Narducci Dental Group, P.A. Welcomes You to Our
Dental Family
We at the Narducci Dental Group, P.A. and affiliated offices wish to take a moment to welcome you to your new
Dental Home. Our philosophy is to practice dentistry the way it was meant to be practiced; as an art,
implementing knowledge, thought, creativity, and detail into the entire patient experience. Thank you for
choosing us as your patient centered office. We look forward to helping you perfect your smile!

OUR PATIENT COMMITMENT
•
•
•
•
•
•
•

Provide each Patient a “WOW” Experience
Provide Comprehensive Dental Care
Provide Outstanding Clinicians
Provide Additional Experienced Customer Support
Provide State of The Art Facilities
Provide Expert Second Opinions
Provide Payment Options, Ensuring Your Dental Health Takes Priority.

We wanted to provide a list for you of what to bring to your first appointment:
•
•
•
•
•
•

Completed New Patient Packet
Your Photo ID
Parent or Legal Guardian must be present at initial visit along with their ID if bringing a Minor
All Dental Insurance Cards (if you have one), group number, member ID# or SS# for all policy holders
Date of birth for policy holders
Medical Insurance Cards

If you have any additional questions prior to your appointment, please do not hesitate to call us at: 904.998.7000
Thank you and we look forward to serving you,
Nicholas A. Narducci, DMD, MAGD, MBA
Vice President, Clinical Affairs
Master of the Academy of General Dentistry
INVISALIGN Premier Preferred Provider

DENTISTRY REVOLUTIONIZED

DESIGNING SMILES, TOUCHING LIVES, AND SETTING THE STANDARD FOR TODAY’S DENTISTRY

TIME 05:39 PM

DATE 2/4/2015

PATIENT REGISTRATION
ID:

Chart ID:

First Name:
Patient Is:

Last Name:
Policy Holder

Responsible Party

Middle Initial:

Preferred Name:

Responsible Party ( if someone other than the patient )
First Name:

Last Name:

Address:

Middle Initial:

Address 2:

City, State, Zip:

Pager:

Home
Phone:

Work Phone:

Birth Date:

Soc Sec:

Ext:

Cellular:
Drivers Lic:

Responsible Party is also a Policy Holder for Patient

Primary Insurance Policy Holder

Secondary Insurance Policy Holder

Patient Information
Address:

Address 2:
State / Zip:

City:
Home
Phone:
Sex:

Pager:

Work Phone:
Male

Female

Ext:
Marital Status:

Birth Date:

Age:

Married

Single

Cellular:

Divorced

Soc Sec:

E-mail:

Separated

Widowed

Drivers Lic:

I would like to receive correspondences via e-mail.
Section 2

Section 3

Employment
Status:

Full Time

Part Time

Student Status:

Full Time

Part Time

Referred By
Previous Dentist
Last Dental Exam

Retired

Medicaid ID:

Pref. Dentist:

Employer ID:

Pref. Pharmacy:

Carrier ID:

Pref. Hyg:

Last Dental Cleaning
Type of Cleaning
Pain or Problems

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:

Relationship to Insured:

Spouse

Child

Other

Self

Spouse

Child

Other

Insured Birth Date:

Employer:

Ins. Company:

Address:

Address:

Address 2:

Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Self

Rem. Deduct:

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:

Relationship to Insured:
Insured Birth Date:

Employer:

Ins. Company:

Address:

Address:

Address 2:

Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

OFFICE POLICY AGREEMENT
MINOR CONSENT FORM, If applicable:

Consent to receive dental treatment: I hereby consent and authorize the doctors and staff members to examine,
clean and provide dental treatment to my child. I further consent and authorize the taking of dental x-rays, as they
may be considered necessary to diagnose and/or treat my child.
Minor Drop-Off Consent: In the event I drop off my minor child to receive dental services, I hereby consent the
doctors and staff, to clean and provide dental treatment to my child. I have listed a contact person to be reached
in case of emergency below:

Name

Phone

Relationship

FINANCIAL POLICY

I acknowledge that payment is due at the time of treatment, unless other arrangements are made. I acknowledge
that all financially responsible parties are to be present for all treatment planning and financial estimates. I agree
that parents/guardians are responsible for all fees and services rendered for treatment of a minor/child. I accept
full financial responsibility for all charges not covered by insurance. In the event my account balance remains
unpaid in excess of 90 days, I understand that my account will be turned over to a collections agency. I accept full
responsibility for all administrative costs and legal fees associated with the collections process. I agree to
reimburse the fees of any collection agency, which may be based on a percentage at a maximum of 54% of the
debt, and all costs and expenses, including reasonable attorney’s fees that the dental office incurs in such
collection efforts.
I understand that there is a broken appointment policy and I may be charged $40, unless I notify the office within 2
business days of my cancellation.
For your convenience our office takes personal checks. However, I understand a $50 fee will be applied to my
account for a bounced check (NSF) and from that point forward, personal checks will no longer be acceptable form
of payment.

ASSIGNMENT AND RELEASE

I, the undersigned, have insurance with ______________________ and I authorize my insurance company to
assign benefits directly to my dental provider, if any, otherwise payable to me for services rendered. I understand
that I am financially responsible for all charges whether or not paid by insurance within 30 days from the date of
service. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I
authorize the use of this signature on all my insurance submissions whether manual or electronic.

WAIVER OF JURY TRIAL

By signing below, I hereto irrevocably waive any and all right to trial by jury in any legal proceeding arising out of or
related to this agreement or any treatment services provided by offices affiliated with Narducci Dental Group, P.A.,
its associates, shareholders, and employees. The scope of this waiver is intended to be all-encompassing of any
and all disputes that may be filed in any court and that relate to the subject matter of this agreement.
By signing below, I accept the above terms set forth by the dental office and acknowledge full understanding of
said terms.

Signature

Date

INFORMED CONSENT FORM FOR GENERAL DENTAL PROCEDURES
You the patient have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting to treatment,
you should carefully consider the anticipated benefits and commonly known risks of the recommended procedure, alternative
treatments, or the option of no treatment. By consenting to treatment, you are acknowledging your willingness to accept known
risks and complications, no matter how slight the probability of occurrence.
It is very important that you follow your dentist’s advice and recommendations regarding medication, pre and post treatment
instruction, referrals to other dentists or specialist, and return for scheduled appointments. If you fail to follow the advice of your
dentist, you may increase the chances of a poor outcome. The patient is an important part of the treatment team. In addition to
complying with the instructions given to you by this office, it is important to report any problems or complications you experience so
they can be addressed by your dentist.
Certain heart conditions may create a risk of serious or fatal complications. If you (or a minor patient) have a heart condition, advise
your dentist immediately so your physician can be consulted if necessary.
If you are a woman on oral birth control medication you must consider the fact that antibiotics might make oral birth control less
effective. Please consult with your physician before relying on oral birth control medication if your dentist prescribes, or if you are
taking antibiotics.
As with all surgery, there are commonly known risks and potential complications associated with dental treatment. No one can
guarantee the success of the recommended treatment, or that you will not experience a complication or less than optimal result.
Even though many of these complications are rare, they can and do occur occasionally.
Some of the more commonly known risks and complications of treatment include, but are not limited to the following:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Pain, swelling, and discomfort after treatment.
Infection in need of medication, follow-up procedure or other treatment.
Temporary, or on rare occasion, permanent numbness, pain, tingling or altered sensation of the lip, face, chin, gums, and
tongue along with possible loss of taste.
Damage to adjacent teeth, restorations, or gums.
Possible deterioration of your condition which may result in tooth loss.
The need for replacement of restoration, implants or other appliances in the future.
An altered bite in need of adjustment.
Possible injury to the jaw and related structures requiring follow up care and treatment, or consultation by a dental
specialist.
Root tip, bone fragment or a piece of dental instrument may be left in your body, and may have to be to be removed at a
later time if symptoms developed.
Jaw fracture.
If upper teeth are treated, there is a chance of a sinus infection or opening between the mouth and sinus cavity resulting in
infection or the need for future treatment.
Allergic reaction to anesthetic or medication.
Need for follow up treatment, including surgery.

This form is intended to provide you with an overview of potential risks and complications. Please discuss the potential benefits,
risks, and complications of recommended treatment with your dentist. Be certain all of your concerns have been addressed to your
satisfaction by your dentist before commencing treatment.
__________________________________________________
Patient Signature
Date

________________________________________________
Minor (Patient Signature)
Date

__________________________________________________
Print Patient Name

________________________________________________
Parent/Legal Guardian
Date

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I, ______________________________________, hereby acknowledge that I have received and
reviewed a copy of Narducci Dental Group, P.A., and affiliated dental practices HIPAA Notice of
Privacy Practices.
I understand that Narducci Dental Group, P.A., and affiliated dental practices HIPAA Notice of
Privacy Practices may change periodically and that I am entitled to receive a copy of Narducci
Dental Group, P.A., and affiliated dental practices revised HIPAA Notice of Privacy Practices
upon request.
I understand that, if I have questions about Narducci Dental Group, P.A., and affiliated dental
practices HIPAA Notice of Privacy Practices, I may contact Narducci Dental Group, P.A., at (904)
998-7000.
I understand that it is my right to refuse to sign this Acknowledgement should I so choose, and
that Narducci Dental Group, P.A. and affiliated dental practices will not refuse treatment to me if I
refuse to sign this Acknowledgement.
I further understand that I may contact the Secretary of the U.S. Department of Health and
Human Services should I have concerns regarding Narducci Dental Group, P.A. and affiliated
dental practices privacy policies and procedures. For information on how to contact the U.S.
Department of Health and Human Services, please ask Narducci Dental Group, P.A., at (904)
998-7000, noted above, for assistance.

______________________________
Patient Signature

______________________________
Date

FOR OFFICE USE ONLY
As privacy officer, I attempted to obtain the patient’s (or representative’s) signature on this
Acknowledgment but did not because:
 Refusal to sign Acknowledgement on __________________________, 20______.
 Communications barriers prohibited us from obtaining a signed Acknowledgement.
 An emergency situation prohibited us from obtaining a signed Acknowledgement.
 Other (Describe):____________________________________________________

Date Received

By

Patient ID

DISCLOSURE

BISPHOSPHONATE THERAPY AND CONSENT TO CONSERVATIVE SURGICAL AND NON-SURGICAL THERAPY.
Bisphosphonates are a type of drug given to millions of Americans to treat osteoporosis or as part of cancer treatment, namely for
breast cancer, lung cancer, prostate cancer, multiple myloma, Paget’s disease of the bone, alveolar necrosis of the bone or postmenopausal osteoporosis. They are sometimes given orally and other times are given through people’s veins. Some of the common
names include but are not limited to:
Actonel (Risedronate)
Bonefos (Clodronate)
Fosamax (Alendronate)
Fosamaz Plus D (Alendronate)
Aredia (Pamidronate)
Didronel (Etidronate)

Boniva (Ibandronate)
Ostac
Skelid (Tiludronate)
Zometa (Zolendronic Acid)
Pamidronate

In rare instances, some people on these drugs have developed a condition called Osteonecrosis of the jaw, which results in
severe damage to or loss of the jaw bone. Symptoms include but are not limited to pain, swelling or infection of the gums
or jaw, gums that are not healing, loose teeth, numbness or a heavy feeling in the jaw, drainage and exposed bone. There is
no proven treatment to fix this problem.
Accordingly, patients on these drugs should know the risks, benefits, and alternatives of invasive dental procedures. If a
patient is on Bisphosphonates, your dentists, follows special procedures to promote the safety of the patient. It is very
important that you let the dentist know whether you are taking any medications, particularly a Bisphosphonates drug, or if
you have ever taken a Bisphosphonate drug. If you are not sure if the drugs you are taking are Bisphosphonates, ask the
dentist. You have a duty and responsibility to tell the dentist all the drugs that you take.

I hereby disclose that:
______ YES, I AM on a Bisphosphonate or have taken one in the past. It is called:____________________________
I have taken this medication for:_______________________________________ (Amount of time)
______ NO, I am NOT on any Bisphosphonates and have never taken or been given Bisphosphonates.

_____________________________
PRINT NAME

_____________________________
SIGNATURE

_________________
DATE

IF YOU CHECKED “YES” ABOVE, COMPLETE THE FOLLOWING:
I UNDERSTAND THAT THE COMPLICATION STATED ABOVE CAN HAPPEN WITH SURGICAL AND NON-SURGICAL
TREATMENT, AS WELL AS, SPONTANEOUSLY AND AGREE TO PROCEED WITH THE RECOMMENDED TREATMENT:

_____________________________
PRINT NAME

_____________________________
SIGNATURE

________________
DATE

