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Getting to know you and our practice, the team and your surroundings  
in the office! 

We would like to take this opportunity to thank you for selecting Dr. Goodall and her team to be your dental family.  If 
you are a new patient or an existing patient updating your file please read these forms and ask any questions that you 
like to better understand our policies, procedures and/or treatments available to you and your family. 

Let’s start!  How did you hear about our office and if you are a returning patient or updating please share with us where 
you have been treated if outside of our practice and/or if you have just been a busy bee!   

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________ 

Did you know that Dr. Goodall has the cutting edge in technology and a team with a wealth of knowledge to use them to 
their fullest and best performance?  Her team spends hours training and education to provide you with the greatest 
services.  That’s why from time to time your appointment may need to be changed for the education or a little R&R to 
refresh and energize!  Some of the extras that may interest you and often provide a special discount would be 
whitening, ortho and on a very special occasion we have a Veneer Holiday special!  The Veneer week allows a minimum 
of 4 patients with 6+ Veneers an additional discount arranged by the entire team.  Each year the special may change so 
be sure to enquire about Veneer week with your exam so that you can receive your free consultation with our special 
designer. 

Do you have any dental plans that need to be discussed with our team and to better understand how they work within 
our practice?  If so please provide the name of the plan, employer or self-funded, ID#, Social Security #, plan #, address 
and phone numbers.  We would like to have this information upon your first contact with us so that we can verify and 
gather the information provided to the practice.  Please note we only accept primary insurance and we will do our best 
to help you receive all benefits due to you.  Please read additional financial policy for more information, not all plan 
providers will give all the information we request for your dental appointment and you may be subject to payment.  
Your signature below allows us to contact your plan provider and discuss future treatment.  Your provider will “NOT” 
guarantee any services or payments even if they request a predetermination.  For this reason we do not take the time to 
send in predeterminations and not all services to be performed for the needed treatment may be covered or sent in for 
their non-agreement verification. The estimate provided are based on the information your insurance has provided and 
what is current in their system at the time.  Therefore, your benefits can change within a 12 hour window unbeknownst 
to the practice.  Any and all unpaid balance estimated from the insurance company is your responsibility.  Please be sure 
to sign “YES” on the financial form to move forward with treatment.  Any outstanding balance will be due immediately, 
the practice does not carry a balance for payment plans. 

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________ 

 
__________________________________________________________________________________________________ 
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Self-Pay patients payment is due in full at the time services, treatment or products are purchase.  Dr. Goodall reserves 
the right not to offer a double dip discount with CareCredit, Invisalign, Dentex or any other financial program.  The 
practice accepts Cash, Check (with ID), Visa, M/C, Discover, Amex and CareCredit (with services not already discounted 
and over $1000 ONLY)! Services/treatment/products that are render are due immediately, the practice does not carry a 
balance for payment plans. 

If you are referred to a specialist (oral surgeon, endodontist or periodontist…) you will more than likely return to our 
office for additional treatment to the area/s treated by the specialist.  This means there will be additional treatment 
financials to be advised.  The specialist fees and our practice fees do not work together as one treatment fee, please 
inquire about the completed treatment by all parties prior to seeing the specialist. (Implants, extractions, root canals, 
perio treatment) 

Please note that signing this form allows us to collect additional information from the patient of records previous 
services, photos and x-rays with another provider.  Please write on the back of this form any specialist or dentist that 
you would like us to gather this information from or forward our records too.  We request that you contact those 
providers and request all x-rays in the past 24 months to be emailed to you and you then forward them to our practice.  
jngdds@jgoodall.net  

Upon sign in please supply your current Driver’s License or government ID, Insurance ID, updated Medication 
information/list and these signed documents to be seen for your dental appointment.  My signature acknowledges: 

 I have received a copy of practice policy’s and financials and understand them.  I have asked needed questions 
and accept the office terms without hesitation for the patient listed on documents be a current patient of record. 

 I understand that I am personally responsible for my/patients account in full, with or without insurance paying. 

 I understand an insurance plan is between me and the plan provider not the doctor or practice.  

 I understand that any and all services not covered may not be sent to my plan provider and I am 100% 
responsible for all services/procedures/product agreed to and purchased. 

 I understand that there are not payment plans provided, financial concerns are only discussed with the practice 
financial team and not the doctor or team members unaware of your financial agreements and/or plans. 

 I understand that I must be presented with a treatment and financial plan. Accepting verbal agreement of 
treatment means that I agree to all financial known and unknown charges/estimates without hesitation. 

 

 

_____________________________  _________________________________ _____________ 

Patient Name     Patient/Guardian Signature   Date 

mailto:jngdds@jgoodall.net






JUNE GOODALL, DDS 
11111  Katy Frwy, Suite 1000 

Houston, TX  77079 
jngdds@jgoodall.net or fax 713-461-1880 

  
MEDICAL CLEARANCE FOR DENTAL TREATMENT 

 
 
Today’s Date:  __________________ 
 
Patient Name:  ____________________________ Date of Birth:  ______________ 
 
Dear Doctor(s) 
 
Our mutual patient listed above is in need of dental treatment.  Please indicate below your 
recommendations, medical concerns and procedures that the patient may move forward 
with at this time. 
 
Treatment may include: 
 
____ Cleaning ____ X-rays for Carries ____ 3D Scan to study bone 
____ Fillings  ____ Extraction(s)  ____ Implants 
____ Crowns  ____ Endodontics  ____ Orthodontics 
____ Other  ________________________________________________________ 
 
Please indicate the patient’s medical history, is the patient presently under routine care 
and medications he/she is presently taking and/or attach to this form or email.  
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
Please evaluate this patient’s medical history and advise us of any special considerations 
that should be made.  Circle Yes or No and explain. 
1: Antibiotic prophylaxis   Yes / NO  Preferred Antibiotic and instructions 
__________________________________________________________________ 
2: Interruption of anticoagulants  Yes / No If so which one and how long before and after 
treatment.  _________________________________________________________ 
__________________________________________________________________ 
3: Anesthetic restrictions Yes / No  Is Epinephrine 1:100,00  OK? Yes / No 
4: N2O Yes / No 
5: Type of Antibiotics and instructions for dental infection you recommend for patients 
medical needs. _______________________________________________________ 
6:  Type of pain medications allowed/recommended ____________________________ 
__________________________________________________________________ 
 
Additional information or comments:  ______________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
 
Patient understands this information was requested and permits Doctors to forward to 
specialist who may be working with Dr. Goodall for patients dental needs. 
Patient Signature:  _________________________________ Date  ___________ 
 
Physicians Name (please print)  ___________________________________________ 
 
Physicians Signature  ________________________________ Date  ___________ 
 
We appreciate your assistance in providing optimum care for this patient and expediting 
this information for Dr. Goodall.  Please fax or email it back to our office, no cover needed. 

mailto:jngdds@jgoodall.net
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June Goodall, DDS    713-461-3200   jngdds@jgoodall.net 
DENTAL HEALTH HISTORY 
Please provide the practice with your medication list, strengths, dosage and reason administered and if you 
will be removing/changing any medication soon. 
 
Patient Name ______________________________    Date ______________ 
 
The information you will provide will assist the doctor and our office team to understand your dental health 
and needs.  If there have been any changes to your health, please inform the staff upon each visit. 
If you have a night guard, sports guard, snore guard, retainer, partial or denture and did not bring it with you 
please inform the clinical staff.  The doctor suggests that you please bring them with you to every dental visit 
to evaluate and observe the function and condition. 
 
Please explain your reason for your dental visit today, please check yes or no to the questions below.  Please 
do not leave any questions unanswered on this form or your health history.  If you have any questions please 
feel free to ask the staff to assist you in answering the questions correctly. 
Yes/No 
___/___ Do you like your smile?  What changes would you make if you could? 
  _________________________________________________________________ 
___/___ Are you having discomfort associated with your gums/teeth/throat?  If so where,  
  __________________________________________________________________ 
___/___ Do you have any sensitivity to hot, cold sweets or chewing, please indicate upper/lower left or 

right front or back and which of these are you sensitive too? 
  ___________________________________________________________________ 
___/___ Does a dental treatment make you nervous?   
___/___ Are your teeth turning yellow or losing brightness? 
___/___ Do you drink coffee or tea? 
___/___ Do you play contact sports? 
___/___ Have you had orthodontics?  If so when and what kind? _____________________ 
___/___ Has fear ever prevented you from seeking dental treatment? 
___/___ Have you ever had a bad dental experience? 
___/___ Are your jaws/teeth sore in the morning ? 
___/___ Have you ever had trauma to the face/teeth with a fall, auto accident, sports or altercation? 
___/___ Have you ever had food caught between your teeth? Where _______________ 
___/___ Do you want to save your teeth? 
Have you ever experienced any of the following? Yes/No 
___/___Snoring or Sleep Apnea  ___/___Bad Breath  ___/___Bleeding gums 
___/___Grinding/clenching  ___/___Headaches  ___/___Clicking/popping of jaw 
If you could make any changes to your smile you would want them:  Yes/No 
___/___Whiter Replace stained front fillings  ___/___Remove Silver Fillings  
___/___Straighten and/or close spaces     ___/___Repair broken and/or chipped teeth 
Are you interested in Clear braces, Fast Braces, Veneers or implants?  Yes/No 
__________________________________________________________________________________ 
Hygiene 
How often do you brush?  _______________  Do you use a manual, electric, hard or soft toothbrush  
Do you have dry mouth  Yes/No  Do you floss Yes/No Mouthwash Yes/No   
When was your last dental cleaning?  ________  Do your gums bleed when you brush/floss?  Yes/No 
Have you had periodontal problems and/or a deep Cleaning  Yes/No     
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Patient Name:  _____________________________  Date:  ___________________________ 
Practice Patient Financial Policy and Consent 
American Academy of Dentistry 2012 adopted… 
Legislation to prohibit a dental insurer or dental service plan from limiting fees for services not covered under the plan, as contrary to public 
policy, was the law in over half of the states in 2011 and has been introduced in most other states, where eventual passage of most is 
generally assumed. 
The House of Delegates of the ADA in 2009 adopted Resolution 59H which opposed third party contract provisions that establish fee limits 
for non-covered services and called for state and federal legislation to prohibit such practices. Federal legislation prohibiting all group health 
plans (including stand-alone dental plans and medical plans with dental benefits) from applying the plan’s fee schedule to services for which 
no benefit or reimbursement is provided was introduced in 2010.  Policy statement The AAPD believes that dental benefit plan provisions 
which establish fee limitations for non-covered services are not in the public’s interest and should not be imposed through provider 
contracts. 
Therefore,  in the state of TEXAS dentist may: 
“The Dentist may charge the covered person directly for services which are not covered services reimbursed in whole or in part by your 
dental insurance company or any other qualified entity, but only at the covered person’s request and only after it has been explained to the 
covered person that the services are not covered and the covered person has agreed to receive those services at his or her own expense.” 
 I______________________________, (print name) agree to the liability of any and all reasonable charges not covered by my insurance 
company even though they may indicate a different responsibility fee on the EOB than what was discussed and agreed upon with the 
practice staff.  I understand that not all services that are presented to the insurance company that is custom, elected and I 100 % 
responsible financially for these agreed and communicated treatment, services or products thereof. However, I also understand in the 
midst of treatment there may be changes to occur and that are not a part of the treatment plan. The changes may occur while under 
sedation. These changes will be explain during treatment, upon completion and if requested aging in the near future.  These changes in 
treatment are my financial responsibilities wither or not they are covered by the insurance company.  I understand that if my insurance 
changes while undergoing treatment my fees may changes and/or financial responsibilities.  I understand any and all services rendered to 
me are 100% my responsibility and I understand that Dr. Goodall’s practice will assist me to get the benefits paid for from my carrier within 
a reasonable time. If claims are over 45 days old I am responsible to pay the balance of my account and then work with my insurance 
company to reimburse me.  If the payment goes to Dr. Goodall and I have a credit.  Dr. Goodall’s practice will inform me of this credit to 
which I will choose to either leave on the account for future family treatment or to be reimbursed within 45 days of that that request.   
I, authorize Dr. Goodall, to take x-rays, study models, photographs and other diagnostic aids appropriate to make a thorough diagnosis of 
the patient’s dental needs at my financial expense.  I also authorize the doctor to perform all recommended treatment “MUTUALLY 
AGREED UPON with the knowledge treatment may change once plaque, decay, crowns or other devices that maybe blocking visual 
diagnostics prior to the onset of treatment.” I understand that removing prior placed restorations, large areas of decay and/or ortho 
devices may cause the teeth, bone and/or tissue around the area of concern to fracture, break or tear.  Repair of the unexpected will be at 
my expense.  I understand that using anesthetic agents embodies a certain risk, upon request I can be given a list of these risk to make a 
sound decision for my best care in moving forward with treatment. I understand and consent to the doctor’s use of assistance employed by 
the practice or selected for my restoration, evaluations and other medical/dental concerns for my best dental treatment and special needs. 
I understand and agree to pay my “estimated fees” as they are rendered or mutually agreed major upcoming custom elected services.  Any 
and all services not covered, downgraded, denied or difficult to collect from the insurance company will be paid within 45 days of 
treatment/service rendered.  I understand that if I choose to use my health savings credit card not all services/treatment/products are 
covered by the program and the practice has no knowledge of what is liable with the use of the health savings card and I will pay the 
account in full immediately if card is rejected.  I understand that if my account balance goes over 90 days I may be charged a finance and/or 
billing fee as well as turned over for collections.  I may also incur a charge for no showing or being over 15 minutes late that could be a 
onetime fee of $40 or up to 50% of my treatment time scheduled. I understand that I need to give a 48 hour notice to request a change to 
my appointment. I understand that my insurance is an agreement between me, my insurance company and possibly my employer.  The 
practice has no responsibility of changes, non-payment or in-depth knowledge of your plan or health savings accounts. I understand that if 
the practices choose to accept delayed payment by submitting all or part of my treatment to my insurance company the practice is doing so 
as a courtesy to the patients.  I understand that the “ESTIMATED” service fees are only “estimations” and my change once the EOB is 
received from my insurance company, therefore, my fees and payment may change with that notification. I agree to be 100% responsible 
for any and all services, treatment, products rendered to family, household or me.  I authorize insurance payments and proceeds for all 
treatment, services and products submitted to my insurance to be paid to the practice. The practice reserve the right to cancel any 
appointment that is not confirmed verbally or in writing, during poor weather, staff CE/vacation/sick or patient emergencies cause the 
schedule to make changes.  These appointment cancelations and/or changes will be done as promptly as we can so that they do not hinder 
your schedule and/or plans to schedule. 
 
I have read and understand the above information and agree to the terms and policy within.  ________Yes       __________NO 
If you do not agree please print your name at the top check “NO” and please sign that you are denying service and/or contact our office to 
cancel your dental appointment.  If you agree please check “YES”, sign this document and move forward to the next page.  Thank you. 
 
 
 
________________________________________  _________________________________  _________________ 
Patient/Guardian Signature         Relationship to patient    Date 
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