
Welcome to Fox Point Dental! 

The information on this form will help us give you more reliable and successful treatment. 
Please fill out both sides carefully and completely. Thank you. 

Patient Name:__________________________________________ Residence Phone:______________________  
Email:____________________________________________________________________________________ 
Residence Address:________________________________ City: ________________ State: _____ Zip:________ 
Occupation: _____________________________________ Birthdate: __________________________________ 
Employer: _____________________________________________ Business Phone:_______________________ 
Business Address: _______________________________ City: _________________ State: ______ Zip:________ 
Social Security Number:____________________________________________________________________ 
Marital Status: ________________ Spouse Name: _________________________________________________ 
Occupation _______________________________________________________________________________ 

If someone other than the patient is responsible for payment, please fill out the following section. 

Person Responsible For Payment: ________________________________Date of Birth:____________________ 
Relation To Patient: __________________________________________________________________________ 
Occupation: _____________________________________ Social Security Number: ____________________ 
Employer: _____________________________________________ Business Phone: _____________________ 
Business Address: _______________________________ City: ________________ State: ______ Zip:________ 

If there is any form of dental coverage, please complete the following: 

Name of Carrier:___________________________________________________________________________ 
Employer or Union: ___________________________________ Group Number: ________________________ 
Employee Name:____________________________________________________________________________ 
Employee Social Security Number: ______________________________________________________________ 
Policy Holder’s Date of Birth: __________________________________________________________________ 
Has patient had care under this plan? _______________________________ When? ________________________ 

Is patient covered under another plan? ❑ YES ❑ NO   

Person not at your address to be contacted in case of an emergency.  
Name:____________________________________________________________________________________ 
Address: _____________________________ City: _____________State:____ Zip:_______Phone:___________ 

Treatment Authorization  
I agree to diagnostic procedures and dental treatments as found necessary and desirable for the patient named 
above. This includes the use of study models, radiographs (x-rays), local anesthetic, and relaxing agents.   
I agree to be financially responsible for treatment rendered.   

____________________________________  _____________ 
Patient, Parent, or Legal Guardian       Date  

Who may we thank for referring you to our office?________________________________________________ 



FOX POINT DENTAL - FINANCIAL AGREEMENT 

DENTAL BENEFITS AND OPTING OUT 
If you have dental benefits, we are eager to help you receive your maximum allowable benefits, but there are certain services we provide 
that we do not use your benefits for to provide the highest quality care. In order to achieve this goal we need your assistance and your 
understanding of our payment policy.  

You will be asked to update your personal and dental benefit information periodically.  We are required by law to obtain your signature for 
permission to release information to your insurance carrier. If billed to your policy, it may become necessary for you to pay your 
account in full if your insurance company fails to pay for services within 90 days. It is your responsibility to understand your 
coverage and benefits, including pre-authorizations and authorization requirements. We will, however, assist you to ensure that all plan 
requirements are met.  While the filing of insurance claims is a courtesy that we extend to patients, all charges are your responsibility from 
the date the services are rendered.  

For certain services in our office, you choose to opt out of your dental benefit plan so that you may receive the dentistry you desire from 
Dr. Elizabeth Turner without the involvement of the dental benefit plan to which you are a subscriber or the covered dependent of a 
subscriber.  You further desire and instruct that the dental services D0160, D7961, D7962, and D7963 are to be submitted for and no 
information regarding them is to be provided to the dental benefit carrier in spite of any agreement between Dr. Elizabeth Turner and your 
policy might state otherwise.  

Please initial _________ 

PA YMENT FOR SERVICES  
Payment for services is due at the time services are rendered unless payment arrangements have been approved in advance. We 
accept cash, checks, MasterCard, Visa and Discover. Returned checks will result in a $35 fee that will be posted to your account. 
Returned checks, balances older than 90 days and failure to pay account balances as promised may be subject to external collection and 
additional collection fees, including attorney and other court fees.  

Please initial _________ 

We will attempt to give you an estimate of your patient payment. This estimate may be altered by your dental plan, as it is subject to 
annual deductibles, maximums, waiting periods etc. However, regardless of an estimate that you may have received, any difference between 
the fee charged and the amount paid by the insurance company is your responsibility.  

Please initial _________ 

GENERAL  
We will gladly discuss your proposed treatment and answer any questions relating to your benefits. Your benefits are a contract between 
you, your employer and the insurance company. We are not a party to that contract. We must emphasize that as a dental care provider, our 
relationship is with you, not your insurance company.  

CANCELLED APPOINTMENTS  
Charges may be incurred for broken, confirmed appointments and appointments canceled without 48 hours notice. Your cooperation in 
canceling your scheduled appointment well in advance allows us the opportunity to offer your appointment to a person who needs dental 
care. Failure to show for (or cancel) a scheduled, confirmed appointment may result in a $75 cancellation fee.  

Please initial _________ 

If you have any questions about the above information, please do not hesitate to ask us! 

Thank you,  
Fox Point Dental, Turner PLLC 

My signature below constitutes acknowledgment and acceptance of this policy. 

______________________________ _____________________________________ _______________ 

Patient name-Printed Patient or guardian signature       Date  



Health History 

Patient Name: _________________________________________ Date:_________________ 

Name of Physician or Clinic:_________________________________________________________________ 
Last visit to your medical provider?____________________________________________________________ 

Do you have, or have you ever had, any of the following? Please check. 

❑ Abnormal Blood Pressure

❑ Allergies

❑ Anemia or Blood Disorder

❑ Arthritis

❑ Artificial Joint

❑ Asthma

❑ Bleeding Problems

❑ COVID-19

❑ Cancer

❑ Diabetes

❑ Epilepsy

❑ Glaucoma

❑ Heart Disease

❑ Heart Murmur

❑ Hepatitis

❑ High Blood Pressure

❑ H.I.V. Positive

❑ Liver or Kidney Disease

❑ Lung Disease

❑ Radiation Therapy

❑ Rheumatic Fever

❑ Sinus Problems

❑ Sleep Apnea

❑ Stroke

❑ Thyroid Disease

❑ Tobacco Use

❑ Tongue or Lip Tie

❑ Tonsil/Adenoid Removal

❑ Tuberculosis

❑ Tumor History

❑ Ulcers

❑ Upper Airway Resistance

❑ Venereal Disease

Do you have a medical problem?         ❑ YES ❑ NO    If yes, please explain: _____________________________  

Have you been hospitalized in the past five years?   ❑ YES ❑ NO    If yes, please explain: ______________________ 

Are you taking any prescribed medications?              ❑ YES ❑ NO     If yes, please list below:  

Taking: ___________________________________________________________________________________ 

Are you taking any supplements or vitamins?           ❑ YES ❑ NO     If yes, please list below:  

Taking: ___________________________________________________________________________________ 

Have you ever had a bad reaction or allergy to medication? ❑ YES ❑ NO If yes, please explain:_______________ 

Have you had problems with: ❑ Codeine ❑ Penicillin ❑ Aspirin ❑ Local Anesthetic (Novocaine) ❑ Other 

Do you take antibiotics before dental treatment? ❑ YES ❑ NO 

Do you have any limitations in your activities? ❑ YES ❑ NO If yes, please explain:_________________________  

Women: Are you pregnant?                ❑ YES ❑ NO            If yes, when is your delivery date?________________  

Women: Are you nursing?                  ❑ YES ❑ NO  

For Office Use Only---------------------------------------------------------------------------------------------------------------------- 

Medical History Reviewed: ____________________________________Date: ____________________________ 



Adult Airway Assessment Form 

Patient’s Name ____________________________________Birthday ________________Age_____   Today’s Date _________________ 

Medical issues: ___________________________________ Medications taking: ________________________________________________  

Allergies: __________________________________________ Previous clip or release of tongue? ______________________(date) 

1. Have you experienced any of the following issues? Please check or elaborate as needed.

Speech 
___ Frustration with communication 
___ Difficult to understand by others 
___ Difficulty speaking fast  
___Difficulty getting words out (groping for words) 
___ Trouble with sounds (which?)____________________ 
___ Speech delay (when?)_____________________________ 
___ Stuttering  
___ Speech harder to understand in long sentences 
___ Speech therapy (how long)_____________________ 
___ Mumbling or speaking softly 

Nursing or Bottle-Feeding Issues as a Baby 
___ Painful nursing or shallow latch 
___ Poor weight gain 
___ Reflux or spitting up 
___ Unable to hold pacifier 
___ Milk dribbling out of mouth 
___ Poor Supply 
___ Nipple shield required for nursing 
___ Clicking or smacking noise when eating 

Other related issues  
___ History or head or neck trauma? 
___ Have you had orthodontic treatment (braces)?
___ Neck or shoulder pain or tension 
___ TMJ Pain, clicking, or popping 
___ Headaches or migraines 
___ Strong gag reflex 
___ Mouth open /mouth breathing during the day 
___ Tonsils or adenoids removed previously 
___ Ear tubes previously 
___ Reflux (medicated or not) 
___ Hyperactivity / Inattention 
___ Constipation 
___ Nail, hair, or clothing biting 

Feeding 
___ Frustration when eating 
___ Difficulty transitioning to solid foods as baby 
___ Slow eater (don’t finish meals) 
___ Graze on food throughout the day 
___ Packing food in cheeks like a chipmunk 
___ Picky with textures (which?)____________________ 
___ Choking or gagging on food 
___ Spits out food 
___ Are you prone to cavities? 
___ Other______________________________________________

Sleep issues 
___ Sleeps in strange positions 
___ Moves around a lot at night (kicks) 
___ Wakes easily or often 
___ Wakes up tired and not refreshed 
___ Grinds teeth while sleeping 
___ Sleeps with mouth open 
___ Dreams, Nightmares, Sleepwalking (Circle) 
___ Snores while sleeping (how often) 
___ Gasps for air or stops breathing (sleep apnea) 
___ Diagnosed with sleep apnea? ____ When? _______
___ Have you had a sleep test?____ When?___________
___ Are you using or were recommended CPAP?___

Anything else we need to know: 
__________________________________________________________

__________________________________________________________ 

Physician  
_________________________________________________________ 

Speech/Myofunctional Therapist 
_________________________________________________________ 

Who referred you to us?  
__________________________________________________________ 

Doctor’s Signature ____________________________________



The Epworth Sleepiness Scale

How likely are you to doze off or fall asleep in the following situations, iin contrast to feeling

just tired? This refers to your usual way of life in recent times.  Even if you have not done 

some of these things recently, try to work out how they would have effected you.  Use the

following scale to choose the most appropriate number for each situation.

0 = no chance of dozing

1 = slight chance of dozing

2 = moderate chance of dozing

3 = high chance of dozing

SITUATION             CHANCE OF DOZING

Sitting and reading

Watching TV

Sitting inactive in public place (like a theater or a meeting)

As a passenger in a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit

Sitting and talking to someone

Sitting quietly after a lunch without alcohol

In a car, while stopped for a few minutes in traffic

TOTAL SCORE

Analyze Your Score

Interpretation:

From 0-7 It is unlikely that  you are abnormally sleepy

From 8-9 You have an average amount of daytime sleepiness

From 10-15 You may be excessively sleepy, depending on the situation.

You may want to consider seeking medical attention

From 16-20 You are excessively sleep and should consider seeking 

medical attention
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