
ROCHELLE E. HACKLEY DDS, LLC & DENTAL SPA
WE CATER TO COWARDS

WELCOME TO OUR PRACTICE

12230 Rockville Pike, Suite 200-B
Rockville, MD 20852

301-816-3232

  Chart #:                      
FOR OFFICE USE ONLY

Patient Information

Patient Name:                                                                                                                             Date:                       
                                 Last,                First        MI     (Preferred Name)
                                                                                   Gender:                              Marital Status:                               

Social Security #:                                                                       Birth Date:                                                                

Phone (Home):                                 (Work):                                  Ext:                    Best time to call:                           
Cell:_____________________Send txt for appointment reminders: yes_________no_____________

E-mail_________________________Send E-mail for correspondence: yes___________no______________
Address:                                                                                                                                                                     
                            Street                                                                                                                                     Apartment #
                                                                                                                                                              City                                                  
State                                          Zip Code
In Case of Emergency: Contact:_________________________Telephone:______________________Relationship:_________________

Referral Information

Whom may we thank for referring you to our practice?    Another patient, friend    Another patient, relative

       Dental Office _______________________  Yellow Pages  Newspaper  School  Work  Other_____________
               NAME OF OFFICE

Name of person or office referring you to our practice:                                                                                           



Spouse or Responsible Party Information
The following is for:    the patient's spouse     the person responsible for payment

Name:                                                                                                                                                                     
                     Male    Female                                Married    Single    Child    Other                             

Social Security #: ________________________________  Birth Date:                                                               

Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:                       

Address:                                                                                                                                                                
                                  Street                                                                                                                                                                                                         Apartment #

                                                                                                                                                               
                                  City                                                                                                                                                         State                                                 Zip Code

Employment Information
The following is for:    the patient                   the person responsible for payment

Employer Name:                                                                          Occupation:                                                        

Address:                                                                                                                                                                      
                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone

Insurance Information
Primary
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No
                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:                                       

Insured's Address:                                                                                                                                                 
                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name:                                                                                                                                    

              Address:                                                                                                                                                  
                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________

Insurance Plan Name and Address:                                                                                                                        

                                                                                                                     
Secondary
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No
                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:                                       

Insured's Address:                                                                                                                                                 
                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name:                                                                                                                                    

              Address:                                                                                                                                                  
                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________

Insurance Plan Name and Address:                                                                                                                        

                                                                                                                     

Consent for Services
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for the costs incurred in their care and financial 
responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services.  This office 
will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  However, this dental office cannot render 
services on the assumption that our charges will be paid by an insurance company.

If you cannot keep your appointment, please provide at least 48 hours advance notice or you may be charged a cancellation fee.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time said 
services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time 
for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all costs and 
reasonable attorney fees if suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

____________________________________________________  Date: _____________  Relationship to Patient:                                       
Signature of patient, parent or guardian

____________________________________________________  Date: _____________  Relationship to Patient:                                       
Signature of guarantor of payment/responsible party 







Handle Me With Care 
 
 I gag easily. 

 I feel out of control when I am lying down in the dental chair. 

 I have not been to the dentist for a long time and I feel uncomfortable about what will say 

or think about my teeth and my dental hygiene.  

 I know I have bad habits that are causing harm to my dental health. I am afraid I might 

not be able to break them. 

 Pain relief is a top priority to me. 

 I don't like shots, or I've had a bad reaction to shots. 

 Please tell me what I need to know about my mouth so I can make an informed decision. 

 My teeth are very sensitive. 

 I don't like the sound of that tool that makes the picking and scraping noise. 

 I don't like cotton in my mouth. 

 I hate the noise of the drill. 

 I don't like the dental office smells. 

 Please respect my time. I don't want to be left sitting in the reception area. 

 I want to know the cost up front. No money surprises, please. 

 I have difficulty listening and remembering what I hear while sitting in the dental chair. 

 I have health problems and questions that we need to discuss. 

 I don't like being left alone in the treatment area. 

 I have problems with my back. 

 I don't like the chair tipped back too far. 

 I do not like to see dental instruments. 

 I need to talk to you first, without sitting in the dental chair. 

 Other concerns I would like to talk about (Please specify): 
_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 




