[image: ]                         PATIENT REGISTRATION

First Name:_________________________________  Last Name:_____________________________________
Preferred Name:_____________________________   Sex:   Male   /   Female
Street Address:_______________________________________________Apt#:__________________________
City:___________________________________________  State:_____________  Zip:_____________________
Home Ph:_____________________________Cell:__________________________ Other:__________________
Marrital Status:   Married    /    Single    /    Divorced    /    Seperated     /    Widowed
Birth Date:_________________  Social Security#:_____________________  DL#_________________________
Primary Language:___________________________  Is a Translator needed for appointments?       YES    /    NO
Email:_____________________________________________________________________________________
(Email is used for appointment reminders, confirmations and specials)
How did you hear about our office?_____________________________________________________________

PRIMARY DENTAL INSURANCE:
Subscriber’s First and Last Name:_______________________________________________________________
Subscriber’s Birth Date:____________________  Subscriber’s Social Security#:__________________________
Street Address:________________________________________________  Apt#:________________________
City:___________________________________________  State:_____________  Zip:_____________________
Home Ph:_____________________  Cell:______________________ Other:_____________________________
Employer (of subscriber):_____________________________Member ID#:______________________________ 
Group#:_________________________
Insurance Company Name:________________________________  Phone Number:______________________
Patient’s Relationship to Subscriber:    Self /  Spouse /  Child  / Other:__________________________________
***Please advise if you have secondary dental insurance***
How happy are you with your smile? (circle one)
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[image: ]                    MEDICAL HISTORY

PATIENT NAME __________________________________________ Birth Date ____________________ Date __________________ Please answer the following questions, thank you!

Are you under a physician's care now?                                        Yes     No      If yes, please explain:___________________________________________
Have you been hospitalized or had a major operation?           Yes     No      If yes, please explain: ___________________________________________
Have you ever had a serious head or neck injury?                     Yes     No      If yes, please explain: ___________________________________________
Are you taking any medications, pills or drugs?                         Yes     No      If yes, please explain: ___________________________________________
                                                                                                                                   _____________________________________________________________
Have you/Do You take Phentermine/appetite suppressant?   Yes     No     If yes, please explain:___________________________________________
Are you on a special diet?                                                               Yes     No      If yes, please explain:___________________________________________
Do you use tobacco, cigarette, cigar or vape?                            Yes     No      If yes, which type:______________________________________________
Do you need to pre-medicate (post-surgery)?                            Yes     No      If 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? (circle all that apply)
Aspirin	Penicillin	Codeine	Acrylic	Metal	Latex	Local Anesthetics	Sulfa Drugs
Other:  If yes, please explain: ________________________________________________________________________________________________

Do you have, or have you had, any of the following?
AIDS/HIV Positive	Yes	No	Cortisone Medicine	Yes	No	Hemophilia	Yes	No	Renal Dialysis	Yes	No
Alzheimer's Disease	Yes	No	Diabetes	Yes	No	Hepatitis A	Yes	No	Rheumatic Fever	Yes	No
Anaphylaxis	Yes	No	Drug Addiction	Yes	No	Hepatitis B or C	Yes	No	Rheumatism	Yes	No
Anemia	Yes	No	Easily Winded	Yes	No	Herpes	Yes	No	Scarlet Fever	Yes	No
Angina	Yes	No	Emphysema	Yes	No	High Blood Pressure	Yes	No	Shingles	Yes	No
Arthritis/Gout	Yes	No	Epilepsy or Seizures	Yes	No	Hives or Rash	Yes	No	Sickle Cell Disease	Yes	No
Artificial Heart Valve	Yes	No	Excessive Bleeding	Yes	No	Hypoglycemia	Yes	No	Sinus Trouble	Yes	No
Artificial Joint	Yes	No	Excessive Thirst	Yes	No	Irregular Heartbeat	Yes	No	Spina Bifida	Yes	No
Asthma	Yes	No	Fainting Spells/Dizzy	Yes	No	Kidney Problems	Yes	No	Stomach  Disease	Yes	No
Blood Disease	Yes	No	Frequent Cough	Yes	No	Leukemia	Yes	No	Stroke	Yes	No
Blood Transfusion	Yes	No	Frequent Diarrhea	Yes	No	Liver Disease	Yes	No	Swelling of Limbs	Yes	No
Breathing Problem	Yes	No	Frequent Headaches	Yes	No	Low Blood Pressure	Yes	No	Thyroid Disease	Yes	No
Bruise Easily	Yes	No	Genital Herpes	Yes	No	Lung Disease	Yes	No	Tonsillitis	Yes	No
Cancer	Yes	No	Glaucoma	Yes	No	Mitral Valve Prolapse	Yes	No	Tuberculosis	Yes	No
Chemotherapy	Yes	No	Hay Fever	Yes	No	Pain in Jaw Joints	Yes	No	Tumors or Growths	Yes	No
Chest Pains	Yes	No	Heart Attack/Failure	Yes	No	Parathyroid Disease	Yes	No	Ulcers	Yes	No
Cold Sores/Fever Blisters	Yes	No	Heart Murmur	Yes	No	Psychiatric Care	Yes	No	Venereal Disease	Yes	No
Congenital Heart Disorder	Yes	No	Heart Pace Maker	Yes	No	Radiation	Yes	No	Yellow Jaundice	Yes	No
Convulsions	Yes	No	Heart Trouble/Disease	Yes	No	Recent Weight Loss	Yes	No	Acid Reflux	Yes	No
Have you ever had any serious illness not listed above?	Yes	No		If yes, please explain: ________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.
SIGNATURE OF PATIENT or GUARDIAN __________________________________________________________________DATE _________________[image: ]   HIPAA Privacy Authorization Form
                                                    Authorization for use or Disclosure of Protected Health InformationREV. 8/2021
REV. 8/2021
REV. 8/2021

HAS YOUR INSURANCE CHANGED? IF SO, IT’S IMPORTANT TO LET THE FRONT KNOW BEFORE YOU GO BACK! THANKS!


Patient Name: _________________________________________     Date of Birth: _______/_______/_____________

Address:___________________________________________City:______________________Zip:_________________

Phone #: ________-________-_________         Email address: ______________________________________________

       I authorize Tranquility Dental to leave voicemails with appointment details on the above mentioned phone number.

       Please do not leave voicemails regarding appointment dates and times on the above mentioned phone number.

I, ___________________________________, hereby authorize the disclosure of my Protected Health Information (PHI) for the purposes of billing, appointment status, scheduling, condition, treatment and prognosis to the following individual(s):

Name: ___________________________ ______ Relationship: _________________ Phone: ___________________

Name: _________________________________  Relationship: _________________ Phone: ___________________
(If left blank we are not able to discuss your PHI with anyone but you) 

I understand that I am entitled to a copy of Tranquility Dental Group’s Notice of Privacy Practices.  I can access a copy of the Notice of Privacy Practices from the website www.tranquilitydentalgroup.com or from the office directly.

I understand that I have the right to revoke this authorization, in writing, at any time.  I understand it is my responsibility to update the office if I wish to change or update the authorized individuals.

Special Protection for Substance Use Disorder (SUD) Records:
Some health information we receive, create, or maintain—specifically alcohol and/or substance use disorder diagnosis, referral, and treatment records—is subject to heightened confidentiality protections under federal law (42 CFR Part 2). 

Uses and Disclosures: Except as permitted by federal law or standard emergency exceptions, we will not use, share, or re-disclose your Part 2 SUD records to an external entity, coordinate care, or process insurance payments without obtaining your explicit, separate written patient consent. 
Your Rights & Revocation: You have the right to request an accounting of disclosures or ask for restrictions on how your SUD information is shared. If you grant written consent to share these specialized records, you maintain the right to revoke that consent in writing at any time. 
Complaints: If you believe your SUD privacy rights under 42 CFR Part 2 have been violated, you may file a formal complaint with our Privacy Officer or directly with the Secretary of the Department of Health and Human Services (HHS) Office for Civil Rights (OCR) without fear of retaliation. 

______________________________________  			 _______________________________________
Printed name of Patient						Signature of Patient OR Guardian

Date ______________________________________ 				
[image: ]     Cancellation for Dental Appointments
Our goal at Tranquility Dental is to provide quality dental care in a timely manner.  We do understand that illness, emergencies, automobile issues and severe weather do occur. Please note that we do require & appreciate a 48hr cancellation/reschedule notice to be able to accommodate other patients at that time. We do reserve the right to cancel your appointment if we do not have a confirmation within that 48 hour time frame. In the event that we do cancel your non confirmed appointment you will be notified first. This allows us time to fill our schedule with other patients who may be waiting for immediate dental care.  We appreciate your understanding and consideration regarding our cancellation and failed appointment policy.
· Cancellation or rescheduling of an apppointment with 48 hours or more notification will result in no charge.
· A failed appointment is an appointment that is cancelled/rescheduled without 48 hour notice or an appointment where the patient does not arrive or arrives 5 minutes past the scheduled time.
· We do allow for one (1) broken appointment as a courtesy.
· Any additional failed appointments will be charged a fee of $75 for a hygiene appointment and/or $75 per hour for a doctor’s appointment.
· After two (2) failed appointments, we may require a deposit of up to 100% that will be applied to your appointment in order to reserve any future appointments.
· After three (3) failed appointments, you may be at risk of being dismissed as a patient.
To cancel appointments, please call 972-540-6200.  If you do not reach the scheduling coordinator, please leave a detailed voicemail message.  You may also cancel or reschedule your appointment via the e-confirmation email/text sent to you from Tranquility Dental through the RevenueWell system.
Notice of Privacy Practices Acknowledgment of Receipt
We are required by applicable Federal and State law to maintain the privacy of your health information.  We are also required to give the Notice regarding our privacy practices, and our legal duties and your rights concerning your health information.  We must follow the privacy practices described in the Notice while it is in effect.  This notice takes effect immediately and will remain in effect until it is replaced by Tranquility Dental.
We reservbe the right to change our privacy practices and terms of this Notice at any time, provided such change is premitted by applicable law.  Before we make significant changes in our privacy practices, this Notice will be changed and a new notice be available upon request.  You may request a copy of our notice at any time.
In order to provide you with the best quality practice experience, Tranquility Dental is contracted with RevenueWell Communications to use as our technology services.  This allows you to view your apppointment and account information via the internet 24/7 on a password protected platform.  If you have any questions about your privacy security measures with RevenueWell, please contact us by email: mckinney@tranquilitydentalgroup.com.

___________________________________      ________________________________________    __________________
Print Patient Name                                                 Signature                                                                           Date

REV. 8/2021

[image: ]                          SLEEP ASSESSMENT 
	
Name: _____________________________________            Today’s Date: __________________

                      Use the following scale to choose the most appropriate number for each situation:
0 = would NEVER doze off
1 = SLIGHT chance of dozing off
2 = MODERATE chance of dozing off
3 = HIGH chance of dozing off
It is important that you answer each question as best you can as it helps us understand if you are eligible for a sleep study that could benefit you with a mouthpiece to help you get better sleep!
SITUATION								CHANCE OF DOZING
Sitting and reading							     0   1   2   3   
Watching TV								     0   1   2   3   
As a passenger in a car for an hour without a break			     0   1   2   3   
Lying down to rest in the afternoon when circumstances permit	     0   1   2   3   
Sitting and talking to someone					     0   1   2   3   
Sitting quietly after a lunch without alcohol				     0   1   2   3   
In a car, while stopped for a few minutes in traffic			     0   1   2   3   
Add your numbers and put total here:___________
Score Results:
1-6	Congratulations!  You are getting enough sleep.
7-8	Your score is average.
9+	Very sleepy and should seek assistance.



ARE YOU CURRENTLY OR IN THE PAST USED A CPAP MACHINE?  YES:________NO:________


Informed Consent for Services
Patient Name: ____________________________________________  Date:_______________________
Your consent is ONLY for possible future treatment if necessary per Dr. Shah.
Initials _______ 		                    MEDICATIONS AND SEDATION
I understand that antibiotics, analgesics and other medications can cause allergic reactions: redness, swelling, itching, pain and/or anaphylactic shock. I understand that some medications may cause drowsiness and lack of coordination which can increase with the use of alcohol or other drugs. I understand that failure to take medications prescribed for me in the manner prescribed may offer risks of continued or aggravated infection and pain with the potential resistance to effective treatment. I understand that antibiotics can reduce the effectiveness of oral contraceptives.
Initials _______ 		                 CHANGES IN TREATMENT PLAN
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the teeth that were not discovered during examination. I give my permission to the Dentist to make any/all changes and additions as necessary. That will be put in a new treatment and discussed before providing treatment.
Initials _______ 		                      PERIODONTAL TREATMENT
I understand that periodontal disease is a serious, progressive infection, causing gum inflammation and deterioration, bone loss and can lead to loss of teeth. I understand that after treatment there can be tenderness, swelling, pain, sensitivity to temperature and/or bleeding. Alternative treatment is available, including gum surgery, replacement teeth and extractions. I understand that success depends in part on my efforts to brush, floss, and use mouthwash daily, follow maintenance schedule and other recommendations from the treating provider.
Initials _______ 			                        FILLINGS
I understand that a more extensive filling than originally diagnosed may be required due to additional decay not seen on an x-ray. I understand that sensitivity to cold or pressure is common after newly placed fillings. I understand that the most common complications are sensitivity to temperature, fracture of the tooth, nerve damage, damage to the teeth, bite changes and TMJ complications. I understand that all these complications are more likely the longer I wait to seek treatment.
Initials _______ 		              CROWNS, BRIDGES, AND VENEERS
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must be careful to ensure that they are kept on until the permanent crowns are delivered. I realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size and color) will be before cementation. It is also my responsibility to return for permanent cementation within 30 days of the preparation date. Excessive delays may allow tooth movement or failure in the temporary, which may require remakes. I understand there will be additional charges for remakes due to me delaying permanent cementation. I understand that dentistry is not an exact science and therefore reputable practitioners cannot guarantee results. I acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment I have requested and authorized. I hereby authorize Dr. Sejal Shah and the Tranquility Dental team to proceed with the dental procedures/treatments as have been explained to me. I understand this is only an estimate and subject to modification depending on unforeseen or diagnosable circumstances that may arise during the course of treatment. I understand that regardless of any insurance coverage I may have, I am responsible for full payment of treatment fees.
Signature of Patient/Responsible Party ____________________________________________ Date _______________
[image: ]                   Patient Photo Release Form

I ___________________________________________, hereby authorize Tranquility Dental to take photographs, slides, and videos of my teeth, jaws and face. I understand that the photographs, slides, and videos will be used as a record of my care, and may be used for communication with other health care professionals, education publications (dental journals), and educational lectures.  The content may also be used for advertising purposes (including website publications, social media posts, etc.).

I further understand that if photographs, slides, and videos are used in any publication or as part of a demonstration, my identifying information (first name only) could be used unless stated differently below.  I do not expect compensation, financial or otherwise, for the use of the photographs, slides, or videos.  If I wish to revoke this consent, I may do so in writing.

Please initial one option:


________   I give consent to my photographs being used in any of the above stated situations.  
                     (this could include the entire face)

________   I only agree to have my teeth shown without any identifying features.	

________   I DECLINE to have my photos taken. 

Print Name:___________________________________________________________________

Signature:____________________________________________________________________   

Date:________________________________________________________________________
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Financial Responsibility Policy
To patients using dental insurance: 
Tranquility Dental will submit all claims for the procedures rendered. Dental benefit plans are intended to pay some but not all dental care costs. You are ultimately responsible for all charges including when the dental plan chooses to reimburse you directly.
By signing below, you acknowledge your understanding that you are responsible for any charges for any portion of the treatment rendered that is not paid for by the dental benefit plan, and that:
If you choose to have your treating dentist perform a service that is not paid for by your dental benefit plan, you must pay to your treating dentist the dentist’s full fees for the service or the fee contractually agreed upon by your benefit administrator and the treating dentist.
Notwithstanding the foregoing, in no instance will you be responsible for paying the costs of services for which your dental plan is contractually responsible to pay. 
It is important that our patients’ are aware of their insurance eligibility status. Tranquility Dental makes every attempt to gather accurate information about fees, limitations, specific coverage clauses, downgrades, etc. While Tranquility Dental attempts to verify insurance, we are not always given proper information from your insurance company and therefore cannot guarantee the accuracy of the information we are given by your dental benefits company.  
Dental benefits are a contract between the patient and the insurance company aimed to assist with the cost of dental services. Dental benefits are not a contract between the dentist and the insurance company nor the patient and Tranquility Dental. The patient/responsible party is responsible for all payments and balances owed to Tranquility Dental when incurred from authorized treatment, but may subsidize payments using insurance.  Most insurance benefits are in place to subsidize costs associated with treatment; but rarely cover an entire claim at 100%. An estimated treatment plan will be presented to you prior to any treatment but is only an estimate. Tranquility Dental tries their best to be as accurate as possible. 
I understand that I am financially responsible for all services rendered. I understand any co-payments, deductibles, and/or procedure costs not covered or denied by my insurance company are my responsibility.  I am also aware that I will be responsible to pay any fees for render treatment at the time of treatment.
Please indicate your understanding and acceptance of these financial policies by signing below.

________________________________________________			________________
Print Patient’s Name								Date
________________________________________________			________________
Patient, guardian or guarantor signature					Date 
image3.png




image4.png
-
W Tranquility




image1.png
—-\
W Tranayility




image2.png




