
  

 

NK Family Dentistry 
 

Welcome to our office!  To assist us in serving you, please complete the following confidential form. 
The information provided is important to your dental health. 

 
 

Patient's name:____________________________________________ Date of Birth:_____________  S.S#:_____________________ 

Home phone:__________________________ Work phone:______________________  Cell Phone:__________________________ 

Address:__________________________________________  City: ____________________ State:_______ Zip:_________________ 

Email: ____________________________________________  Driver’s License #: _________________________________________ 

Emergency Contact Name:___________________________________________ Contact Phone #:____________________________     

Relationship:_______________ 

Billing and Insurance Information:   Not covered by dental insurance 

Dental Insurance Co.: ___________________________ Group #:________________   Subscriber ID#:________________________ 

Name of Policy Holder:__________________________________________________   Date of Birth:__________________________     

Relationship: Self      Spouse     Child   

Policy Holder Employer:_____________________________________________    

Employer’s Address:__________________________________________________________________________________________ 

Whom may we thank for referring you to our office?  _______________________________________________________________  

 
 

 

 Dental Health History 

                                                                                                Y  N 

Do your gums bleed easily?                                                                                                                                

Do your gums feel swollen or tender?                                           

Are your teeth sensitive to hold/cold?                                                                                                         

Do you have pain when opening/closing your jaw?                                                                             

Have you ever had braces?                                                                                                                                  

Do you wear dentures?                                                                                                                                          

Do you grind your teeth?                                                                                                                                      

What is the reason for your dental visit today? 

_____________________________________________________________________________________________________________ 

How do you feel about your smile? 

_____________________________________________________________________________________________________________ 

What was the date of  your last dental visit?_________________________  dental x-rays?__________________________ 





Acknowledgement of Receipt of Privacy Practices 

 

 

                  NK Family Dentistry 

 

 

            *You May Refuse to Sign This Acknowledgement* 

 

                             I have received a copy of this office’s Notice of Privacy Practices. 
 
Print Name: ___________________________________________________________________ 
 

Signature: ____________________________________________________________________ 
 

Date: ________________________________________________________________________ 
 
I authorize my information to be released to: 

_____________________________________________________________________________ 

 

                                                      For Office Use Only 

_____________________________________________________________________________ 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 

but acknowledgement could not be obtained because: 

 

○ Individual refused to sign 

 

○ Communications barriers prohibited obtaining the acknowledgement 

 

○ Other ( Please Specify) 

 

_____________________________________________________________________________ 

____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

 

 



                               NK FAMILY DENTISTRY 

                                         520 Main Street 

                                    Waltham, MA 02452 

 

 

I, _____________________________, consent to be a patient at the above named office and 

agree to a radiographic and clinical examination. I also understand and consent to the 

following: 
 

1. During the course of treatment, I may undergo procedures in all phases of dentistry including 

periodontics (gum treatment and surgery), oral surgery, endodontics (root canals), fixed and 

removable prosthodontics (crowns, bridges, and dentures), implant dentistry, restorative 

dentistry, temporomandibular disorder treatment, sleep apnea treatment, oral pathology, 

pediatric dentistry, and radiography. 

2. I will provide a thorough and complete medical history, supply a full list of my medications 

with dosages, and consent to my dentist communicating with my other medical practitioners to 

inquire about my aspect of my health history. 

3. No guarantees can be made about treatment outcomes, restoration longevity, or prognoses. I 

understand that any branch of medicine, including dentistry, can involve unanticipated results. 

 

 

4. I will pay in full any cost of treatment or insurance copayments according to the office’s 

financial policy. I understand that even if an insurance preestimate is given or a procedure has 

been preapproved, I am responsible for any costs that my insurance doesn’t cover. 

 

5.  My treatment plan may change at any time and I will do my best to approach my dental care 

with optimism and open communication with my dentist, hygienist, and dental office staff. 

 

6. I am welcome to ask questions about any aspects of my dental care and I will request 

information if I am confused or needs more information. I am responsible for clarifying any 

aspects of my treatment that I am unsure about. 

 

 

 

____________________________________                             ____________________ 

Patient or Guardian Name                                                           Date 

 

 

____________________________________                              _____________________ 

Witness                                                                                         Date 

 

 



Financial Policy and Insurance 

 

We accept most major dental insurance plans. The accepted methods of payments include Visa, MasterCard, Discover, 

American Express, Personal checks and cash.  

We also have a third party financial plan. These are the dental insurance plans that our office is currently contracted with: 

Aetna PPO, Altus, Ameritas, BCBS Indemnity, Cigna PPO, Connection Dental (GEHA), Delta 

Premier, Guardian, Humana, MetLife, and United HealthCare. 

Dental treatment is an excellent investment in an individual’s physical and psychological well-being. Our office is committed to 

providing you with the best health care possible. In order to achieve this goal, we need your assistance and understanding of our 
financial policy.  

As a health care provider, we must emphasize that our relationship is with you, not with your dental insurance company. You are 

ultimately responsible for your account. If you have dental insurance, we will do our best to help you receive your maximum 

allowable insurance benefits – but we have no control over those benefits.  

Additionally, financial considerations should not be an obstacle to obtaining important health care treatment. We recognize that 

not all of our patients have dental insurance. We are sensitive to your varying needs and financial obligations.  

In order to better serve you, we have prepared several payment options to provide you with the flexibility that you deserve: 

SELF PAY –You are responsible for your fees at the time of service.  

For your convenience, we accept cash, personal checks, American® Express Visa®, MasterCard®, and Discover®.  

 

DENTAL INSURANCE (IN NETWORK) –You and your insurance company share responsibility for your fees and your 

portion is due at the time of service. We will submit your claim and receive payment from your insurance company for services 

provided. We will contact your insurance carrier on your behalf so that we may provide you with an estimate of the portion of 

your fees due at the time of service. You must realize, however, that all charges are ultimately your responsibility. Most dental 

plans do not cover all services in full. We cannot be held responsible if in fact there is no insurance coverage for the 

procedure(s), or if your insurance company 

refuses payment at a later date. Furthermore, some portion or all of your benefits may be used for the plan year. We will wait 30 

days from the date of treatment for insurance payment, and if no payment is received by then the outstanding balance becomes 

your responsibility. If the bill is not paid in full, then any balance over 90 days is subject to interest charges.  

 

DENTAL INSURANCE (OUT OF NETWORK) – You are responsible for your fees at the time of service and your 

insurance company is responsible for the reimbursement based on your benefits.  

We are happy to submit your claim for you. Benefits are based on the terms of the contract that were negotiated between your 

employer and your dental insurance company and are not determined by our office.  

 

CARE CREDIT - You are responsible for your fees at the time of service and you can finance those fees with Care Credit.  

Care Credit pays NK Family Dentistry for services rendered and you pay Care Credit monthly payments. Ask for more details.  

 

If you have any questions regarding our finance policy, please feel free to call us at (781) 216-8097 and ask to speak with the 

Business Manager. Thank you for choosing NK Family Dentistry. We look forward to providing you and your family with high 

quality and reliable patient care. 

 

Patient Name:_____________________________________________________ Date: ______________ 
 
Patient Signature:______________________________________________________________________ 

 



                   Appointment Cancellation and No-Show Policy 

This office is a private practice dental office and we value your time and schedule. We make it a priority for you to 
be seen in a timely manner and have enough time allotted to your needs. We need to know as soon as possible if 
you will be unable to keep the time that has been reserved for you with our doctors. Missed appointments cause a 
disruption in the day with both staff and other patients, who may need to be seen for an emergency visit. 

As of January 1st 2014, there will be $50 fee for every appointment missed for a scheduled cleaning if cancelled 
less than 48 hours in advance. If you have reserved time with a doctor, the fee will be assessed based on the 
treatment planned and time reserved, with any cancellation or no show of less than 48 hours. 

If you are more than 15 min late for your appointment and we are unable to complete the planned treatment for 
you in the remaining time before the next patients scheduled appointment we will need to reschedule your 
appointment. 

We understand emergencies do occur and we do not wish to penalize patients for unavoidable situations. We 
record all appointments, cancellations and no-shows and discourage repeated abuse of our scheduling policy, as 
this is unfair to our conscientious patients. 

If you have any questions, please do not hesitate to ask. We appreciate you as our patient and your understanding 
of the need for this policy. 

Patient: ______________________________________________________ Date:___________________ 

 

Signature: ____________________________________________________ 

 

_____________________________________________________________________________________________ 

 

                                          Agreement to Receive Electronic Communication 

 

Patient Name: __________________________________________________ Date of Birth: ___________________ 

 

I agree that the dental practice may communicate with me electronically at the email address below: (print clearly) 

 

___________________________________________________________________________________ 

 

I am aware that there is some level of risk that third parties might be able to read unencrypted emails. 

 

I am responsible for providing the dental practice any updates to my email address. 

I can withdraw my consent to electronic communication by calling: 781-216-8097. 

 

Patient Signature: __________________________________________________________________ 

 

Date: __________________________________ 
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