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357 Almeria Avenue
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       Coral Gables, Fl 33134

Phone (305) 569-9001

Fax (305) 444-9882

Info@gablesfamilydentistry.com
WELCOME

Thank you for selecting our dental health team! We strive to provide you with the best possible care. To help us meet all your dental needs, please fill out this form completely. If you have any questions or need assistance, please ask us-we will be happy to help.

ABOUT YOU OR YOUR CHILD

Patient Name:__________________________________

Preferred Name:___________________

Birth Date:_________________
Age:_________

Social Security#:__________________

Gender:_______________

Marital Status:_____________

Email Address:_____________________________________________
Best time to call:___________

Phone:__________________   Work:__________________  ext_______   Mobile:___________________

Address:_____________________________________________ City, St.,Zip_______________________

EMPLOYMENT INFO

The following is for  □  the patient    □   the person responsible for payment 

Employer Name:________________________________________  Phone:__________________________

Address:_______________________________________________________________________________

PERSON ULTIMATELY RESPONSIBLE FOR ACCOUNT

The following is for  □  the patient    □  the patient’s spouse    □   the person responsible for payment 

Patient Name:__________________________________

Preferred Name:___________________

Birth Date:_________________
Age:_________

Social Security#:__________________

Driver’s License #:_______________________________

Marital Status:_____________

Email Address:_____________________________________________
Best time to call:___________

Phone:__________________   Work:__________________  ext_______   Mobile:___________________

Address:_____________________________________________ City, St.,Zip_______________________

PAYMENT METHOD

 Cash

 Check

 Credit Card #____________________________ Exp:_____/_____ Security Code:____________

DENTAL INFORMATION

Reason for visit:       Exam            Emergency           Consultation
 Dental / Facial Treatment

Are you in pain?       No   Yes   How Long?________________________________________

Please indicate any of the following problems:

 Discomfort, clicking or popping in the jaw
 Lost/Broken Filling(s)
 Stained teeth

 Red, swollen or bleeding gums

 Teeth grinding

 Broken/Chipped tooth
 Sensitive tooth, teeth o gums


 Ringing in ears

 Bad breath

 Blisters/Sores in or around the mouth

 Other________________________________________
Do you require pre-medication? 

 Yes
 No
 Don’t Know

Previous Dentist:________________________________________  Phone #:________________________

Last dental Exam:______________________
Last Dental Xrays:______________________

Times a day you brush?__________________      Times a day you floss?__________________

What type of tooth brush bristles do you use?      Soft
     Medium  
   Hard

How would you rate your smile?  (worst)   1   2   3   4   5   6   7   8   9   10   (best)

MEDICAL HISTORY

What medications are you taking?

 Nerve Pills



 Pain Killers (including aspirin)
 Muscle Relaxers

 Stimulants




 Blood Thinners

 Sedation


 Insulin




 Meds for Osteoporosis

 Other 

Please list:_____________________________________________________________________________

  Antibiotic Allergies  Allergic to Codeine   
 Allergic to LATEX
  Other Allergies                 

  Anemia

 Arthritis

  Artificial Joints         
 Asthma



  Autism

  BOTOX
  
  Dermafillers              
 Back Problems        
 Bi-Polar Disease        Blood Disease
   Blood Transfusion         Cancer                     

 Cerebral Palsy
    Deaf
                   Diabetes

 Dizziness/Fainting    


        Down Syndrome
   Epilepsy

    Excessive Bleeding
 Head Injuries                          

        Heart Disease
   Heart Murmur                  Hepatitis / Jaundice
  High Blood Pressure              

       HIV/AIDS
                Mitral Valve Prolaps              Nervous Disorder
 Open Heart Surgery           

              

        Pacemaker
                 Pregnancy                          Radiation Treatment      Respiratory Problems

        Rheumatic Fever       Rheumatism
  
     Seizures/Convulsions
   Sickle Cell Anemia     
       Sinus Problems            Steroid Treatment            Stroke                            Thyroid Problems
   
 Tuberculosis
   Ulcers

     Veneral Disease

Please list any other surgeries or medical conditions you have or ever had:

______________________________________________________________________________________

Do you smoke?
 Yes
 No   How Much?____________    How Long____________

Have you been screened for oral cancer in the last 12 months?    Yes
 No

Pleas rate your general health from 1-10: ________________________ (1-Worst /10-Best)
FOR WOMEN: Are you taking any Birth Control Pills?
 Yes

 No

How many children do you have? __________________________________

Are you pregnant? 
 Yes
 No
if yes, How Long? ________     Are you nursing?   Yes        No

IN EVENT OF EMERGENCY

Whom should we contact? ____________________________________ Relation:____________________

Home Phone: ____________________

Cell Phone: ____________________

 Medical Doctor: ________________________________    Medical Doctor’s Phone# ____________________

REFERRING INFO

Whom may we thank for referring you to our practice?______________________________________________

DENTAL INSURANCE INFORMATION

Name of Insured:_________________________________________________________

Insured’s Birth Date:________________________   SS #_________________________ 

Insured’s Employer: ________________________________________________________________

Employer’s Address:______________________________________ City, St.,Zip_____________________

Patient’s relationship to insured:    Self
 Spouse
 Child

 Other

Insurance Company:____________________________________     Phone #____________________________

ID #___________________________    Group #_______________________

I authorize the provider to release any information required to process insurance claims. I understand the above information and guarantee this form is completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided.

Please type in your full name. Signature will be asked of you on the time and day of your appointment.

If you are the legal representative of the patient, please print the patient’s name and describe your authority 

or relationship to the patient:

Patient/Parent/Guarantor Signature: _________________________________________ Date: _________________

I hereby authorize assignment of benefits from my insurance company and benefits directly to the 
provider for services rendered. I fully understand I am solely responsible for any balance not paid by my insurance company.

CONSENT TO TREATMENT/TRUTH IN LEADING DISCLOSURE

I, the undersigned, do consent to dental examination, diagnosis, and treatment for myself or child

_________________________________ by Mirtha Amador, DMD/Michael Perez, DMD and their trained professional staff. I consent to the transfer of my previous dental records to my doctor from any previous provider(s). This consent includes the use of local anesthetic agents, the exposure of dental x-rays, and the insertion of restorative and prosthetic materials into the mouth and teeth. I understand that the usefulness and longevity of any dental treatment or restoration is extremely variable and individual.

I understand that my proposed treatment may change according to changing conditions in my mouth.

A fee of $40 will be charged to my account for any missed or cancel appointment(s) unless changes are made with more than 48 hours notice. I am aware of a $30 return check fee and a 1.5% per month interest incurred on any balance over 30 days.

Financial arrangements must be made in advance of any treatment. I understand that I am financially responsible for treatment regardless of insurance benefits or denials.

 I, THE UNDERSIGNED agree, whether I sign as patient, parent, spouse, guarantor or guardian, that in consideration of the services to be rendered to the patient, I hereby individually obligate myself to pay the account. Should the account be rendered to the attorney for collections, I authorize an attorney to obtain my credit report; and I, the undersigned, will be responsible for of all costs and expenses, including all attorney and collections agency costs.

I agree and consent to all the above and understand that I may received a copy of this statement.

Please print:

Patient’s name: ______________________________

Relationship to Patient: _______________________

Social Security No.:__________________________

Your signature will be asked of you on the time and day of your appointment.

Patient/Parent/Guarantor Signature: _______________________________     Date: _______________

HIPPA

Acknowledgement of Receipt of Notice of Private Practices

The undersigned acknowledges receipt of a copy of the current effective Notice of Privacy for Gables Exceptional Dentistry. A copy of this signed and dated acknowledgment shall be effective as original.

Please type in your full name. A signature will be requested when you arrive for your appointment.

If you are the legal representative of the patient, please print the patient’s name and describe your authority 

or relationship to patient:

Patient/Parent/Guarantor Signature: _________________________________________ Date: _________________

Consent for internet Communications

Patient Name:__________________________________

Preferred Name:___________________

I grant my permission to the dental practice to upload and store confidential patient information (including account information, appointment information and clinical information) to the secured website for the dental practice. I understand that, for security purpose, the site requires a user ID and password to for access and use. I also understand the dental practice and I are responsible for maintaining the strict confidentiality of any ID and password assigned to me; and that the dental practice is not liable for any charges, damages, or losses that may be incurred or suffered as a result of my failure to maintain confidentiality. I understand the dental practice is not liable for any harm related to the theft of my ID and password, my disclosure of my ID and password, or my authorization to allow another person or entity to access and use the dental practice website with my ID and password. I also agree to immediately notify the dental practice of any unauthorized use of my ID and password or any other need to deactivate my ID due to security concerns.

I also understand that State and Federal law, as well as ethical and licensure requirements impose obligations with respect to patient confidentiality that limit the ability to make use of certain services or to transmit certain information to third parties. I understand the dental practice will represent and warrant that they will, at all times during the terms of this Agreement and thereafter, comply with all laws directly or indirectly applicable that may now or hereafter govern the gathering, use, transmission, processing, receipt, reporting, disclosure, maintained, and storage of my information, and use their best efforts to cause all person and entities under their direction or control to comply with such law. I agree that the dental practice has the right to monitor, retrieve, store, upload and use any information in connection with any operation of such services, and is acting on my behalf in uploading my patient information. I understand the practice will use commercially reasonable efforts to maintain the confidentiality of all patient information that is uploaded to the website on my behalf. I understand the dental practice CANNOT AND DOES NOT ASSUME ANY RESPONSIBILITY FOR MY USE OR MISUSE OF PERTINET INFORMATION OR THEIR INFORMATION TRANSMITTED, MONITORED, STORED, UPLOADED OR RECEIVED USING THE SITE OR THE SERVICES.

 I have read the information above regarding the secured uploading of patient information to the website for the dental practice, and grant dental practice permission to securely upload my patient information to the website.  

Please type in your full name and signature will be asked of you at the time and day of your appointment.

Relationship to Patient: 

Patient/Parent/Guarantor Signature: _________________________________________ Date: _________________
Oral Screening Consent Form
Our practice continually looks for advances to ensure that we are providing the optimum level of oral health care to our patients. We are concerned bout oral canxer


