.00 no-show fee 
for every thirty (30) minutes allocated for your treatment plan. 
  
If you are very late for an appointment and there is not enough time remain-
ing in the schedule to complete your planned treatment before our next 
patient is due, we may need to reschedule your appointment.  In any case, 
the cancellation fee may apply. 
  
Certainly emergencies such illness do occur and we do not wish to penalize 
patients for unavoidable situations; however, we do want to discourage 
repeated abuse of our scheduling process, which is ultimately unfair to 
those  who are diligent about keeping their appointment. 

As a condition of treatment by our practice, ultimate responsibility for pay-
ment is yours and is paid in FULL, less estimated insurance, is expected at 
time of service unless prior arrangements have been made. 
 

For your convenience 
 

1. We accept payment by cash, check, debit, and credit cards (Visa, 
MasterCard, American Express and Discover). 

2. For treatment plans over $350 and qualified patient, we provide an 
authorized monthly auto charge to your Visa or Master Card for a 
period of 2 to 4 months at no additional cost. (this offer is limited 
time) 

3. We provide Fee for Service payment courtesy discount from 3% up to 
10%, depending on treatment plan and type of payment method. 

4. Interest free financing:  For treatment plans over $500 you can apply 
for an interest free loan with fixed payments for a period of 6 to 12 
months. Longer terms are also available. We can give you an instant 
approval with a simple credit application. 

 

Late payment and returned check 
 

1. A service charge of 1½% per month (18% per year) and a dept recov-
ery charge of $25.00 will be charged on unpaid balances exceeding 60 
days. 

2. In the event that your account must be sent to a collection agency for 
none-payment, you will be responsible for all cost of collection fees, 
court fees and attorney fees. 

3. A $35.00 service charge will be added to your account for all returned 
checks. 

 

Dental insurance 
 

Dental benefits are designed to assist you in some of the cost of your dental 
treatment.  Some insurance is subject to annual deductible and pays a por-
tion of your treatment up to a modest annual maximum limit.  It is your 
responsibility to know what your Dental Insurance covers, and your annual 
deductible and limit. 
 

We will do our best to see that you receive your full benefits.  However, 
ultimate responsibility for payment is yours and financial arrangements 
must be defined before dental treatment begins.  Your portion is payable on 
day of treatment.  Emergency cases will be handled by the patient paying 
for treatment at the time of service, and your insurance will reimburse you. 
 

We DO NOT file secondary insurances.  That is the patient’s responsibil-
ity, however, the proper paperwork will be provided to our patients in order 
for them to file with their secondary insurance. 
 

Remember, your insurance policy is a contract between your employer and 
your employer’s insurance company—we are not party to that agreement. 
Therefore, our office cannot accept responsibility for negotiating a settle-
ment with your insurance company on a disputed claim.  

Finance and Insurance Policy 

Appointment Policy 

Your First Visit 

Your initial first visit involves get to know you, the problem you are experi-
encing and your dental needs.  In addition, by sharing your general health 
information with the doctor, be sure to provide complete, up to date infor-
mation on your health. Inform the doctor if you recently been ill, or have 
experienced recent hospitalization or surgery.  Be sure to  tell the doctor the 
names, doses, and frequency of any medications you are taking; whether 
prescription or over the counter products.  If you are under care of a physi-
cian, be sure to provide the physician name and contact information.  
Health problems that you may have, or medications you may be taking, 
could have an interrelationship to your oral health.   
 

If  this is your first time visit to a dentist, or you do not have any up to date 
copies of your dental records and X-Ray from your previous dentist.  We 
will be taking a full mouth X-Ray to have an over view of your oral health.   
 

After your initial appointment and reviewing your X-Ray’s, a treatment 
plan will be initiated for your consultation visit.  This will give you ideas 
on what type of treatment you may need, the cost and any insurance cover-
age.   
 

Also , be sure to bring in your insurance card when applicable, and your 
driver’s  license to your appointment. 

OFFICE POLICY 




