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Welcome to our office! We appreciate the confidence and trust that you have placed in us 

and look forward to meeting you personally and professionally. 

 

Our philosophy of care governs everything we do for you. It consists of the following key 

elements: 

 We are truly caring about our patients and want you to feel very comfortable with 

our entire staff. 

 We recognize that each patient is an individual and our goal is to help you retain 

your teeth in comfort, function and esthetics for a lifetime. 

 We work with only one patient at a time, and do not double book. The time that 

you reserve with us is yours and yours alone. 

 We strive to be thorough in everything we do, taking the time to be the best we 

can be. 

 We are esthetics oriented, helping you look your best, while maintaining optimum 

comfort, function and health. 

 

At your first visit, we will take the time to get to know you (and you, us) and discuss your 

dental needs and desires. We will perform a comprehensive dental evaluation and gather 

information to make a customized plan for you. This will take approximately 90 minutes. 

 

Enclosed you will find our new patient information form. Please fill this out and bring it 

with you to your first appointment along a list of any medications that you take. 

 

We look forward to meeting you. 

 

Sincerely, 

 

 

 

Bradley A. Blair, DDS and Staff 

 

P.S. Please visit our website at www.blairdental.com to learn more about us! 



BRADLEY  A.  BLAIR, D.D.S. 

GENERAL  DENTISTRY 

1101 NORTON ROAD 

GALLOWAY, OHIO 43119 

614-878-8303 

614-851-1055 FAX 

 

Welcome to our office.  We appreciate your selection of this office to serve your dental health 

needs.  Our goal is to provide the very best possible dental care for our patients so that each of 

you may maintain optimum dental health throughout your lifetime. Please provide us with the 

following information so that we may get to know you better. 

 

Date_____________________ 

 

Name________________________________________Social Security Number_______________ 

 

Home Address_________________________________City________________Zip____________ 

 

E-Mail Address___________________________________________________________________ 

 

Home Telephone_________________Work_____________________Cell____________________ 

 

Occupation_______________________________Company Name__________________________ 

 

Company Address________________________________________________________________ 

 

By what name do you wish to be called in our office?____________________________________ 

 

Birthday_______________Marital Status___________Name of Spouse______________________ 

 

Whom may we thank for referring you to our office?____________________________________ 

 

Are other family members patients here?______________________________________________ 

 

Who is your medical doctor?________________________________________________________ 

 

What in particular brings you to our office?____________________________________________ 

 

Method of payment: 

 

_______________Payment at time of visit 

_______________Mastercard or Visa 

_______________Dental Insurance.   Name of Insurance Company________________________ 

                                                      Name of Insured__________________________________  

                                                      Birthdate of Insured______________SSN______________ 

                                                      Company Name & Address__________________________ 

 

Do you have Dental Insurance Coverage other than your own?____________________________ 

                                                        Name of Insurance Company_______________________ 

                                                        Name of Insured_________________________________ 

                                                        Birthdate of Insured______________SSN_____________ 

                                                        Company Name & Address_________________________ 



 

 

For our patients with dental insurance, please remember that YOU ARE RESPONSIBLE FOR 

PAYMENT.  Remember too that few insurance companies attempt to cover all dental costs.  Some 

pay fixed allowances for certain procedures, others pay a percentage of the charge.  It is your 

responsibility to pay any deductible, co-insurance, or other balance not paid for by your 

insurance. 

 

DENTAL  HISTORY 

 

Date______________Name________________________________________________________ 

   

Reason for Appointment___________________________________________________________ 

 

Do you desire complete and thorough dental care or treatment of a specific problem only? 

 

 _____________________________________________________________________________ 

 

Have you had regular preventive dental care in the past?________________________________ 

 

When was your last dental appointment?_____________________________________________ 

 

Do you feel that saving your teeth is worth the effort?___________________________________ 

 

Are you satisfied with the appearance of your smile?____________________________________ 

 

If you could change anything about your smile, what would it be?_________________________ 

 

Do you care if metal fillings show?___________________________________________________ 

 

Have you ever had orthodontic treatment (braces)?_____________________________________ 

 

Have you ever had any wisdom teeth removed?________________________________________ 

 

Do you wear a removable partial or denture?______________________Year made____________ 

 

If yes, are you satisfied with it?_____________________________________________________ 

 

Have there ever been any injuries to your mouth?______________________________________ 

 

Are your gums ever sore or do they bleed?____________________________________________ 

 

Do you have any loose teeth?_______________________________________________________ 

 

Have you ever been told that you have gum disease (pyorrhea)?__________________________ 

 

Do you have any sore or sensitive teeth?______________________________________________ 

 

Do you ever notice sounds or pain in the jaw joint?_____________________________________ 

 

Have you ever been told that you have a problem with your bite?__________________________ 

 

Do you clench or grind your teeth?___________________________________________________ 



 

Have you ever had any trouble with previous dental treatment?___________________________ 

 

Do you have any other concerns that we should know about?_____________________________ 

 

 

MEDICAL  HISTORY 

 

Are you in good health?___________________________________________________________ 

 

Are you in the regular care of a physician?____________________________________________ 

 

If so for what?___________________________________________________________________ 

 

Have you been in the hospital in the last 2 years?_______________________________________ 

 

Do you take any medications?______________________________________________________ 

 

Do you use tobacco in any form?_____________________How much?_____________________ 

 

Are you allergic to any medications?_________________________________________________ 

 

Have you ever had any excessive bleeding problems?___________________________________ 

 

Have you ever had a bad reaction to a medication?_____________________________________ 

 

(Women) Are you pregnant now or trying?____________________________________________ 

 

Have you had any of the following: 

 

     Heart Trouble                           Asthma                                      Seizures 

     Fainting                                   Venereal Disease                          Epilepsy 

     Chest Pain                                Diabetes                                    Hepatitis 

     High Blood Pressure                   Heart Attack                              Stroke 

     Heart Murmur                           Liver Disease                              Ulcers 

     Cancer                                     Arthritis                                      Jaundice 

     Kidney Trouble                          Rheumatic Fever                         AIDS 

 

Do you have any other health problems that we should know about?_______________________ 

 

 

Patient’s Signature________________________________________________________________  

       

 

 

 

 

 

 

 

 

 

 



                              Drs Eisenman & Blair 

                                   1101 Norton Road 

                               Galloway, Ohio 43119 
                                    614-878-8303 

 

         NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 

(“HIPAA”), I have certain rights to privacy regarding my protected health information.  I 

understand that this information can and will be used to: 

 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare 

providers who may be involved in that treatment directly and indirectly. 

 Obtain payment from third-party payers. 

 Conduct normal healthcare operations such as quality assessments and physician 

certifications. 

 

I acknowledge that I have received your Notice of Privacy Practices containing a more 

complete description of the uses and disclosures of my health information.  I understand 

that this organization has the right to change its Notice of Privacy Practices from time to 

time and that I may contact this organization at any time at the address above to obtain 

a current copy of the Notice of Privacy Practices. 

 

I understand that I may request in writing that you restrict how my private information 

is used or disclosed to carry out treatment, payment or health care operations.  I also 

understand you are not required to agree to my requested restrictions, but if you do 

agree then you are bound to abide by such restrictions. 

 

Patient Name     _________________________________________________________ 

 

Relationship to Patient   ___________________________________________________ 

 

Signature:   _____________________________________________________________ 

 

Date    _________________________________________________________________ 

 

                                                OFFICE USE ONLY 

 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of 

Privacy Practices Acknowledgement, but was unable to do so as documented below: 

Date:                             Initials:              Reason: 

 

_____________              __________       ____________________________________ 



I favor a cause-oriented

approach to disease
I favor a treatment-oriented

approach to disease

I like to be presented

with fewer options

I like to be presented

with more options

I tend to look at the

details
I tend to look at the

big picture

I prefer long-lasting solutions

which may cost more

I prefer more temporary

solutions at lower cost

I prefer to talk in technical

terms with my dentist

I prefer to talk in

non-technical terms

My insurance largely deter-

mines the extent of my care

I largely determine

the extent of my care

I prefer to wait

until I must act
I usually see no reason

to delay care

I rely more on

self-maintenance

I rely more on professional

maintenance

I like newer and more

modern techniques

I prefer tried and true

methods

I know a great deal about

my dental condition
I know very little about

my dental condition

In order of importance, I generally consider the following benefits (please rank 1 through 7 or 8):

____Comfort ____Appearance ____Peace of Mind

____Function ____Precision

____Durability ____Health ____Other ______________

In order of importance I generally weigh the following costs (please rank 1 through 5 or 6):

____Money ____Time ____Personal Effort

____Physical Discomfort ____Fear / Anxiety ____Other ______________

Tell Us About You...

The better we understand you, the better we can serve you. We don’t like to make assumptions

or guess about what makes you tick. Please make a mark along each scale below to indicate

your opinion or preference.
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Facts About Dental Insurance 

As an optimal-care dental practice, we strongly believe our patients deserve the best possible dental services we 

can provide. In an effort to maintain a high quality of care, we would like to share some facts about dental 

insurance with you. 

Fact #1: Your dental insurance is based upon a contract between your employer and the insurance company. 

Should questions arise regarding your dental insurance benefits, it is best for you to contact your employer or the 

insurance company directly. 

Fact #2: Dental insurance benefits differ greatly from traditional medical health insurance benefits and can vary 

quite a bit from plan to plan. When dental insurance plans first appeared in the early 1970's most plans had a 

yearly maximum of $1000. Today, some 30+ years later, most plans still have an annual maximum of $1000. That 

the premiums remained the same, allowing for a conservative yearly rate of inflation, your yearly plan maximums 

should be in excess of $4500 today. Your premiums have increased, but your benefits have not. Therefore, dental 

insurance was never set-up to cover your services 100%; it is only an aid. 

Fact #3: You may receive a notification from your insurance company stating that dental fees are "higher than 

usual and customary." Insurance companies never reveal how they determine "usual, customary and reasonable" 

(UCR) fees. A recent survey done in the state of Washington found at least eight different UCR fee schedules for 

one zip code in the Seattle area. The fees are somehow determined by taking "a percentage" of an average fee for 

a particular procedure in a geographic area. Average has been defined as "the worst of the best" or "the best of the 

worst." We do not provide average dentistry nor do we charge average fees. 

Fact #4: Many plans tell their participants that they will be covered "up to 80% or up to 100%," but do not 

clearly specify plan fee schedule allowances, annual maximums, or limitations. It is more realistic to expect dental 

insurance to cover 35 to 50 of major services. Remember, the amount a plan pays is determined by how much the 

employer paid for the plan. You get back only what your employer puts in, less the profits of the insurance 

company. 

Fact #5: Many routine dental services are not covered by insurance companies. This does not mean they aren't 

necessary or appropriate, just not covered. 

We feel that dental insurance can be a great benefit for many patients and want you to know we will do everything 

in our power to insure that you get every benefit dollar you are entitled to. However, the treatment we recommend 
and  the fees we charge will always be based on your individual need, not your insurance coverage. The ultimate 

decision as to what will be done and how fast we proceed will always be made by you. Based on your decision, we 

will discuss the total cost of treatment and what assistance you can expect from your dental insurance. 'All 

arrangements are strictly between you and our office. The full responsibility for payment of services rendered will 

always be with you. 






