
 

 

 

 
Welcome to Our Practice 
We are committed to providing you with excellent dental care in a comfortable and professional 

environment. You deserve a skilled, experienced dental team that can help you ensure great oral 

health. The following information is provided to introduce you to our practice and our policies.  

Appointments  
Appointments are scheduled so that we can provide efficient and relaxed care for each patient. We 

make every effort to honor time commitments, and we appreciate patients extending us the same 

courtesy. We ask that you arrive On Time for your appointments. If you arrive 15 minutes or 

later, we reserve the right break your appointment and reschedule. We want to ensure that we 

have adequate time to treat your needs and our other patient’s needs as well. Patients are given 2 to 3 

days advanced notice of their appointment by phone call or email. (We also mail out post cards 2 

weeks in advance for hygiene appointments.) We kindly ask that you confirm your appointment 

at least 48 hours in advance by phone.  

Continuing Care 
Auburn Opelika Dental is focused on prevention and maintaining optimum oral health. We 

recommend comprehensive treatment and continuing care on an appropriate recall schedule.  

Urgent Care After Hours 
We accommodate patients of record who experience dental emergencies after hours. A patient of 

record is one that has been seen and treated by Dr. Adams in the office in the last 12 months. If you 

are a patient of record and experience a true dental emergency, you can call the office at 334-745-

6295 and leave a message on the answering machine. The messages are checked at 8PM each week 

night after normal office hours have ended, and at 10AM and 8PM Friday-Sunday. An after-hours 

fee may be charged.  

Children and Adolescents 
We see children of all ages. Parents are welcome to accompany their children in the operatories. We 

require that parents remain in the office with children under the age of 18 for the entire appointment. 

Failure to comply may result in the appointment being rescheduled.  

Cancellations and Missed Appointments 
Auburn Opelika Dental requires 48 hours advance notice of a cancellation; because instruments, 

chairs, and personnel are reserved exclusively for your appointment. Patients who do not provide a 

48-hour notice of a cancellation or do not present for a scheduled appointment may be charged a fee. 

Patients who fail to present for a second appointment without a 48-hour notice may be charged a 

$50.00 No Show Fee. Patients who have 2 or more broken appointments will be charged a $50.00 

Reservation Fee to hold their next appointment. (If you come in for the appointment, we will gladly 

use that reservation fee towards copays or refund the fee.) While we do understand that true 

emergencies may happen, we ask that you try to provide as much notice as possible if you will be 

unable to make it to your appointment due to a true emergency. We will work with you, if you allow 

us the opportunity.  

 

Thank you for allowing us the opportunity to be your Dental Practice! 

 

Dr. Adams and Staff 

 



 

 

 

 
Financial Agreement 

We recommend that you contact our office prior to your appointment to provide us with insurance 

information for verification of benefits. We accept most major dental insurances and will file most claims 

for you as a courtesy. Our goal is to provide the highest quality of dental care possible and to have clear 

communication of our financial policy. Please see the guidelines below: 

All Accounts are due and payable PRIOR to services being rendered. If a procedure requires multiple 

appointments, payment is required in full prior to the start of that procedure. If you think you have a 

credit on your account, please contact the office manager. Checks for credits are cut at the end of the 

month in which insurance pays for the procedures. 

Payment Options include: Cash, Check, Master Card, Visa, Novus/Discover, Care Credit, and Credit Card 

Authorization for recurring charges with the following conditions:  

1. Treatment must exceed $200  

2. Plan must not exceed 4 months 

3. Please speak with the Office Manager about Pre-Payment Plans for treatment over $200.00.  

 

Patients with Insurance: We will bill your insurance as a courtesy. The PATIENT is responsible for 

the ESTIMATED non-covered portion to include copayments, procedures and/or deductibles 

PRIOR to services being rendered. Your benefits are a contract between you, your employer, and 

the benefits company. Therefore, we are not a party to that contract. If the insurance company does 

not pay after 60 days, we will bill you directly for the full balance. 

 

• Patients who will not be paying for their treatment themselves must make PRIOR arrangements 

for payment (cash, check or credit card authorizations.) 

• Parents of children under the age of 18, or whose children are on their insurance policy are 

financially responsible for payment.  

• 18% annual interest is charged for any unpaid balance. A $15 fee is charged for nonpayment.  

• There is a $30.00 processing charge for non-sufficient funds or returned checks.  

• Records can be viewed at any time. There is a $20.00 charge for release or copies of records. 

 

Auburn Opelika Dental requires 48 hours advance notice of a cancellation because instruments, chairs, 

and personnel are reserved exclusively for your appointment. Patients who do not provide a 48-hour 

notice of a cancellation or who do not present for a scheduled appointment may be charged a fee. Patients 

who fail to present for a second appointment without a 48- hour notice may be charged a $50.00 No Show 

Fee. Patients who have 2 or more broken appointments will be charged a $50.00 Reservation Fee to hold 

their next appointment. (If you come in for the appointment, we will gladly use that reservation fee 

towards copays or refund the fee.) While we understand that true emergencies may happen, we ask that 

you try to provide as much notice as possible, if you will be unable to make it to your appointment due to 

a true emergency. 

 

I, ________________________________________, agree to these financial terms and the 

cancellation policy.  

 

Signature  _________________________________________  Date ______________ 
 



 

 

 

I,____________________________________, consent to be a patient at the above-named 

practice and agree to a radiographic and clinical examination. I also understand and consent to 

the following: 

1. During the course of treatment, I may undergo procedures in all phases of dentistry 

including periodontics (gum treatment and surgery), oral surgery, endodontics (root 

canals), fixed and removable prosthodontics (crowns, bridges, and dentures), implant 

dentistry, restorative dentistry, temporomandibular disorder treatment, sleep apnea 

treatment, oral pathology, pediatric dentistry, and radiography.  

 

2. I will provide a thorough and complete medical history, supply a full list of my 

medications with dosages, and consent to my dentist communication with my other 

medical practitioners to inquire about any aspect of my health history.  

 

3. No guarantees can be made about treatment outcomes, restoration longevity, or 

prognoses. I understand that any branch of medicine, including dentistry, can 

involve unanticipated results.  

 

4. I will pay in full any cost of treatment or insurance copayments according to the 

office financial policy. I understand that even if an insurance pre-estimate is given or a 

procedure has been preapproved, I am responsible for any costs that my insurance does 

not cover.  

 

5. My treatment plan may change at any time and I will do my best to approach my dental 

care with optimism and open communication with my dentist, hygienist, and dental office 

staff.  

 

6. I am welcome to ask questions about any aspects of my dental care and will request 

information if I am confused or need more information. I am responsible for clarifying 

any aspects of my treatment that I am unsure about. 
 

__________________________________                                                             ____________________ 

Patient or Guardian Name        Date 

 

__________________________________                                                             ____________________ 

Witness          Date 



 

 

 

 

Patient Information 

 
Name: ________________________Preferred Name: ___________________ 

Home Address: __________________________________________________ 

City, State, Zip: __________________________________________________  

Home:(       ) ____-____Work:(       )___-_____ Mobile:(     )____-_____  

Email: ____________________________________       Sex: (circle) M / F   

Birth Date: ____ /____ /______            SS# ________/_____/_________  

Family Status (circle):     Single      Married      Divorced      Child  

Spouse’s Name: _________________ Spouse’s Phone:(        )______-________ 

In the event of an emergency, whom should we contact?  

Name ___________________________ Relationship_______________ 

Phone Number: (          )_______-__________ 

What is the best way to communicate with you?  

(Circle)   Home Phone  Mobile Phone  Text   Email 

How did you hear about our office? _____________________________________ 

Who is Responsible for the Account?___________________________________ 

Relationship to patient (Circle):   Self   Spouse   Parent  Other:________________ 

Home Address: ________________________City, State, Zip:_________________ 

Home:(      )____-_____ Mobile:(       )____-____ Email:_____________________ 

Birth Date: ____ /____ /_______          SS# ________/_____/_________ 

Insurance Information (Primary)  

Name of Insured: ____________________________________________________ 

Relationship to patient: ______________ Insured Birth Date: ____ /____ /_______ 

Insurance Plan Name: ________________________________________________ 

Insurance Co Phone #: ________________________________________________ 

ID #: ______________________________________ Group#: ________________  

(Secondary): _______________________________________________________ 

__________________________________________________________________ 

Employment Information  

Employer Name: ____________________________________________________ 

Address: __________________________City, State, Zip:____________________ 

Phone: _______________________ 



 

 

 

Medical History 

Patient Name: _____________________________ DOB: _______________________ 

1. Medical Physician: _______________________ Office Phone#_________________  

Date of last Visit: __________________________ 

2. Have you ever been hospitalized (if yes, explain below)? Yes No 

_______________________________________________________________________ 

3. Have you been under the care of a medical doctor during the past two years? Yes     No    

If yes, what for? __________________________________________________________ 

4. Have you ever had any excessive bleeding requiring special treatment?  

Yes          No  

5. Women: Are you pregnant/trying to get pregnant/breast feeding?  

Yes          No 

6. Are you allergic to or have you had an allergic reaction to any of the following 

(please circle if yes): 

Local Anesthetic Codeine Latex  Acrylic  Metals  Penicillin  

Sulfa Drugs   Please list if other allergies:_____________________________ 

______________________________________________________________________ 

7. Are you taking or have you ever taken any of the following medications (please circle 

if yes): Fosamax,   Actonel,   Boniva,   Aredia,   Reclast,   or    Zometa 

 If so, for how long? ______________ When did you stop? _____________________ 

8. Pharmacy of Choice: ____________________ Phone #:______________________ 

9. Please provide a complete list of Medications that you are currently taking: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 



 

 

 

 

10. Please CIRCLE YES or NO for the following. If detailed explanation is 

warranted, please include a brief statement at the bottom of the page.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chest Pains                  Yes No 

 
Heart Valve Replacement 

                                    Yes      No   

Hives/Skin Rashes  

                                      Yes No 

Heart Failure              Yes No High Blood Pressure 

                                    Yes  No  

Stroke                           Yes No  

 

Heart Disease              Yes No Emphysema               Yes No  

Shortness of Breath  Yes No 

Epilepsy/Seizures         Yes No  

Heart Attack               Yes No  Sinus Trouble            Yes No  Fainting/Dizziness        Yes No  

Heart Surgery            Yes No  Asthma                      Yes No Kidney Disease              Yes No 

Pacemaker                  Yes No Tuberculosis              Yes No Diabetes                          Yes No 

Rheumatic Fever       Yes No  

  
Sickle Cell Disease     Yes No   Anemia                            Yes No  

Bruise Easily                   Yes No 

Hay Fever                   Yes No Acid Reflux                 Yes   No  Liver Disease                  Yes No  

Persistent Cough        Yes No  

 
Ulcers                           Yes No 

 
Thyroid Disease              Yes No  

 

Herpes                         Yes No 

 

Cold Sores                   Yes No  

 

Blood Transfusion          Yes No 

 

HIV+, AIDS, ARC 

(Please Circle) 

Arthritis                       Yes No Hx of Dementia               Yes  No  

Hepatitis  A,  B,  C,   D  

 (Please Circle)  

Cancer                          Yes No 

 

Drug Addiction               Yes No  

 

Eating Disorder          Yes No  Chemotherapy              Yes No Mental Health Issues      Yes No 

Tobacco Products       Yes No 

 

Radiation Therapy        Yes No  

 

Alcoholism                       Yes No 

 

Artificial Joints           Yes No 

Which Joint? (Please List) 

____________________ 

Require PreMedication?  

                                       Yes  No  

Transplant                       Yes No  

 

 

Other: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

 



 

 

 

Dental History 

1. Date of last dental exam: _________ Date of last dental x-rays:______________ 

2. Previous dentist's name / location: _____________________________________ 

3. Are you having tooth or gum pain at this time? Yes No 

4. Do you feel nervous about having dental treatment? Yes No 

5. Have you ever had a bad experience in a dental office? Yes No 

6. Do your gums bleed when brushing / flossing? Yes No 

7. Have you ever seen a periodontist? Yes No 

8. Have you ever had a “deep cleaning” (Scaling and Root Planing)? Yes No 

9. Would you like to speak with the Doctor about anything in private? Yes No 

10. Would you be interested in discussing ways to improve your smile? Yes No 

If yes, please explain: ________________________________________________ 

Do you have any of the following dental concerns: (CIRCLE PLEASE) 

Clicking in jaw joint   YES NO         Sensitivity to: Hot Cold Sweets Biting 

Pain in or around your ears YES NO  Swelling Bleeding Gums   YES  NO  

Difficulty opening or closing YES NO   Bad Taste AND/OR Bad Breath 

Difficulty chewing     YES NO    Food Catching  Tooth Pain 

Diagnosis of TMJ/TMD    YES NO                    Clenching OR Grinding                      

History of trauma to jaw or face YES   NO  

Other: ___________________________________________________________ 

I understand the importance of a truthful health history and realize that incomplete information 

may have an adverse effect on my treatment. To the best of my knowledge, the information 

provided is complete and accurate. 

Signature: ___________________________________ Date: ___________________________ 

 



 

 

 

RECORD RELEASE FORM 

I, _______________________________________ request the release of dental 

records relevant to dental treatment, or copies of such, and request that they be 

transferred to:  

Auburn Opelika Dental C/O Dr. Abigail N. Adams  

1610 Second Ave   Opelika, AL 36801  

Please email x-rays and records to:  auburnopelikadental@gmail.com  

Name of Patient: ___________________________________________________  

Date of Birth: ______________________________________________________ 

Records being requested:   

(     ) Current radiographs (       ) Dental Health Status   (      ) Reports             

(     ) Diagnostic Casts     (       ) Treatment Record       (       ) Charts  

(      ) Health History      (        ) Prescription Record   (       ) Photos 

(      ) Other:_______________________________________________________  

 

Signature of Parent/Guardian: ________________________________________  

Date: _____________________________________________________________ 

 

Previous Dental Practice and Dentist: ____________________________________ 

Phone Number: _____________________________________________________ 

 

(If you have seen another dentist in the last 4 years, please fill this out so that 

we may request your x-rays and records and you are not subject to additional 

charges for retaking your xrays.) 

 

mailto:auburnopelikadental@gmail.com


 

 

 

 

X-Rays for Educational Purposes 

I do hereby authorize and consent to the use of certain photographs/x-rays of me taken by 

Abigail Adams, DMD, LLC dba Auburn Opelika Dental. I hereby grant them permission to 

reproduce, publish, print, use and distribute copies of such photographs/xrays either in an 

official medical publication or in the form of prints, slides, or film for use in connection with 

articles and lectures dealing with jaw or dental disorders. I specifically waive any claim for 

invasion of my persona privacy, which might accrue to me on account of the use of such 

pictures without my express consent in each instance. NO FULL FACE OR IDENTIFYING PHOTOS 

WILL BE USED WITHOUT YOUR EXPRESSED CONSENT FOR EACH ONE.  

Please initial one of the following: 

_____ I DO NOT CONSENT to the use of slides or photography for use in dental education or 
publications. 

_____ I DO CONSENT to the use of slides or photographs for the use in dental education or 
publications. 

_____ I DO CONSENT to the use of slides or photography EXCEPT FULL FACE OR IDENTIFYING 
VIEWS.  

Signature: ____________________________   Date: ______________________ 

 

Social Media Release Consent 

This consent authorizes Abigail N. Adams, DMD, LLC dba Auburn Opelika Dental to use print, 

photographs, x-rays and any other form of media material for the purpose of educational, 

informational, and promotional purposes. Images may be used in, but not limited to, 

newspaper articles, Facebook posts, Instagram posts, Twitter posts, advertising listings, 

websites, and web listings. The media release will be kept in the patient’s chart as reference for 

patient’s approval. Please initial below:  

_________ APPROVAL                                                           ________ DENIAL  

 

Signature: ________________________           DATE:_______________________ 


