
DENTAL 
REGISrRATION 
AND HISTORY 

GEORGE A. OLEY Ill, D.D.S., BOB QUILEZ, D.D.S. 
and Associates 

1907 West Huguenot Road 
Richmond, Virginia 23235 

(PLEA�H= PRINT) (804) 379-6806

Date ____________ _ Home Phone(..__) ___ _ Cell Phone (.._) 

PATIENT INFORMATION 

Name_
-r.;;;-.:;;;;:;;:;;---------,=T.::'.==---------n-=:--=O'f'"T"Last Name First Name Mliiiie 1niilal 

Address ________________________ _ 

c�-----------------------

SS/HICIPatlent ID# __________ _ 

E-mail ______________ _

State ___ Z-rp __________ _ 

Sex OM OF Age ___ Birthdate ________ _ 0 Married O Widowed 
0 Separated O Divorced 

0 Single O Minor 
0 Partnered for __ years 

Patient Employer/Sohool ___________________ _ OccupatiM ___________ _ 

Employer/S<:hool Address __________________ _ Employer/School Phone (..__) ______ _ 

Whom may we thank for referring you? ________________________________ _ 

In case of emergency who should be notified? ____________ _ Phone (__J ___________ _ 

PRIMARY INSURANCE 

Person Responsible for Account __,,__,,-,..,--------------------.,=-:-n.,...,.,,--------.c==r::-e.::I�"""'·�-•
L&st Name Flt'lt Name ........, ,,....,. 

Relat on to Patient _________ _ 8ir1hdate _______ _ Soc.Sec.I _____________ _

Address (If different from patienrs) ________________ _ Phooe (..__) ___________ _ 

City ________________________ _ State ___ Zip __________ _ 

Person Aesponslble Employed by ________________ _ Occupation ____________ _ 

Business Address _____________________ _ Business Phone(___) ________ _ 

Insurance Company ______________________________________ _ 

Contract# ___________ _ Group# _______ _ Subscriber#. ____________ _ 

Names of other dependentsCO'tl9red under this plan ____________________________ _ 

ADDITIONAL INSURANCE 

Is patient covered by addtlonal insurance? O Yea ONo 

Subscriber Name Birthdate Relation to Patient 

Address (If different from patient's) Phone(..__) 

City State Zip 

Subscriber Employed by Business Phooe (._) 

Insurance Company Soc.Sec.I 

Contract# Group# Subscriber# 

I certify tha1 I, and/or my dependent(s). have Insurance oowrage wi1h ----.-,--.,..,----=----,...-.---- and assign directly to 
Name of lnannc:e Company(iet) 

Or. _________________ all insurance benefits, if any, otherwise payable to me for services rendered. I understand 
that I am financially responsible for ell charges whether or not paid by Insurance. I authorize the use of my signature on all insurance submissions. 
The abov+-named doctor may use my health care Information and may dlldose such Information lo the aboVe-named Insurance Company(les) and 
their agents for the purpose of obtaining payment for sel\'loes and detemming Insurance benefits or the benefits payable for related services. This 
consent will end when my current treatment plan Is completed or one year from 1he date signed below. 

Signature of Patient, Plfent, Guardian or Parsonal Reix-tal!ve 

Please print name of Patient, arent, Guardian or Personal tative 

Date 

Relationsh. to Patient 



DENTAL HEALTH HISTORY 

(Confidential) 

DENTAL HISTORY 

Reason tor Today's Visit ______________ _ Date of last dental care _______________ _ 

Former Dentist _________________ _ Date ol last dental X-rays ______________ _ 

Address --------------------------------------------
Check ( ✓ ) if you have had problems with any or the following 
0 Bad breath O Grinding teeth 

0 Bleeding gums 

0 Clicl<lng or popping jaw 

0 Food collection between teeth 

D Loose INth or broken ftlfings 

0 Periodontal treatment 

D SensitMty to cold 

D Sensitivity to hot 

D Sensitivity to sweets 

D Sensitivity when biting 

D Sores or growths in your mouth 

How often do you floss? ______________ _ How often do you brush? _______________ _ 

MEDICAL HISTORY 

Physician's Name ______________________ _ Date of Last Visit __________ _ 

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lonlmln, Adipex, Fastin (brand 
names of phentermine), Pondlmin (lenlluramine) and Redux (dexfenfluramine.) 0 Yes D No 

Have you had any serious Illnesses or operations? ____________ _ II yes, describe ___________ _ 

Have you ever had a blood transfusion? 0 Yes D Nolf yes, give approximate dates ________________ _ 

(Women) Are you pregnant? 0 Yes D No Nursing? 0 Yes O No Taklng birth control pills? D Yes D No 

Check ( ✓ ) if you have or have had any of the following: 
□ Anemia D Cortisone Treatments 0 Hepatitis 0 Scarlet Fever 

D Arthritis, Rheumatism 0 Cough, Persistent 0 High Blood Pressure D Shortness ol Breath 

0 Artificial Heart Valves D Cough up Blood 0 HIV/AIDS □ Skin Rash
D Artificial Joints D Diabetes □ Jaw Pain □ Stroke 

□ Asthma □ Epilepsy 0 Kidney Disease 0 Swelling of Feet or Ankles

D Back Problems 0 Fainting D Liver 0lsease D Thyroid Problems
0 Blood Disease □ Glaucoma 0 Mitra! Valve Prolapse 0 Tobacco Habit
□ Cancer D Headaches 0 Pacemaker OTonslllltls 
0 Chemical Dependency D Heart Murmur 0 Radiation Treatment 0 Tuberculosis 
0 Chemotherapy D Heart Problems 0 Respiratory Disease □ Ulcer

0 Circulatory Problems □ Hemophilia 0 Rheumatic Fever 0 Venereal Disease

MEDICATIONS 
! 

ALLERGIES 

List medications you are currently taking: 

Pharmacy Name ________________ _ 

Phone(_) ________________ _ 

□ Aspirin 

D Barbiturates (Sleeplng pills)

□ Codeine 

0 Local Anesthetic 

□ Penicillin

SIGNATURE 

0 Sulfa 

0 Latex _______ _ 

D Other _______ _ 

The above information is accurate and complete to the best ol my knowledge. I will not hold my dentist or any member of his/her staff responsible 
lor any errors or omissions that I may have made in the completion of this form. 

Date ______________ _ Signature __________________________ _ 



Dental Insurance Policy 

Dental insurance plan are often misunderstood by patients who generally have 
exp ctations for coverage that are far greater than their policies will actually pro ide. The 
insurance pro ider onl give the dentist a minimal amount of information about the 
patient"s policy/coverage benefits. The denti t must use this very basic information to 
estimate the coverage amounts and dental benefit for an_ treatment procedures. 

The insurance companie · alway state that the benefits/co erage amounts are never 
guaranteed. regardless of any information provided o er the phone or FAX machine. 
Therefore, th dentist can only provide you with an estimate for your coverage based on 
past history experience and the limited information pro ided by the insurance cornpan . 
For exp n ive treatment or que tionable treatment a pre-treatment estimate 
(permission mu t be sent in to the insurance compan and an answer will arrive in about 
4 week . Even some routine procedures can require a pre-treatment to be approved for 
payment. 

The patient must be aware when he/ he undergoes dental treatment that financial 
re pon ibility remains with the patient until the claim i fully paid by the insurance 
company. The insurance plan is a contract between th patient and the in urance 
company. The dentist ha only agreed to accept and abide b the in urance guideline . 
The dentist is not an agent for the insured or the insurer. 

J have read the abo e statement and understand that an amount not paid by my 
in urance company is m responsibility and I agree to pa the an1ount in full in a timely 
manner upon notification. I also under tand that if my unpaid bill goes into collection, 
that 1 am responsible for all collection costs including a 35% collection fee. 

ignature __________________ _
Date 

---------------------



DRS. OLEY & QUILEZ DDS PLC 

PATIENT FINANCIAL AGREEMENT 

Welcome and thank you for choosing us to be your dental provider. It is important to us that you are perfectly 

comfortable and clear regarding fees, services or any other questions you may have. 

Payment 

We accept VISA, MASTERCARD, AMEX, CARE CREDIT AND DISCOVER. 

Regarding Insurance 

It's wonderful that you have dental insurance to help cover part of the cost of your dental care. We want to 

cooperate with you to make the most effective use of your insurance benefits. As a courtesy to you, we accept 

assignment of insurance benefits. However, we can only estimate what those benefits will be. We do require your 

estimated portion of the bill to be paid at the time of service. Our practice is committed to providing the best 

treatment for our patients and we charge what is typical for our area. 

We are in-network provider and you are responsible for any remaining fees after the insurance company has made 

payment. Your insurance policy is a contract between you and your insurance company. We are not a party to that 

contract. 

Generally, the more you and your employer pay for the insurance, the more dental services the insurance will 

cover. Please be aware that some of the services provided may be non-covered services and not considered 

reasonable and necessary under your insurance plan. It is possible your insurance company will not pay 100% of 

their share of the fee. 

All of our patients, insured or not, receive the highest quality of dental care and are charged the same fee. Every 

effort is being made to keep the cost of dental care down; therefore your prompt payment of dental services will 

be appreciated. 

We hope this clarifies our office policy regarding payment arrangements. If you have any questions, please feel 

free to ask our financial coordinator. 

Thank you for your support and cooperation. 

Signature Date 





LEY& 

ILEZ 
ORTHOOO 'TIC 

Fluoride Consent Form 

Fluoride Application is an important part of your oral health. Fluoride helps prevet new decay from 
developing; it also helps protect existing dental work so that fillings are replaced less frequently, 
decreases sensitivity, makes teeth last longer and saves you money! Fluoride is most effective when 
applied after the dental cleaning and all the plaque and build up have been removed from the tooth's 
surface. It is our office protocol to apply fluoride varnish at each routine care appointment for you to 

receive maximum benefit. Most insurances cover fluoride for children. Please check with the front desk 

to make sure it's covered for your child because some insurances have age limits. If you're an adult and 

interested in getting fluoride treatment the cost will be $36 out of pocket and the same fee applies if 
fluoride is not covered for your child. 

] Yes, I give permission for fluoride treatment 

] No, I do not give permission for fluoride treatment 

Print Name: ___________ _ 

Signature: ____________ _ 

Date: ______ _ 



DRS. OLEY & QUILEZ DDS PLC 

Written Acknowledgement Form 

Our notice of Privacy Practices provides information about how we may use and disclose PHI 

about you. As provided in our notice, the terms of our notice may change. If we change our notice, you 

may obtain a revised copy. 

I, __________ (print name) have received a copy of Ors. Oley & Quilez Notice of Privacy 

Practices. 

I understand that I may ask questions to Ors. Oley & Quilez if I do not understand any information 

contained in the Notice of Privacy Practices. 

Patient Signature 

Please list any members of your family that you would like to include: 

* If you are not th
_e patient but are the authorized representative for this patient please fill this part out*

Signature of Authorized Rep for patient: 
------------

Relationship to patient: _______ _ 

Date: 
-----------
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