
WELCOME

On behalf of our staff at SoFi Dental Care & Orthodontics, we are pleased to welcome you to our practice. Please take a few minutes to provide us with the following information. All information will be kept confidential.





Patient Information

Patient’s Name: ______________________________ Email: ____________________________

Home Phone #: ___________________ Work #: ____________________ Cell #: ____________

Social Security #: _________-_________-___________ DOB: _____________ Age: _________

Address: ______________________________________ City: ___________ ZIP: ____________

Employer: _____________________________________ Occupation: ______________________

Spouse’s Name: _______________________________ Spouse’s Employer: ________________

Emergency Contact Person: ______________________ Phone #: _________________________

Is the patient a student? 􀀘 Full Time 􀀘 Part time

􀀘 Male
􀀘 Female


􀀘 Minor 􀀘 Single 
􀀘 Married 
􀀘Divorced
􀀘Widowed
􀀘Separated

Responsible Party Information

Person responsible for Account: ______________________ Relationship to patient: __________

Home Phone #: ___________________________ Work or Cell Phone #: __________________

Address: ______________________________ City: _____________________ ZIP: __________

Social Security #: ______-_____-_______ DOB: ___________ Drivers License: _____________

Have you or any member of your family been a patient at this office before? 􀀘 Yes 􀀘 No

If YES please give us their name: _____________________________

Who may we thank for recommending our office to you? _______________________________________

Otherwise, how did you learn about our practice?

􀀘 Your Insurance Plan 􀀘 Internet 􀀘 Mailer 􀀘 Yellow Pages 􀀘TV Commercial 􀀘 other: _______________
Dental History
What is the primary reason for your dental visit today? ______________________________________________
Are you aware of any dental problems? If so, please explain: __________________________________________
Name of your previous dentist ____________________City ________ State __________ Phone #______________
Please date the last:  dental cleaning: _________ complete x-rays: _________ oral cancer screening ___________
Was there any dental treatment your last dentist recommended for you?

If so please describe: _____________________________________________________________________________
If your dental treatment was not completed, what prevented you from receiving it? 􀀘 Time 􀀘 Cost 􀀘 Fear 
􀀘 Other ___________________   Why did you leave your last dentist? ______________________
Do you need to take antibiotics before dental appointments? __________. If yes, which one? _______________
Please check any of the following problems that apply to you:

􀀘 Sensitivity (hot, cold, sweets) 


􀀘 Bleeding, swollen or irritated gums 
􀀘 Dry Mouth

􀀘 Tooth Pain when chewing 


􀀘 Loose, tipped or shifting teeth

􀀘 Teeth or fillings breaking 
􀀘 Missing teeth



􀀘 Jaw Joint Pain 


􀀘 Grinding / clenching teeth 
􀀘 Bad Breath or bad taste in your mouth



Please indicate current/ past dental treatments:

􀀘 Dentures / partial dentures 

􀀘 Braces 

􀀘 Treatment for TMJ

􀀘 Dental implants

 

􀀘 Wear a night-guard 

􀀘 Teeth extracted (adult teeth)


􀀘 Deep periodontal treatment

If you could whiten your teeth for a cost you could afford, would you do it? 􀀘 YES 􀀘 NO

If you could change anything about your smile it would be:

􀀘 Make them brighter 
􀀘 Make them straighter
􀀘 Close spaces 
􀀘 Get a smile makeover

􀀘 Repair chipped teeth 
􀀘 Replace missing teeth
􀀘 Alternative to a denture 


􀀘 Replace old crowns that don’t match 


􀀘 Replace metal fillings with tooth colored fillings

What is the most important thing about your dental visit today? _____________________________
On a scale of 1-10, with 10 being the highest

How important is your dental health to you?           1 2 3 4 5 6 7 8 9 10 
How would you rate your current dental health?     1 2 3 4 5 6 7 8 9 10
Medical History

Please check any of the following that APPLIES TO THE PATIENT:

􀀘 Aids / HIV + 
􀀘 Anemia 

􀀘 Arthritis 
􀀘 Artificial joints 
􀀘 Artificial heart valve
􀀘 Cancer

􀀘 Seasonal allergies 
􀀘 Asthma 

􀀘 Blood disease 

􀀘 Bruise easily 
􀀘 Excessive bleeding

􀀘 Hepatitis A, B, C
􀀘 Chemotherapy 
􀀘 Diabetes 


􀀘 Dizziness 
􀀘 Drug addiction 

􀀘 Emphysema
􀀘 Fainting 

􀀘 Glaucoma 

􀀘 Heart Condition
􀀘 Heart murmur

􀀘 Seizures

􀀘 Depression
􀀘 Mitral valve prolapse

􀀘 Jaundice 

􀀘 Kidney Disease 

􀀘 Rheumatic fever 
􀀘 High blood pres 
􀀘 Low Blood pres

􀀘 Anxiety 

􀀘 Pacemaker 

􀀘 Radiation

􀀘 Respiratory illness 
􀀘 Rheumatism 

􀀘 Stomach problems
􀀘Apnea


􀀘 Tuberculosis
􀀘 Latex allergy
􀀘 Liver disease

􀀘 Pregnant

􀀘 Stroke 


􀀘 Thyroid disease 
􀀘 Phen-Fen-diet pill
􀀘 Osteoporosis 

Please check any of the following that you are allergic to:

􀀘Aspirin
􀀘Penicillin
􀀘Iodine
􀀘Codeine
􀀘Tetracycline     􀀘Latex     􀀘Sedatives   􀀘Jewelry   􀀘Metals   􀀘Dental Anesthetics 􀀘Erythromycin    􀀘 Other medical conditions ____________________

Do you smoke or use chewing tobacco?  􀀘 YES 􀀘 NO How much? _________________ How long? ____________
Physician’s name: ____________________________ Phone #: __________________

Please list any medications you are currently taking: ____________________________________________________________  
Please list any medications you Are allergic to or have bad reactions to: ______________________________________________
To the best of my knowledge, I have answered every question completely and accurately. It is my responsibility to inform Dr.’s Amini and Dr. Saidi of any changes in my health and or medications.
Patient’s signature: __________________________________ Date: _______________ Reviewed by: ___________
Office Policies

It is our goal to provide our patients with personalized attention, the finest dental materials and technologies, and professional staff to make each dental visit pleasant and worry free.

In order to provide this quality of dental care, we request all of our patients pay their estimated personal cost of treatment at the time of service. As a courtesy to our patients, we will file your dental insurance claims for treatments you receive. However, in the event the insurance company does not pay their estimated portion, the balance will become the patient’s responsibility.

Please take the time to understand your insurance policy and benefits. The benefits you receive are based on the terms of the contract that were negotiated between your employer and the dental insurance company, and not our dental office. Our goal is to help you achieve and maintain optimal dental health. Our office will do everything possible to help you understand and make the most of your dental insurance benefits and provide you with an estimate before any treatment is initiated. Please understand that estimates given are estimates, and may change depending on the individual insurance plan coverage.

All estimates for dental services will be valid for 90 days from the date of signed treatment agreement.

Past due payment policy:

Thank you for choosing our practice to serve your dental needs. Please take the time to read the following and sign your initials at each section. 

__________ Full payment is due at the time of service unless arrangements have been made prior to the start of any treatment.

__________ Insurance balances are ultimately the patient’s obligation. We will file most primary insurances ar no cost to you as a courtesy. However, insurance balances which are not paid within 60 days may be billed to you. Please keep your walk out statement and follow up with your insurance carrier to ensure prompt payment. 

__________ Some of your treatment may not be covered by your insurance carrier. The cost for such charges will be your responsibility. 

__________ Major services may require a deposit equal to at least one half of the estimated patient portion at the time the appointment is made. 

__________ There will be a fee of $30.. for any checks returned as Non-Sufficient Funds (NSF)

__________Patient balances that go unpaid for 30 days or more may incur one or more of the following: 

Intrest charges 1.5% per months

18% APR collections fees  (up to 25% of the full balance)

Legal fees for collection services 

Policies for X-rays & Photographic records:
X-rays in conjunction with a clinical exam are necessary for a thorough and accurate diagnosis and dental treatment plan. Examination x-rays are generally taken once a year for adults and every six months for children. However the frequency at which x-rays are taken will be based upon individual dental need.

Dental models and photographs may be taken to document and analyze clinical treatment. These records may be used for educational and viewing purposes by the practice. At no time will the patient’s identity be disclosed.

Email and Automated Phone Confirmation System:  

I consent to the dental practice to use my cell ohone number and/or E-Mail address to 

_______ Call or text regarding appointments and to call regarding treatment, insurance and my account. Priovide feedback via surveys/reviews. Receive exclusive specials and promotions. 
Office Policies

Office Cancellation Policy:
We pride ourselves in providing adequate time for the personal attention each patient deserves. Your appointment time in this office will be reserved exclusively for you. We respect your time and make every effort to keep you from waiting.

We request you provide us with at least 2 business days notice if you need to reschedule your appointment.

A $50 NO SHOW FEE will be charged for any appointment that is not kept.  A $50 LATE CANCELLATION FEE will be charged if 2 business days notice is not given to reschedule an appointment.

I have read and agree to the office policies stated above.

______________________________________________________ Date: __________________________

Signature of patient, parent or guardian

______________________________________________________ Date: __________________________

Signature of guarantor of payment / responsible party

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under the health 8
ACKNOWLEDGEMENT OF PRIVACY PRACTICES

My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be used to:• Provide and coordinate my treatment among a number of health care providers who may be involved in my treatment directly and indirectly • Obtain payment from third-party payers for my health care services • Conduct normal health care operations such as quality assessment and training purposes I have been given the right to review and receive a copy of my surgeon’s Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information. I understand that I may request in writing that you restrict how my private information is used or disclosed. I understand that my surgeon is not required to agree to my requested restrictions, but if he does agree then he is bound to abide by such restrictions.

Patient Name: ___________________________ 

Date: ______________

Signature: ______________________________ 

Date: ______________
Sofi Dental Care & Orthodontics


Complete Dental Care & Orthodontics for the entire family in one convenient location





119 Washington Ave


Suite 601


Miami Beach, FL 33139





Phone	(305) 534-4440


Fax	(305) 534-0444


E-mail	Sofi@southbeachsmiles.com


Web site	www.southbeachsmiles.com








