








We are so pleased that you chose our office  

for your dental needs.  Please let us know 

how you heard about us:

___ Referral from _______________

___ Radio ___Billboard ___Web-site

___ Angie's List ___ Groupon ___ Google

___ Movie Theater ___Yelp ___ Yellow Pages



 

 

 

Take a few moments to tell us about your smile. 

 
Yes 

 
No 

Do you like the appearance of your smile?   

Do you like the appearance of your teeth?   

Do you like the color of your teeth?   

Do you have spaces between your teeth that you don’t like?   

Are there old fillings or dental work you don’t like looking at?   

Have you had orthodontic work in the past?   

Are you aware that most dental insurance plans cover 
orthodontic treatments which include clear aligners? 

  

What would you change about your teeth? (Circle all that apply) 
 
Color               Shape              Size              Straighten             Other: 
 

 



 

Medical Information Release Form 
(HIPPA Release Form) 

 
  
Name:        Date of Birth:   / /  

 
 

Release of Information 
 

(  ) I authorize the release of information, including diagnosis, records, examinations rendered to me 
and claims information. This information may be released to: 
 
 (  ) Spouse:       
 (  ) Child(ren):       
 (  ) Other:       
 
(  ) Information is not to be released to anyone. 
 
 
This Release of Information will remain in effect until terminated by me in writing.  
 

Messages 
 

Please call: (  ) my home (  ) my work (  ) my cell      
 
If unable to reach me: 
 
(  ) You may leave a detailed message. 
(  ) Please leave a message asking me to return your call 
(  ) Other:       
 
The best time to reach me is (morning/afternoon) between (time)     
 
 
 
Signed:       Date:      
 
Witness:       Date:      
 
 
 



 

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 about oral cancer and look for it in 
every patient. 
 
One American dies every hour from oral cancer. Late detection of oral cancer is the primary 
cause that both the incidence and mortality rates of oral cancer continue to increase. As with 
most cancers, age is the primary risk factor for oral cancer. Tobacco and alcohol use are the 
other major predisposing risk factors, but more than 25% of oral cancer victims have no such 
lifestyle with using these risk factors. Oral cancer risk factors are as follows: 
 
 Increased risk: patients 18-39 
               -sexually active patients (HPV)  
 High risk: patients age 40 and older; tobacco users (any age, any type within 10 years) 

Highest risk: patients age 40 and older with lifestyles consisting of using tobacco 
          and/or alcohol 

 
We have recently incorporated Velscope into our oral screening exam. We find that using the 
Velscope during the oral cancer examination improves our ability to identify suspicious areas 
at their earliest stages. Velscope is similar to early detection procedures for other cancers 
such as Mammography, Pap smear, and PSA (used in prostate examinations). 
 
This advanced examination is recognized by the American Dental Association; however, this 

exam may not be covered by your dental insurance. The fee for this advanced examination is: 

$45 once a year 
YES. I authorize the clinician to perform oral cancer detection with the use of the Velscope. I 
accept financial responsibility for this examination.  
 
Print Name:            
  
Signature:      Date:    
 

NO. I would prefer not to have the Velscope used at this time. I do however understand the 
benefits of using this during my examination. 
 
Print Name:            
  
Signature:      Date:    
 
 

Oral Cancer Screening Form 


