
WELCOME        

      

Thank you for selecting the office of Dr. Mark Freeman & Associates 

(All information will be kept strictly confidential) 

Patient Information: 
 

Name ________________________________________________ Social Security # _________________ 
 

Address ______________________________________________ Date of Birth   ______/______/______ 
 

City ____________________ State _________  Zip ___________ Gender:  Male ______ Female ______ 

 

Home Phone  ___________________________    Marital Status: Single___ Married ___ 
 

Work Phone   ___________________________    Employer  ______________________ 
 

Cell Phone   ____________________________ 
 

 

 

Spouse / Emergency Contact ______________________________ Social Security #  ________________ 
 

Cell Phone _____________________________    Date of Birth  ______/______/______ 
 

Work Phone  ________________________    Employer ____________________ 

 
 

If College Student, School’s Name ____________________________________ City ____________ State ____ 
 

Year Started __________________                                  Full Time  _______    Part Time _______ 

 
 

Email Address ______________________________ (Would you like e-mail confirmations?)  Yes ___  No ___ 
  

 

Responsible Party for Account:  (If different from above) 
 

Name _______________________________________________  Social Secuirty #   ________________ 
 

Address _____________________________________________  Date of Birth   ______/______/______ 
 

City ____________________ State _________  Zip __________  Relationship to Patient  ____________ 
 

Home Phone _________________  Cell Phone ___________________   Work Phone _____________________ 
 

 

Is this person currently a patient in our office?    Yes ____ No ____  

 

Dental Insurance:  
Primary Insurance Company    _________________________________________________________________ 

 

Policy # ______________________________________    Social Security # _____________________________ 

 

Employer _____________________________________    Group #  ___________________________________ 

 

Relation to Patient   _____________________________ 

 
Secondary Insurance Company  ________________________________________________________________  

 

Policy # ______________________________________    Social Security #  ____________________________ 

 

Employer _____________________________________   Group #   ___________________________________ 

 

Relation to Patient   _____________________________ 
 

Payment is expected at time of service. 
 

For your convenience we offer the following methods of payment (please check your preference): 

___ Cash       ___ Check     ___ Charge Card 

___ I wish to speak to someone about your payment plans through Visa or Dental Fee Plan 

 

Dr. Mark Freeman & Associates • 3290 Church Road • Henrico, VA 23233 • (804) 270-3080 

Date:     ______/______/______ 
 

Referred By________________ 



Today’s Date _____/_____/_____ 

 

 

MEDICAL HISTORY 
 

(ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL) 

 

Patient’s Name ____________________________________________________           Birth Date  ______/______/______ 

 

Name of Primary Physician __________________________________________             Phone (_____)________________ 

 

 

Patient Information: 

Are you presently under a Doctor’s care:   Yes / No      Explain:  _______________________________ 

Have you been hospitalized in the past 5 years?  Yes / No      Explain:  _______________________________ 

Do you use tobacco products?    Yes / No      Which?  _______________  How much? _____ 

Do you drink alcohol?     Yes / No       Daily                 Weekly               Social  

Have you participated in an alcohol drug rehab program? Yes / No       Explain: _______________________________ 

Are you pregnant?     Yes / No       If yes, when is your due date?   ____/____/____ 

 

 

Do you or have you ever had any of the following: 

 

Anemia  Yes / No  High Blood Pressure  Yes / No  Respiratory Disease Yes / No 

Sickle Cell Yes / No  Heart Attack  Yes / No  Rheumatic Fever  Yes / No 

Asthma  Yes / No  Hepatitis or Jaundice Yes / No  Stomach Ulcers  Yes / No 

Stroke  Yes / No  Tuberculosis  Yes / No  Frequent Mouth Sores Yes / No 

Epilepsy  Yes / No  Fainting / Dizziness Yes / No  Osteopenia   Yes / No  

Seizures  Yes / No  Osteoporosis  Yes / No  Chronic Sinusitis  Yes / No 

Cancer  Yes / No  Arthritis   Yes / No  Noises in Jaw Joint Yes / No 

Tinnitus   Yes / No  Sleep Apnea / Snore Yes / No  Clenching / Grinding Yes / No 

Acid Reflux Yes / No  Head / Neck Radiation Yes / No  Diabetes   Yes / No 

Lupus  Yes / No  STD   Yes / No   

 

If you answered yes, please give us further information:  _____________________________________________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
 

 

Medications:   

Do you have an allergy to any drugs or medications including penicillin? Yes / No 

If yes, list allergies:  __________________________________________________________________________________ 

 

Please list any medications you are currently taking:  (Including vitamins and herbs) 
 

Medication 

 

Dosage Reason Since Date Discontinued 

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 



Do you have any of the following: 

 

Artificial Heart Valves     Yes / No     Date:  _____________  Heart Bypass      Yes / No    Date:  __________ 

Joint Replacement     Yes / No     Date:  _____________ Pacemaker      Yes / No    Date:  __________ 

Stents       Yes / No     Date:  _____________ Donor Organs      Yes / No    Date:  __________ 

Functional Heart Murmur     Yes / No        HIV / AIDS      Yes / No        

Congenital Heart Defects      Yes / No 

 

Do you take bisphosphonates drugs for your bone health? 

 (Such as:  Boniva, Fosomax, Actonel, etc.)   Yes / No 

 

Have you ever had a reaction to dental anesthesia? 

 (Such as:  Epinephrine)     Yes / No 

 

Have you ever had a reaction to latex gloves?   Yes / No 

 

If you answered yes, please give us further information:  _____________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

If you answered yes, you may need to be pre-medicated for your dental visits. 
 

 

 

Doctor’s preferred pre-med:  ___________________________________ 

 

 

 

 

 

I certify that the answers provided are correct to the best of my knowledge. 

 

Patient Signature _______________________________________ Date __________________ 

 

 

 

 

Medical History reviewed by: 

 

Doctor __________________________    Hygienist _________________________  Date _____________ 
 

 



 
 

Dental Care Contract 
 

Dental Care 
 

I hereby authorize the office of Mark Freeman, D.D.S., P.C. and Associates to render dental services to myself (or my child) and to 

gather and / or release all relative dental and medical information needed to aid in my oral health. 

 

I hereby understand the importance of the appointment times reserved for me (or my child) and understand that: 

 

 24 hours notice is required to cancel/reschedule an appointment of 1 hour or less 

 48 hour notice is required to cancel/reschedule an appointment of more than 1 hour 

 A broken appointment fee of $15.00 per ½ hour can be charged for any broken appointment or failure to show. 

 

If the Dentist/Hygienist determines I need a dental supply, I understand I have the option to obtain it from the dental office or an 

outside supplier.  If I purchase the supply from the office, I understand full payment is due the day of purchase. 
 

Insurance 

 I hereby authorize the office of Mark Freeman, D.D.S., P.C. and Associates to release any information regarding my claim 

for dental benefits, and the dental office may, but is not required to, file a claim with my dental insurances.   

 I authorize the payment of my insurance benefits be paid directly to Mark Freeman, D.D.S., P.C. and Associates. 

 If the insurance company payment is not timely for any reason, I understand it is my responsibility to pay any outstanding bill 

and pursue recovery or expenses with the insurance company on my own. 

 I understand all co-payments and deductibles are due at time of service. 

 I understand if I am not insured or if a procedure is not covered by my insurance, payment is due at time of service, unless 

other payment arrangements have been made. 

Account Billing  

 I understand payment is due at time of service. 

 Our office accepts cash, personal checks, American Express, Discover Card, Master Card and Visa has payment. 

 For those who need extended payment plans, our office participates with CareCredit through GE Capital. 

 I understand I am financially responsible for all charges not paid by my insurance and I will pay this balance within 30 days 

of billing. 

 For all minor children brought to this office for treatment, we consider both parents to be financially responsible for all cost 

incurred in treating your child regardless which parent brings the child to this office.  In the case of divorce, both parents will 

be held responsible until the account is paid. 

 If any debt owed to Mark Freeman, D.D.S., P.C. and Associates is referred to their collections attorney, I agree to pay all 

attorney or collection fees in the amount of thirty percent (30%) of the total indebtedness and court costs incurred by the 

dental office. 

 

I have read and understand the above Dental Care Contract and agree to its content for myself and my family.  

Signature _______________________________________________  Date ______________________________ 

Dr. Mark Freeman and Associates • 3290 Church Road • Henrico, VA 23233 



 
 

 

 

HIPAA 

AWARENESS FORM 

 
 

I hereby acknowledge that I am aware that the office of 

Dr. Mark Freeman D.D.S. and Associates abide by the 

policies set forth by the Federal Government’s HIPAA 

regulations, and understand that a comprehensive outline of 

their HIPAA office policies is available to me upon my 

request. 

 

 

PATIENT:  ____________________________________ 

   (Signature of patient / signature of parent) 

 

DATE:  ________________________________ 
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