
Dear Patient, 
 

My staff and I extend a very warm welcome to our office. We are 
pleased you have selected us to care for your dental needs. We also 
are committed to providing you with the highest quality dental 
health care in the most gentle, efficient, and enthusiastic manner 
possible. We believe that achieving and maintaining a healthy oral 
condition takes a team effort and that you play as big a role as we 
do in reaching that mutual goal. So, YOU can expect to be actively 
involved in your treatment outcome. 

Enclosed you will find Patient Registration, Dental History, Medical History and HIPPA 
forms. Please complete all forms and send them back in the enclosed stamped envelope or 
bring them with you to your appointment. If you have dental insurance, please enclose a copy 
of both sides of your insurance card or be sure to bring it with you. 

The first visit will include: 
• A thorough examination of your teeth, gums, and other soft tissues; 
• An oral cancer and blood pressure screening; 
• A bite alignment evaluation; 
• Necessary radiographs (x-rays) for proper diagnosis of your dental needs 

Radiographs from another dental office will be accepted if less than one year old and 
they are diagnostic quality; 

• Review of medical history 
We ask that you bring a copy of all medications you are currently taking; 
We also ask that you contact your primary care physician with regard to any 
premedication that may be necessary and have them prescribe your necessary 
medication if needed. 

Please note: Your cleaning appointment will be scheduled once your needs have been assessed. 

Using our findings from the exam, we will determine a treatment plan and go over it together 
at a second appointment. In addition to treatment, we can discuss a financial plan. If you have 
insurance, we ask that you pay your estimated portion on the day treatment is complete. If you 
do not have insurance, we ask that you pay for services in full on that day. For your 
convenience, we accept Visa, MC, Discover, and other 3rd party financing (eg. Care Credit). 

Except for emergency situations, you can expect us to be on time for you. We appreciate 
the same courtesy. No charge will be made for rescheduling your appointment, provided you 
allow us 48 hours advance notice so that your time may be given to another patient.  

Please feel free to visit our website (www.LorainCosmeticDentist.com) or call us if you have 
any additional questions. We are looking forward to a relaxed and pleasant visit with you 
 
Toothfully yours,  
 
 
Thomas G. Leatherman DDS & Staff 

 





Patient Name  ___________________________________________________________ 

 
 

 

 

Emergency Contact 
In the Event of an Emergency : 
Who should we contact?___________________________ 
Relation _________________________ 
Home Phone # (     )_________________________  
Work Phone # (     )____________________ 
Cell Phone #    (     )_________________________ 
 
Who is your Medical Doctor?________________________
 Medical Doctor’s Phone # (     )_______________ 
 

Dental Information 
Who should we thank for referring you? _________________________________ 
Reason for Dental Appointment: �Exam �Emergency �Consultation  
 
Are you in pain? �NO �YES How long?________________________________ 
 
Please indicate any of the following problems: 

q Discomfort, clicking or popping in jaw 
q Red, swollen, or bleeding gums  
q Sensitive tooth, teeth, or gums   
q Blisters/Sores in or around the mouth  
q Lost/Broken Fillings 
q Teeth Grinding  
q Ringing in Ears 
q Broken/Chipped tooth  
q Stained Teeth 
q Locking Jaw  
q Bad Breath  
q Other  _________________________________________________ 

 
Do you wear a partial and or a denture? �NO �YES How long?_____________ 
Do you require Pre-Medication before a dental procedure? �NO �YES Reason ________________ 
Previous Dentist__________________________________ 
Last Dental Examination__________________ Last Cleaning ________________________ 
Last Dental x-rays   Bitewings____________   Panoramic ___________ Other ______________ 
How many times a day do you brush your teeth? _____________________ 
How many times a week do your floss your teeth? ____________________ 
Have you ever been told you have periodontal “gum” disease?   �NO �YES 
Have you ever been treated for periodontal disease?     �NO �YES 
What type of toothbrush do you use? �Soft �Medium �Hard �Electric 
How would you rate your smile?   1  2  3  4  5  6  7  8  9  10  (10=perfect) 
Have you ever bleached your teeth? �NO �YES How long ago? ___________________ 
Do you Snore / have you been told you have Sleep Apnea? ?    �NO �YES 
Have you used a CPap (Sleep Apnea) Device? �NO �YES Do you use it?  �NO �YES 

We invite you to discuss with us any questions regarding our services. The best Dental health services are based 
on a friendly, mutual understanding between provider and patient.  
Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have 

been made with the business manager.  
If account is not paid within 90 days of the date of service and no financial arrangements have been made; you 

will be responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in 
collecting your account 
I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize 

the provider to release any information required to process insurance claims.  
I understand the above information and guarantee this form was completed correctly to the best of my 

knowledge and understand it is my responsibility to inform this office of any changes to the information I have 
provided.  
 
Signature __________________________________ Date ________________ 
 
 Photography Agreement 
Thomas G. Leatherman, DDS often takes photographs for purposes of case documentation, laboratory 

communication, continuing education, lectures, slide presentations, and various dental/and other articles or 
publications.  
I herby grant permission the use of any and all photography and x-rays to Doctor Thomas G. Leatherman DDS for 

the purposes stated above. I also acknowledge that this is done voluntarily and without compensation. 
 
Signature __________________________________ Date ________________ 
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 Thomas G Leatherman DDS, Inc 

 CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION 

 SECTION A:  PATIENT GIVING CONSENT 
 
 Name:    

Address:    

Telephone:                 E-mail:    

Social Security Number:   ____________________ 

SECTION B:  TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, 
payment activities, and healthcare operations. 

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.  Our Notice 
provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health 
information, and of other important matters about your protected health information.  A copy of our Notice accompanies this Consent.  We encourage you to 
read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy practices, we will issue a 
revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

Contact Person: Thomas G Leatherman DDS Telephone:   440-233-8521 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact 
Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received 
your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent. 

SIGNATURE 

I, (print  name) ______________________________________________, have had full opportunity to read and consider the contents of this Consent 
form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my 
protected health information to carry out treatment, payment activities and heath care operations. 

Signature:                   Date:    

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:    

Relationship to Patient:    

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 
Include completed Consent in the patient’s chart. 

REVOCATION OF CONSENT 

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare operations. 

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice of 
Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent. 

Signature:                Date:    

© 2002 American Dental Association 
All Rights Reserved 

Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires the prior written 
approval of the American Dental Association. 
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