
​Date:_____________​

​Name: _________________________________________________________________________​ ​Birthdate: ____________________​

​Preferred Name: _______________________________________________​ ​SS #: _________________________​

​Gender:  ◻ Male  ◻ Female​ ​Marital Status:  ◻ Single  ◻ Married  ◻ Domestic Partnership  ◻ Minor​

​Address: ______________________________________________________________________________​ ​Apt/Unit #: ______________​

​City: ____________________________________________​ ​State: __________​ ​Zip Code: ____________​

​Email: ______________________________________________________________________________________________________​

​Home Phone: _________________________​ ​Cell Phone:___________________________​ ​Work Phone:__________________________​

​What is the best way to contact you? __________________________________________   Can we text and/or email you?​ ​◻​​YES​​◻​ ​NO​

​Emergency Contact: ______________________________​ ​Relationship: _____________________​ ​Phone: __________________________​

​Referred By: ____________________________________________________________________​

​◻​​Check if responsible is patient​

​Name: ________________________________________________​ ​Relationship to patient: ______________________________​

​Birthdate: ______________________​ ​SS #: ________________________​

​◻​​Check if Address is the same as patient​

​Address: ______________________________________________________________________________​ ​Apt/Unit #: ______________​

​City: ____________________________________________​ ​State: __________​ ​Zip Code: ____________​

​Email: ______________________________________________________________________________________________________​

​Home Phone: _______________________​ ​Cell Phone__________________________​ ​Work Phone: ________________________​

​Is the responsible party currently a patient in our office?​ ​◻​​YES​ ​◻​​NO​
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​PATIENT INFORMATION​

​Pantea Tavakoli-Khazraee, DDS​
​Ernesto I. Torres, DMD, MAGD​
​900 N. Swallow Tail Dr, Ste 103​
​Port Orange, FL 32129​
​386-788-5000​
​Smilesofportorange.com​

​Thank you for trusting us with your dental care.​
​We promise to do our best to provide you​

​with the finest care available​

​RESPONSIBLE PARTY​



​DENTAL INSURANCE INFORMATION​

​◻​​Check if patient is the subscriber​

​Subscriber Name: _________________________________________________​ ​Relationship to patient: ___________________________​

​Birthdate: ______________________​ ​SS #: ________________________​

​Insurance Company Name: _______________________________________​ ​Member ID: _______________________________​

​Address: ______________________________________________________________________________​ ​Suite/Unit #: _________________​

​City: ____________________________________________​ ​State: __________​ ​Zip Code: ____________​

​Provider services phone: _________________________________​ ​Group #: ________________________________​

​Insurance  is through:​ ​◻​​Employer​ ​◻​​Marketplace​ ​◻​​Medicare​ ​If through an employer, name: _______________________________________​

​Have you used this insurance at another office this year?​ ​◻​​YES​ ​◻​​NO​

​DENTAL HISTORY​

​Reason for today’s visit: _________________________________________________​ ​Date of last Dental Exam: __________________________​

​Former Dentist: ________________________________________________________​ ​Date of last Dental x-rays: __________________________​

​Former Dentist Phone: __________________________________________________​ ​Date of last Dental Cleaning: ________________________​

​Former Dentist Address: ___________________________________________________________________________________________________​

​Do you have any dental problems now?​ ​◻​​YES​ ​◻​​NO​ ​If Yes, Please Explain: ___________________________________________________​

​_______________________________________________________________________________________________________________________​

​Are you happy with the appearance of your teeth?​ ​◻​​YES​ ​◻​​NO                        Would you like​​them whiter?​ ​◻​​YES​ ​◻​​NO​

​What is your biggest concern?  ______________________________________________________________________________________________​

​Do you feel nervous about dental treatment?​ ​◻​​YES​ ​◻​​NO​

​Have you ever had an upsetting dental experience before?​ ​◻​​YES​ ​◻​​NO   If Yes, Please Explain:  _______________________________________​

​_______________________________________________________________________________________________________________________​

​Check (✔) if you have or have had problems with any of the following​
​j​

​◻​​Bad breath​ ​◻​​Dry Mouth​ ​◻​​Jaw Locking​ ​◻​​Sensitivity to Hot​
​◻​​Bite Adjustments​ ​◻​​Food Collecting Between Teeth​ ​◻​​Jaw Pain​ ​◻​​Sensitivity to sweets​
​◻​​Bite Plate Mouthguard​ ​◻​​Frequent Cheek biting​ ​◻​​Loose or Broken Teeth​ ​◻​​Sensitivity when biting/chewing​
​◻​​Bleeding Gums​ ​◻​​Frequent Cold Sores​ ​◻​​Mouth Breathing​ ​◻​​Sore Muscles (Neck,Shoulders)​
​◻​​Burning Tongue​ ​◻​​Frequent Morning Sore Throat​ ​◻​​Othodontic Treatment​ ​◻​​Teeth Grinding (Bruxism)​
​◻​​Chronic Sinusitis​ ​◻​​Frequent Oral Blisters/Lesions​ ​◻​​Periodontal Treatment​ ​◻​​Tired Jaw, Especially in the morning​
​◻​​Clicking or Popping Jaw​ ​◻​​Frequent Snoring​ ​◻​​Sensitivvity to Cold​ ​◻​​Trouble breathing through nose​
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​MEDICAL HISTORY​

​Physician’s Name: __________________________________________________​ ​Phone Number: ______________________________________​

​Pharmacy: ________________________________________________________​ ​Phone Number: ______________________________________​

​Have you ever been told to premedicate with antibiotics prior to a dental appointment?​ ​◻​​YES​​◻​ ​NO​

​If Yes, Why? _____________________________________________________________________________________________​

​Have you ever taken any group of drugs collectively known as Fen-phen?​ ​◻​​YES​​◻​ ​NO​
​Have you taken any medications to treat Osteoporosis?​ ​◻​​YES​ ​◻​​NO​
​Do you take Blood Thinners?​ ​◻​​YES​ ​◻​​NO​
​Do you smoke?​​◻​ ​YES​ ​◻​​NO​
​Do you use chewing tobacco?​ ​◻​​YES​ ​◻​​NO​
​(WOMEN) Are you pregnant?​ ​◻​​YES​ ​◻​​NO​

​Check (✔) if you have or have had problems with any of the following​

​◻​​Aids/HIV​ ​◻​​Congenital Heart Disorder​ ​◻​​Heart Trouble/Disease​ ​◻​​Recent Weight Gain​
​◻​​Alzheimer’s Disease​ ​◻​​Convulsions​ ​◻​​Hemophilia​ ​◻​​Recent Weight Loss​
​◻​​Anaphylaxis​ ​◻​​Coronary Artery Disease​ ​◻​​Hepatitis A​ ​◻​​Rheumatic Fever​
​◻​​Anemia​ ​◻​​Cortisone Medicines​ ​◻​​Hepatitis B or C​ ​◻​​Rheumatism​
​◻​​Angina​ ​◻​​Depression​ ​◻​​Herpes​ ​◻​​Scarlet Fever​
​◻​​Anxiety​ ​◻​​Diabetes​ ​◻​​High Blood Pressure​ ​◻​​Shingles​
​◻​​Arthritis/Gout​ ​◻​​Difficulty Concentrating​ ​◻​​High Cholesterol​ ​◻​​Shortness of Breath​
​◻​​Artificial Heart Valve​ ​◻​​Drug/Alcohol Addiction​ ​◻​​Hives or Rash​ ​◻​​Sickle Cell Disease​
​◻​​Artificial Joint​ ​◻​​Emphysema​ ​◻​​Hypertension​ ​◻​​Sinus Trouble​
​◻​​Asthma​ ​◻​​Epilepsy or Seizures​ ​◻​​Hypoglycemia​ ​◻​​Spina Bifida​
​◻​​Back Problems​ ​◻​​Excessive Bleeding​ ​◻​​Insomnia​ ​◻​​Stomach/Intestinal Disease​
​◻​​Bleed Easily​ ​◻​​Excessive Thirst​ ​◻​​Irregular Heartbeat​ ​◻​​Stroke​
​◻​​Blood Disease​ ​◻​​Fainting/Dizzy Spells​ ​◻​​Kidney Problems​ ​◻​​Swelling of Limbs​
​◻​​Blood Transfusion​ ​◻​​Fibromyalgia​ ​◻​​Liver Disease​ ​◻​​Swollen, Stiff or Painful Joints​
​◻​​Breathing Problems​ ​◻​​Frequent Cough​ ​◻​​Memory Loss​ ​◻​​Thyroid Disease​
​◻​​Bruise Easily​ ​◻​​Frequent Diarrhea​ ​◻​​Migraines​ ​◻​​Tonsillitis​
​◻​​Cancer​ ​◻​​Frequent Headaches​ ​◻​​Mitral Valve Prolapse​ ​◻​​Tuberculosis​
​◻​​Chemotherapy​ ​◻​​Gastroesophageal Reflux​​(GERD)​ ​◻​​Osteoporosis​ ​◻​​Tumors or Growths​
​◻​​Chest Pains​ ​◻​​Glaucoma​ ​◻​​Pacemaker​ ​◻​​Ulcers​
​◻​​Chronic Fatigue Syndrome​ ​◻​​Hay Fever​ ​◻​​Pain in Jaw Joints​ ​◻​​Urinary Tract Disorder​
​◻​​Chronic Heart Failure​ ​◻​​Heart Attack/Failure​ ​◻​​Psychiatric Care​ ​◻​​Venereal Disease​
​◻​​Cold Sores/Fever Blisters​ ​◻​​Heart Murmur​ ​◻​​Radiation Treatment​ ​◻​​Yellow Jaundice​

​Do you have any condition or illness not listed above?​ ​◻​​YES​ ​◻​​NO   If Yes, Please Explain:_____________________________________​

​_________________________________________________________________________________________________________________​

​ALLERGIES​

​Check (✔) if you have or have had any allergies to the following​

​◻​​Anesthetics​ ​◻​​Iodine​ ​◻​​Penicillin​

​◻​​Aspirin​ ​◻​​Codeine​ ​◻​​Seasonal​

​◻​​Barbiturates (Sleeping Pills)​ ​◻​​Latex​ ​◻​​Sulfa Drugs​

​◻​​Other: _______________________________________________________________________________________________________​

​______________________________________________________________________________________________________________​

​INITIAL: _______________​
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​MEDICATION​

​Please list any medications you are currently taking.  If you have a list, please present it to the front desk so a copy can be made.​

​Copy given​​◻​​YES​​◻​ ​NO​

​Medication Name & Dose​ ​Directions​ ​Reason for Taking​ ​Prescribing Physician​

​SURGICAL HISTORY​

​◻​​Adenoids Removed​ ​◻​​Orthognathic Surgery​

​◻​​Tonsils Removed​ ​◻​​Oral Surgery​

​◻​​Jaw Joint Surgery​ ​◻​​Wisdom Teeth Removal​

​◻​​Other Types of Surgery: ________________________________________________________________________________________​

​______________________________________________________________________________________________________________​

​To the best of my knowledge, the above is complete and correct.  I understand that it is my responsibility to inform my dentist if I have any changes​
​in my contact information, health or medications.​

​Signature of Patient, Parent, Guardian or Personal Representative​ ​Date​

​Printed Name of Patient, Parent, Guardian or Personal Representative​ ​Relationship to Patient​

​Office Use Only​

​Dentist’s Signature                                                                                                                                                Date​

​4​​Continued​



​FINANCIAL AGREEMENT​

​Thank you for choosing Smiles of Port Orange - Dr. Pantea Tavakoli-Khazraee & Dr. Ernesto I. Torres as​
​your dental care provider. We are committed to your treatment being successful. Please understand that​
​payment of your bill is considered part of your treatment. The following is a statement of our financial policy​
​which we require that you read and sign prior to any treatment.​

​General:​
​Understand that regardless of any insurance status, you are responsible for the balance due on your​
​account. You are responsible for any and all professional services rendered. This includes but is not limited​
​to: dental fees, surgical procedures, tests, office procedures, medications and also any other services not​
​directly provided by the dentist.​

​MISSED APPOINTMENTS:​
​Unless we receive notice of cancellation 48 hours in advance, you will be charged $50.00. Please help us​
​service you better by keeping scheduled appointments.​

​INSURANCE:​
​Please remember your insurance policy is a contract between you and your insurance company. We are​
​not a party to that contract.​

​As a courtesy to you, our office provides certain services, including a pre-treatment estimate which we​
​send to the insurance company at your request. It is impossible for us to have knowledge and keep track of​
​every aspect of your insurance. It is up to you to contact your insurance company and inquire as to what​
​benefits your employer has purchased for you. If you have any questions concerning the pre-treatment​
​estimate and/or fees for service, it is your responsibility to have these answered prior to treatment to​
​minimize any confusion on your behalf.​

​Please be aware some or perhaps all of the services provided may or may not be covered by your​
​insurance policy. Any balance is your responsibility whether or not your insurance company pays any​
​portion.​

​PAYMENT:​
​FULL PAYMENT is due at the time of service unless previous arrangements are made. If insurance​
​benefits apply, we will file the insurance for you and they will reimburse you.​

​We accept CASH, CREDIT CARDS, CHECKS, CHERRY & CARE CREDIT.​

​Unpaid balance over 30 days old will be subject to monthly interest of 1.5% (APR 18%). If​
​payment is delinquent, the patient will be responsible for payment of collection, attorney’s​
​fees, and court costs associated with the recovery of the monies due on the account.​

​I have read, understand and agree to the terms and conditions of this Financial Agreement.​

​Signature:​​______________________________________________​

​Date:​​___________________________________​
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​HIPAA Compliance & Acknowledgement​
​Patient Consent Form​

​Our Notice Of Privacy Practices provides information about how we may use or disclose protected health​
​information.​

​The notice contains a patient’s rights section describing your rights under the law. You ascertain that by​
​your signature that you have reviewed our notice before signing this consent.​
​The terms of the notice may change, if so, you will be notified at your next visit to update your​
​signature/date.​

​You have the right to restrict how your protected health information is used and disclosed for treatment,​
​payment or healthcare operations. We are not required to agree with this restriction, but if we do, we shall​
​honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows​
​for the use of the information for treatment, payment or healthcare operations.​

​By signing this form, you consent to our use and disclosure of your protected healthcare information. You​
​have the right to revoke this consent in writing, signed by you. However, such a revocation will not be​
​retroactive.​

​By signing this form, I understand that:​
​●​ ​Protected health information may be disclosed or used for treatment, payment or healthcare operations​
​●​ ​The practice reserves the right to change the privacy policy as allowed by law​
​●​ ​The practice has the right to restrict the use of information, but the practice does not have to agree to those​

​restrictions​
​●​ ​The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease​
​●​ ​The practice may condition receipt of treatment upon execution of this consent​

​May we phone, email or send a text to you to confirm appointments?​ ​YES   NO​

​May we leave a message on your answering machine at home or on your cell phone?​ ​YES   NO​

​May we discuss your dental conditions with any member of your family?​ ​YES   NO​

​If YES​​, please name the family members allowed:​

​__________________________________________________________________________________​

​__________________________________________________________________________________​

​__________________________________________________________________________________​

​This consent was signed by: _______________________________________________​
​(PRINT NAME PLEASE)​

​Signature: _____________________________________________________  Date: ______________​

​Witness: _______________________________________________________ Date: ______________​
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