
NEW PATIENT FORM

PRIMARY INSURANCE INFORMATION

SECONDARY INSURANCE INFORMATION

It is the patient or guarantor's responsibility to provide any changes or new information regarding

Subscriber Name ______________________________________________ DOB ______________________________________________

Patient Relationship ____________________________________ Member ID or SSN _______________________________________

Insurance Name ______________________________________________________ Group # ____________________________________

Phone _______________________________________ Address _____________________________________________________________

City __________ State ___________ Zip ___________

Subscriber Name ______________________________________________ DOB ______________________________________________

Patient Relationship ____________________________________ Member ID or SSN _______________________________________

Insurance Name ______________________________________________________ Group # ____________________________________

Phone _______________________________________ Address _____________________________________________________________

City __________ State ___________ Zip ___________

Patient Name __________________________________________ Preferred Name __________________________________________

DOB ______________________________________ SSN _______________________________________________ Sex: Male or Female

Address ___________________________________________ City ___________________________ State _______ Zip _______________

Mobile Phone __________________________________________ Home Phone _____________________________________________

Email _______________________________________________________________________________________________________________

How would you prefer to be contacted? List in order (1,2,3) Call _____ Text _____ Email _____

Employer __________________________ Occupation _________________________ Married ______ Single ______Child _______

If the patient is a minor, please provide the name of the guardian: _______________________________________________

Relationship to Minor ________________________________ Emergency Contact ________________________________________

Phone ___________________________________ Relationship to Patient _________________________________________________

Date of Last Cleaning ______________________________________ Last Exam ____________________________________________

Jonathon Martineau



Reviewed By _________________________________________________

Please select any of the conditions that apply to your present or past medical status:

Who may we thank for referring you to us? ________________________________________________________________________

1. Do you have ANY allergies to medications? Y or N

If yes, explain ______________________________________________________________________________________________________

2. Do you require ANY antibiotics before dental treatment Y or N

If yes, explain ______________________________________________________________________________________________________

3. Have you or have you previously Vaped, or used Medical Marijuana or Tobacco/Nicotine? Y or N

If yes, explain ______________________________________________________________________________________________________

4. Are you under the care of a physician? Y or N

If yes, provide their name/number

______________________________________________________________________________________________________

5. Are you taking ANY medicine(s) including non-prescription medicine, drugs, or alcohol? Y or N

If yes, explain ______________________________________________________________________________________________________

6. Are you currently or have you ever taken medication for Osteoporosis? Y or N

If yes, explain ______________________________________________________________________________________________________

Signature of Patient or Guardian ______________________________________________ Date ______________________________

 AIDS/HIV 
 Anemia
 Arthritis
 Artificial Joints
 Asthma
 Blood Disease
 Blood Transfusion
 Cancer: __________
 Cardiovascular Disease
 COPD/Emphysema
 Diabetes Type I or II
 Difficulty Breathing
 Dizziness
 Drug/Alcohol Abuse
 Epilepsy/Seizures
 Stroke
 Tuberculosis

Low Blood Pressure
Mental Disorders
Mitral Valve Prolapse
Nervous Disorders
Organ Transplant
Pacemaker/Stent
Pregnancy
Respiratory Problems
Radiation/Chemotherapy
Rheumatic Fever
Rheumatism
Sinus Problems
Smoking/Tobacco
Stomach Problems
Tumors
Ulcers
Venereal Disease

Excessive Bleeding
Fainting
Glaucoma
Hay Fever
Head Injuries
Heart Disease
Heart Murmur
Heart Attack
Hepatitis: A B C
High Blood Pressure
High Cholesterol
Hypo/Hyper Thyroid
Jaundice
Kidney Disease
Liver Disease



CONSENT FOR SERVICES

Appointments & Cancellations

I understand that I am financially responsible for dental fees, with or without insurance payment.

When we make your appointment, we are reserving a room for your needs. We ask that if you must change an

appointment, please give us at least 48 hours notice. This makes it possible to give your reserved room to

another patient who needs it.

If the patient is a minor, I hereby grant permission for dental treatment to be performed on this minor and will

assume all responsibilities connected with such treatment.

7.  Have you ever had a Heart Defect, Heart Valve Replacement, and/or Bacterial Endocarditis? Y or N

If yes, explain ______________________________________________________________________________________________________

8. Have you ever had any complications following dental treatment? Y or N

If yes, explain ______________________________________________________________________________________________________

9. Are you wearing removable dental appliances? Y or N

Signature of Patient or Guardian ________________________________________________ Date ____________________________

Signature of Patient or Guardian ________________________________________________ Date ____________________________

I understand that the information that I have given today is correct to the best of my knowledge. I also

understand that this information will be held in the strictest confidence, and I am responsible for informing this

o ce of any changes in my medical status. I will not hold Dr. Alok Ahlawat or any other member of his sta 

responsible for any errors or omissions that I may have made in the completion of this medical history form.

I hereby authorize any insurance company to release all information with bearing on the benefits payable under

this or any other plan providing benefits or services.

I give my consent for dental treatment that the doctor indicates on the examination chart and any other dental

treatment deemed necessary or advisable as a corollary to the planned dental treatment. I have been advised of

all probable complications of the dental treatment.



Insurance and Payment Policy

NOTICE OF PRIVACY PRACTICES

Signature of Patient or Guardian ________________________________________________ Date ____________________________

We believe that our patient’s time is valuable. When your appointment is made, a room is reserved, your record

is prepared, and special instruments are readied for your visit. Except for emergency treatment for another

patient, you can expect us to be prompt. We, of course, would appreciate the same courtesy from you.

We gladly accept several forms of payment which include cash, check, MasterCard, Visa, American Express,

Discover, and CareCredit. Payment is expected at the time of service unless arrangements are made in advance.

Signature of Patient or Guardian ________________________________________________ Date ____________________________

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW

YOU CAN GET ACCESS TO THIS INFORMATION.

Regardless of insurance, the full balance is your responsibility. However, there is a fee for duplicating records of

$20 for the first page and $1 for each additional page, with a minimum of 5 days’ notice to copy x-rays. There is

no fee for us to send X-rays to another o ce.

There is a $50.00 (per hour) charge for no-shows or scheduled appointments. Repeated cancellations or missed

appointments will result in future appointment privileges.

Dental insurance co-payments are also expected at the time of service. It is important to understand that the

insurance policy is a contract between the patient and the insurance carrier. It is YOUR responsibility to update

us with any changes in your insurance status. Our o ce will file your insurance claims, but it is important to

understand that you (the patient/guarantor) are responsible for any balance not paid by the insurance carrier.

Our treatment is designed to be the best care for you and may not necessarily be covered under insurance

benefits. The ultimate responsibility for determining coverage lies with you. Insurance is based on an individual’s

needs and not all plans will cover all services.



USES AND DISCLOSURES OF HEALTH INFORMATION

•We may use or disclose your health information when we are required to do so by law.

•We may use or disclose your health information to prevent or control disease, injury, or disability.

•We may use or disclose your health information to obtain payment for services we provide for you.

•We may use or disclose your health information to provide you with appointment reminders (such as 

voicemail messages, text messages, postcards, or letters).

•We may use or disclose your health information to reduce or prevent a serious threat to your health or 

safety or the health or safety of another individual or the public.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such

changes are permitted by applicable law. Before we make a significant change in our privacy practices, we will

change this Notice and make the new Notice available upon request.

•We may disclose your health information when law enforcement o cials are involved if you are a possible 

victim of abuse, neglect, or domestic violence or the possible victim of other crimes.

Dr. Alok Ahlawat is required by federal and state law to maintain the privacy of your health information. We are

also required to give you this Notice of privacy practices described in the Notice while it is in e ect. This Notice

takes e ect April 1, 2003, and will remain in e ect until we replace it.

We may use and disclose health information about you for treatment, payment, and health care operations with

a family member, your representative, or another person responsible for your care (which does include

communication with dental specialists or physicians).

You have the right to review our privacy practices and access any health information or amendments made to it.

You also have the right to an accounting of disclosures and restrict the uses of communicating health

information. If you have any questions concerning this Notice, please call us at 480-525-6000.

•We may disclose your health information to prevent a serious threat to your health or safety or the health or 

safety of others.



I have read and understand the information as described. I acknowledge receipt of the Notice of Privacy

Practices.

Signature of Patient or Guardian ________________________________________________ Date ____________________________

•We will not use or disclose your information without your written authorization for any reason except those 

described in this Notice.

In addition to using and disclosing your health information for treatment, payment, and healthcare operations,

you may give us written authorization to use your health information or to disclose it to anyone for any purpose.

Unless you give us written authorization, we cannot use or disclose your health information for any reason

except those described in this Notice.


