
PATIENT INFORMATION  

First Name: ___________________________ MI: ________ Last:____________________________  

 Nick Name: ________________________ Home Phone: ___________________________________  

Work Phone: ________________________ Cell Phone: ____________________________________  

DOB: __________ ❑ Male ❑ Female SS#:_______________________ 

Address: ___________________________________ City: __________________________ State: _________ Zip: _________________  

Employer___________________________________ ID/Driver's License #: ____________________________________  

E‐mail Address: _______________________________________ 

In case of Emergency/ Contact: ___________________________ Relationship:___________________  Phone: ___________________________ 

How did you hear about our office?______________________________________________________  

RESPONSIBLE PARTY: Full Name: ________________________________ DOB: ________________ SSN#: ________________________  

Street Address: ____________________________________________ City: ____________________ State: _____ Zip: ____________ Home 

Phone:__________________ Work phone:_________________ Employer Name:___________________________________________________  

INSURANCE INFORMATION: Primary Insurance: Primary Insurance Name: 

_________________________________________________________  

Address: ____________________________ Phone Number: ___________________________ 

Name of Insured: ________________ Relationship: __________ ID Number: ___________________Group number:_______________________ 

Financial Guidelines  
We are committed to providing you with the best care possible to achieve total oral health. In order to achieve these goals, we need 
your assistance and your understanding of our financial guidelines.  
Insurance  
We accept most dental insurance payments, however we may not be an in network provider for your plan. If we are not an in 
network provider, review your plan details, as in many cases insurance reimbursement is very similar. .  
‐ No estimate is a guarantee of payment. Please understand, you are responsible for all charges not paid by your insurance. Also, 
many insurance companies are excluding certain dental procedures or downgrading procedures to a lesser reimbursement level; in 
which case, you would be responsible for the difference. All material fees, surgical fees, downgrades and other adjunctive services 
are not billed to insurance and patient is responsible.    
‐ Minors must be accompanied by a parent or legal guardian. If the parents are separated or divorced, the person 
accompanying the minor will be responsible for copayment at the time of service.  
Payments  
‐ Patient portion or patient co-pay is due at the time services are rendered ‐ Payment Information: o All major credit 
cards are accepted (Visa, MasterCard, Discover and American Express)  
‐ Balances left over 90 days will incur an 18% or $10 minimum monthly finance charge.  
Short Cancelled/ Missed Appointments  
‐ Please give 48-24 hours’ notice if you are unable to keep your reserved time. Unless an emergency occurs, we 
expect to run on time for your appointments, and we appreciate the same courtesy from you. ‐ Short canceled or 
missed appointments will be charged $75. 
-Do you consent to electronic communications (including email and text message)  
Yes or No  Signature________________________________________ Date_______________________ 
 
By signing below I acknowledge I have read and understand the guidelines above.  
 
Signature:__________________________________       Date:___________________  
 
I acknowledge having received a copy of the Practice’s Notice of Privacy Practices; I agree that a photocopy of this authorization is as valid as 

the original. 

Signature: _______________________________   Date: ____________________ 



 
 

Dental History 
 

 
Are you having discomfort at this time? ______________________________________ 

How long since your last visit to a dentist? ___________________________________ 

What was done then? ________________________________________________________ 

Did you have x-rays? ________________________________________________________ 

How often do you visit a dentist? _____________________________________________ 

Have you lost any teeth, including wisdom teeth? ________ When? _____________ 

Why? _______________________________________________________________________ 

Have you ever had root canal treatment? _____________________________________ 

Are your teeth sensitive to:        heat         cold         sweet         sour 

Have you had your teeth straightened? _________ When? ______________________ 

How often do you brush your teeth? __________________________________________ 

Do you use dental floss? ________ How often? _________________________________ 

Do you have bleeding gums? _________________________________________________ 

Do you grind or clench your teeth? ___________________ When? ________________ 

Do you have any popping or clicking noises when you chew? __________________ 

Have you ever had gum treatments? __________________ When? ________________ 

Do you have an unpleasant taste in your mouth? _____________________________ 

Are you aware of any swelling or lumps in your mouth? _______________________ 

Do you have any fear of having dentistry done? _______________________________ 

Why? _______________________________________________________________________ 

Do you feel good about your teeth? ___________________________________________ 

Would you prefer to keep your natural teeth for your lifetime? _________________ 

Does the idea of dentures displease you? _____________________________________ 

Does the appearance of your teeth affect your personal or business dealings? 

______________________________________________________________________________ 

Do you feel that your smile is attractive? _____________________________________ 

Are you interested in knowing how your smile can be improved? ______________ 

Any additional comments: ___________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 





PHOTO CONSENT FORM

I hereby give Kabani Dental, and any and all employees and/or agents of Kabani Dental, the right and
permission to use and/or publish photographs in teaching materials used to provide dental continuing
education. I acknowledge Dr.Kabani the right to crop or otherwise treat the photograph at his/her
discretion. I also acknowledge that the doctor may choose not to use my photographs at this time, but
may do so at their own discretion at a later date. I also understand that once my image I posted on a
web site, any computer user, which is beyond the control of Dr. Kabani, can download the image and I
will hold her and any of her affiliated offices harmless from any such use or download

I hereby freely and voluntarily consent to the use of my photograph and testimonial as stated above
until I revoke this consent in writing

Initial the following:

______Yes, you may use my photos.

______No, please do not use my photos.

_________________________________________

Name of Patient or Parent/Guardian (Please Print)

_________________________________________

Patient or Parent/Guardian (Signature)

_____________________________

Date

 

 


