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NORTH MAIN DENTAL
Jeanne P. Strathearn, DDS

12 North Main Street, Suite 101
West Hartford, CT  06107

860-236-4249

Patient Information 

Name _________________________________________________________________________________Date ___________________
First Middle Last

What do you preferred to be called?  _________________________

Address_____________________________________________City____________________________ State______ Zip_____________

Cell #__________________ Home phone__________________Soc. Security #____________________ Birthdate__________________

Email___________________________________________________ Remind me of my appointments by  � Email only��phone only?

     ��Email AND phone

Check Appropriate Box �Minor       �Single       �Married      �Divorced       �Widowed   ��Separated

If college student, F.T/P.T., name of school ___________________________________City_______________________ State________

Spouse or parent’s name___________________________________

Whom may we thank for referring you? ____________________________________________________________________________

Person to contact in case of an emergency_______________________________________________ Phone_____________________

FULL PAYMENT IS EXPECTED WHEN SERVICES ARE RENDERED.  If you have questions on your suggested treatment plan or the 
choice of payment options, please do not hesitate to ask.  We are here to help you get the dentistry you want and need.

Insurance Information

Name of insured________________________________________________________ Relationship to patient_____________________

Birthdate ______________________________ Soc. Security # __________________________________________________________

Name of employer _____________________________Union or local # _________________Work phone_________________________

Employer address _____________________________City _________________________________State________ Zip_____________

Insurance Co._________________________________ Grp. #____________________Policy/I.D.#______________________________

Do you have any additional dental insurance �Yes �No      If yes, complete the following:

Name of insured________________________________ Soc. Security #_______________________

Name of employer_______________________________ Union or local # _________________Work phone ______________________

Employer address _______________________________City _________________________State_____________ Zip______________

Insurance Co.________________________________ Grp. #_________________________ Policy/I.D. #_________________________

Ins. Co. address_______________________________ City__________________________ State_____________ Zip______________

X
    Signature of patient (or parent, if minor) 





General Consent for Dental Treatment by: Dr. Jeanne P. Strathearn, DDS, 12 North Main Street, West 
Hartford, CT

I voluntarily request Dr. Jeanne P. Strathearn, and her technical assistants to provide dental and oral hygiene
services, as Dr. Strathearn deems advisable.  I understand that I will receive an oral examination and may 
have some x-rays and other diagnostic tests.  Dr. Strathearn may discover or diagnose oral or dental 
conditions that may require additional treatments and procedures.  Dr. Strathearn or the dental hygienist may 
clean and scale my teeth both for the purposes of diagnosis and treatment, and for the maintenance of good 
oral hygiene.

I understand that certain treatments and procedures may cause discomfort.  I consent to the use of topical and 
injected local anesthetic agents in connection with some dental procedures and treatments.  I might experience 
numbness and/or tingling after the use of these anesthetic agents.  Anesthetic agents may have side effects 
and may cause additional risks and hazards.

I understand that certain treatments and procedures may involve the use of chemical substances and the 
administration of medicines, both prescription and non-prescription.  These substances and medicines may 
have unpleasant or unusual tastes or may have side effects.  Certain treatments and procedures, especially
those involving surgery, may disturb or injure tissues and cause local bleeding.  I may experience swelling, 
bruising, stiffness and tenderness.  Infection is unlikely, but may occur. 

Dr. Strathearn may suggest or recommend that I perform dental and hygiene care at home or that I consult 
with a specialist.  This care is important to my dental health and may affect the outcome of any treatment or 
procedures that are provided in this office.  Regularly scheduled dental care is important to my dental health 
and to the effectiveness and success of provided treatment and procedures.  I understand that dentistry is not 
an exact science and that there are no guarantees or warranties about the effectiveness or results of 
treatment.

I have given Dr. Strathearn a complete medical history.  I have disclosed any medical conditions that may 
cause complications including sensitivities, allergies, pregnancy, HIV, clotting disorders, medications that affect 
clotting, hepatitis, and heart or circulatory conditions.  I can ask Dr. Strathearn questions at any time regarding 
diagnosis, procedures and treatment.  If I do experience any side effects or complications during or after 
treatment, I will tell Dr. Strathearn immediately.

I certify that I have read this form and/or it has been fully explained to me and that I fully understand its 
contents.  I certify that I have had the opportunity to ask questions about the contents of this form and I believe 
that I have enough information to make this informed consent.

Patient Signature:____________________________________________        Date:_______________



NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT 

 I understand that, under the Health Insurance Portability and 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 physicians 

certifications. 
 

I have received, read and understand 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 treatments, payment or health care operations. I also understand you are not 
required to agree to my requested retractions, 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 as documented below.
Date:  ____________  Initials:  _______  Reason:  ________________________________ 



 

CANCELLATION POLICY NOTIFICATION

PLEASE NOTE THE FOLLOWING:

Please call our office at 860-236-4249 as soon as possible if you 
are unable to keep your scheduled appointment.  We ask that you 
give us a minimum of 24 hours notice prior to the appointment 
time with changes and cancellations. Please call our office 
between the hours of 8:00 a.m. and 4:30 p.m. for assistance.  If 
you call us after hours, please leave a message on our answering 
machine.  Message will be returned the following day.

FAILURE TO PROVIDE US WITH A 24-HOUR NOTICE OF AN 
APPOINTMENT CHANGE OR CANCELLATION MAY RESULT 
IN A CHARGE OR DISMISSAL FROM OUR OFFICE.

_____________________________________ DATE: _________
Signature

PRINT NAME:  
_____________________________________________


