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Welcome to Red Square Dental & Orthodontics!
We appreciate the confidence you place with us to provide dental services.
To assist us in serving you, please complete the following confidential form.
The information provided is important to your dental health.

□ MALE□ FEMALE□ MINOR□MARRIED□ SINGLE 
 
PATIENT NAME:______________________________________ DATE OF BIRTH:_____/_____/_____  Age: ______
	FIRST  	 	LAST	  					MONTH/DAY/YEAR 
SS#:_______-______-________    

ADDRESS:__________________________________Apt.#________CITY_______________ST._______ZIP ______ 

Phone Number:_____________________________ Email Address:_________________________________________ 
 
PERSON RESPONSIBLE FOR ACCOUNT 	 □ PATIENT□ GUARDIAN □FATHER□ MOTHER 
 	 	 	 	 	 	 
METHOD OF PAYMENT: □ INSURANCE □ MEDICAID □ CASH □ CC/DEBIT  
	HIPAA Privacy Acknowledgement 
I am fully aware a cell phone is not a secure and private line. Please indicate if we are able to leave a confidential message on your voicemail or on your answering machine if available. YES___     NO ____ 


 
	Please provide 2 Emergency contacts 
1.)Name___________________________________ Relationship: ________________________ 
Phone number:_______________________ 
2.)Name___________________________________ Relationship: _________________________ 
Phone number:_______________________ 
 


 






How did you find out about our office:
□ Word of Mouth Name: ____________________________ 
□ Google □ Walk-In □ Other__________________________________________ 
 
 
Preferred Pharmacy Name:___________________________________________ 
 
 
 
AUTHORIZATION 
I hereby authorize payment directly to the dental office of the group insurance benefits otherwise payable to me. I understand that I am responsible for all costs of dental treatment. I hereby authorize the dental office to administer such medications and perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care. The information on this page and the dental/medical histories are correct to the best of my knowledge. I grant the right to the dentist to release my dental/medical histories and other information about my dental treatment to third party payors and/or other health professionals.   
 
____________________________________                _________________________           ______/______/______   
Signature /Guardian or Responsible Party                                     Relationship to Patient                        Date  
 
 
 
 Although dental personnel primarily treat the area in and around the mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions. 
 
	Is the patient under a physician’s care now?                            
Has the patient been hospitalized or had a major surgery?       
Has the patient ever had a serious head or neck injury?            Is the patient taking any medications, pills, or drugs? 
 
 
Is the patient on a special diet? 
Does the patient use tobacco? 
Does the patient use controlled substances? 
 
	□ Yes □ No   Yes, Please explain ________________________ 
□ Yes □ No   Yes, Please explain ________________________ 
□ Yes □ No   Yes, Please explain ________________________ 
□ Yes □ No   Yes, Please explain ________________________ 
___________________________________________________ 
___________________________________________________ 
□ Yes □ No   Yes, Please explain ________________________ 
□ Yes □ No   Yes, Please explain ________________________ 
□ Yes □ No   Yes, Please explain __________________ 
 


Women: Are you… 
Pregnant/Trying to get pregnant? □ Yes  □No     Taking oral contraceptives? □ Yes  □No   Nursing? □ Yes  □No 
 
Are you allergic to any of the following? 
□ Aspirin  □Penicillin  □Codeine  □Acrylic  □Metal  □Latex  □Local Anesthetics   Other_____________  
 
Has the patient ever had any of the following? Please check Y for YES or N for NO. 
	AIDS/HIV Positive                  
	  
	 
	Cortisone Medicine 
	 
	 
	Hemophilia 
	 
	 
	Renal Dialysis 
	 
	
	 

	Alzheimer’s Disease                
	  
	 
	Diabetes 
	 
	 
	Hepatitis A 
	 
	 
	Rheumatic Fever 
	 
	
	 

	Anaphylaxis                             
	  
	 
	Drug Addiction 
	 
	 
	Hepatitis B or C 
	 
	 
	Rheumatism 
	 
	
	 

	Anemia                                    
	 
	 
	Easily Winded 
	 
	 
	Herpes 
	 
	 
	Scarlet Fever 
	 
	
	 

	Angina                                      
	 
	 
	Emphysema 
	 
	 
	High Blood Pressure 
	 
	 
	Shingles 
	 
	
	 

	Arthritis/Gout                           
	 
	 
	Epilepsy or Seizures 
	 
	 
	Hives or Rash 
	 
	 
	Sickle Cell Disease 
	 
	
	 

	Artificial Heart Valve               
	 
	 
	Excessive Bleeding 
	 
	 
	Hypoglycemia 
	 
	 
	Sinus Trouble 
	 
	
	 

	Artificial Joint                          
	 
	 
	Excessive Thirst 
	 
	 
	Irregular Heartbeat 
	 
	 
	Spina Bifida 
	 
	
	 

	Asthma                                     
	 
	 
	Fainting Spells/Dizziness 
	 
	 
	Kidney Problems 
	 
	 
	Stomach/Intestinal Disease 
	 
	
	 

	Blood Disease                          
	  
	 
	Frequent Cough 
	 
	 
	Leukemia 
	 
	 
	Stroke 
	 
	
	 

	Blood Transfusion                    
	 
	 
	Frequent Diarrhea 
	 
	 
	Liver Disease 
	 
	 
	Swelling of Limbs 
	 
	
	 

	Breathing Problems                  
	 
	 
	Frequent Headaches 
	 
	 
	Low Blood Pressure 
	 
	 
	Thyroid Disease 
	 
	
	 

	Bruise Easily                            
	  
	 
	Genital Herpes 
	 
	 
	Lung Disease 
	 
	 
	Tonsillitis 
	 
	
	 

	Cancer                                      
	  
	 
	Glaucoma 
	 
	 
	Mitral Valve Prolapse 
	 
	 
	Tuberculosis 
	 
	
	 

	Chemotherapy                          
	 
	 
	Hay Fever 
	 
	 
	Pain in Jaw Joints 
	 
	 
	Tumors or Growths 
	 
	
	 

	Cholesterol 
	 
	 
	Heart Attack/Failure 
	 
	 
	Parathyroid Disease 
	 
	 
	Ulcers 
	 
	
	 

	Cold Sores/Blisters                   
	 
	 
	Heart Murmur 
	 
	 
	Psychiatric Care 
	 
	 
	Venereal Disease 
	 
	
	 

	Congenital Heart Problems      
	 
	 
	Heart Pace Maker 
	 
	 
	Radiation Treatments 
	 
	 
	Yellow Jaundice 
	 
	
	 

	Convulsions                              
	 
	 
	Heart Trouble/Disease 
	 
	 
	Recent weight loss 
	 
	 
	Osteoporosis 
	 
	
	 


                                    
Do you have any history of taking bisphosphonates for Osteoporosis (bone medication)? □ Yes □ No 
Do you take any Blood Thinners? □ Yes □ No 
Has the patient ever had any serious illness not listed above? □ Yes □ No 
If yes please explain: ____________________________________________________________________ 
 
X____________________________                      _________________                      _________________ 
    Signature/Responsible Party                                 Relationship                                    Date 
 
 
 
 
 
 
 
 
 
 
 
 
CONSENT FOR DENTAL TREATMENT 
 
You have the right as a patient or as a parent to be informed about you or your child’s condition and the recommended dental, surgical and/or diagnostic procedure to be used so that you may make the decision whether or not to undergo the procedure or have it performed to you or your child.  This is simply an effort to make you better informed so you may give or withhold your consent (agreement) to treatment for you or your child. 
 
I,  	 	 	 	 	,(self, parent / guardian) voluntarily request that Dr. Laura Mego, / Dr. VladislavLoshkarev, Dr. 
Jed Antolin / Dr. Christian Galvan / Dr. Allison Miller  as my dentist to treat  	____(self/child).  I understand the dental, surgical, and / or treatment plan.  I understand that this treatment plan is valid for (6) months; a new treatment plan must be prepared for my approval. 
 
Just as there is a possibility of loss or injury in continuing the present condition without treatment, there is also a possibility of loss or injury related to the performance of the dental, surgical and / or diagnostic procedure there is a risk of infection, bleeding and allergic reaction.  Problems may result from the use of Nitrous Oxide and any local anesthetic including mild discomfort, irritation to the surrounding tissues, respiratory problems, drug reaction and paralysis.  I agree to use local anesthesia and Nitrous Oxide if necessary for the relief and protection from pain during the planned procedures. 
 
I have been given the opportunity to ask questions about mine or my child’s dental condition, the procedures to be used, the risk involved, behavior management techniques including passive restraint, papoose board and mouth props, as choice of other treatment and that I understand its content. 
 
 
 
 	 	 	 	 	 	 	 	 	 	 	 	 
 Signature: Self / Parent / Responsible Party                                 Relationship 
 
 	 	 	 	 	 	 
Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Red Square Dental and Orthodontics
4909 W Pecan Blvd
McAllen, TX 78501
Phone: (956)675-8111
 
 
 
Date: _____________________ 

Patient _____________________________ 
 Id# _______________________________ 
Group # ____________________________ 
 
 
I, _____________________ , understand that services rendered to me by (Dr. Loshkarev & Dr. Mego) are my 
financial responsibility and that the Provider will bill my insurance company, _____________________ as a courtesy. I authorize my insurance company to pay my benefits directly to  _____________________ and I understand that I will be fully responsible for any outstanding balance on my account. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, any balance of professional service charges over and above this insurance payment. 
 
I have been given the opportunity to pay my estimated deductible and co-insurance at the time of service. I have chosen to assign the benefits, knowing that the claim must be paid within all state or federal prompt payment guidelines. I will provide all relevant and accurate information to facilitate the prompt payment of the claim by ____________________ . 
 
I authorize the provider to release any information necessary to adjudicate the claim, and understand that there may be associated costs for providing information beyond what is necessary for the adjudication of a clean claim. I also authorize the provider to initiate a complaint to the insurance commissioner for any reason on my behalf.  
 
I also understand that should my insurance company send payment to me, I will forward the payment to (Provider) within 48 hours. I agree that if I fail to send the payment to the Provider and they are forced proceed with the collections process; I will be responsible for any cost incurred by the office to retrieve their monies. In the event Patient receives any check, draft, or the other payment subject to this Agreement, I will immediately deliver said check, draft, or payment to Provider. Any violations of this agreement will, at Provider’s election, terminate Patient charge privileges with Provider and bring any balance owed by patient to Provider immediately due and payable. 
 
To avoid this additional cost and inconvenience, should the insurance company forward payment to me,  
I authorize _______________________________________ to facilitate payment utilizing the credit card member on file to resolve the balance. 
 
Dated ____________________ 
 
Witness ____________________ 
 
 
________________________________ 	 	________________________________ 
Signature of Policyholder  	 	 	Patient / Guardian Printed Name 
 
