
PATIENT REGISTRATION 
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

 
 

 

  PATIENT’S  NAME:                 LAST                                             FIRST                                                                MIDDLE   DATE OF BIRTH     SEX   SSN 

          PATIENT’S  HOME  ADDRESS:             STREET                                                                          CITY                                                 STATE                        ZIP   HOME PHONE 

 

        MARITAL STATUS 

 

        S    M    D    W  

  PATIENT’S EMPLOYER   OCCUPATION 

 

        WORK ADDRESS                                   STREET                                                                            CITY                                                STATE                          ZIP WORK PHONE 

 

PERSON FINANCIALLY RESPONSIBLE FOR THIS PATIENT ACCOUNT (IF DIFFERENT FROM ABOVE)                                           RELATIONSHIP TO PATIENT: 
          NAME 

                                                                                                                                                                                                                            SPOUSE      PARENT   OTHER _________________________________ 

 

          NAME 

 

 

          MAILING ADDRESS:                            STREET                                                                           CITY                                               STATE                           ZIP 
 

HOME PHONE 

 

SPOUSE NAME 

 

SPOUSE  EMPLOYER OCCUPATION 

 

        WORK ADDRESS  :                               STREET                                                                             CITY                                               STATE                         ZIP 

 

WORK PHONE 

 

EMERGENCY PERSON WE CAN CONTACT  TO AUTHORIZE EMERGENCY CARE (OTHER THAN YOUR FAMILY HOME) 

         NAME 

  
                                                                                                                                                                                                                  WORK PHONE                                                      HOME PHONE 

 NAMES OF OTHER FAMILY MEMBERS WHO ARE PATIENTS HERE 
 

WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? 

 

 

 

DENTAL INSURANCE INFORMATION 
(PLEASE  COMPLETE IF PATIENT HAS DENTAL INSURANCE) 

 

 PRIMARY INSURANCE COVERAGE: 

 

INSURANCE COMPANY NAME                                                                                       INSURANCE ADDRESS 

 
 

 

 

 

        SUBSCRIBER’S NAME SSN DATE OF BIRTH PATIENT’S RELATION TO SUBSCRIBER 

      SELF      SPOUSE     DEPENDENT 

        GROUP/PROGRAM # UNION OR LOCAL # EMPLOYER (IF DIFFERENT FROM ABOVE) :      NAME                                                                   ADDRESS 

 

SECONDARY COVERAGE: 

        NO        YES 

INSURANCE COMPANY NAME                                                                                     INSURANCE ADDRESS 

 

        SUBSCRIBER’S NAME SSN DATE OF BIRTH PATIENT’S RELATION TO SUBSCRIBER 
      SELF      SPOUSE     DEPENDENT 

        GROUP/PROGRAM # UNION OR LOCAL # EMPLOYER (IF DIFFERENT FROM ABOVE) :      NAME                                                                   ADDRESS 

 

 

INFORMATION RELEASE AND INSURANCE ASSIGNMENT :  

 
I authorize the dentist to release any information required for administration of my treatment and/or completion of my  

  insurance claims.  I authorize that my records can be used by the doctor if he so determines. 

I hereby authorize my insurance benefits to be paid directly to the dentist.  I am financially responsible for any balance due.    

In consideration of the service rendered to me by this office, I am obligated to pay said office in accordance with its credit  
  terms and policies. 

I consent to the taking of photographs and diagnostic x-rays (only if needed for treatment) before, during and after treatment,  

and to the use of same by doctor in scientific papers or demonstrations. 

I certify that I have read, or have had read to me, the contents of this form and do realize the risks and limitations involved. 

 

 

 Signature:_________________________________________________________      Date:___________________       1/03 



AUTHORIZATION TO  RELEASE  MEDICAL  INFORMATION 

 

 
I hereby request that my dental records be released from:  
 

 

________________________________________________________________ 
(Name of previous Dentist/Dental Office) 

 

________________________________________________________________ 
(Street Address of previous Dentist/Dental Office) 

 

________________________________________________________________ 
(City, State, Zip of previous Dentist/Dental office) 

 

 

 

 

 

To: 
Dr. Kjersten A. Heron PLLC        DBA Division Street Dental  

 104 North 15th Street, Mount Vernon, Washington   98273 
360-424-9045  

 

 

Please email most recent BWX, FMX, Pano, and Periodontal Charting the following to: 

Office@SkagitDental.com 

 

 

SPECIFICALLY INCLUDE:     

• Films as individual image files 

• Date(s) films were taken 
 

 

 

PRINT:  PATIENT NAME  ___________________________________________________________________________ 

 

  Date of Birth: _________________________  

 

Patient Signature:  _________________________________________________   Date:  ___________________________ 

 
 

IF MINOR, under age 14, parent or legal guardian signature required:  _________________________________________ 

 

*   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *    *   *   *   *   *   *   *   *   *   *   *   *   *   *   *    

If a patient has reached his/her 14th birthday, only the patient may authorize disclosure as noted below: 

 
CONSENT OF MINOR  (Age 14 - 17) 

I understand that I am entitled to confidential treatment of information relating to treatment for contraception, pregnancy, pregnancy 
termination, sterilization, sexually transmitted disease, mental health conditions, alcoholism or drug abuse.  I further understand that my 
signature will authorize release of this information. 

 

Authorizing Signature: _____________________________________________    Date:  ___________________________ 

 

This authorization expires 90 days after the date it is signed. 

mailto:Office@SkagitDental.com
















PATIENT REGISTRATION 
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

  PATIENT’S  NAME:    LAST    FIRST    MIDDLE   DATE OF BIRTH    SEX   SSN 

  PATIENT’S  HOME  ADDRESS:    STREET    CITY    STATE    ZIP   HOME PHONE 

  MARITAL STATUS 

  S    M    D    W

  PATIENT’S EMPLOYER   OCCUPATION 

  WORK ADDRESS    STREET    CITY    STATE    ZIP WORK PHONE 

PERSON FINANCIALLY RESPONSIBLE FOR THIS PATIENT ACCOUNT (IF DIFFERENT FROM ABOVE)    RELATIONSHIP TO PATIENT: 
  NAME 

SPOUSE  PARENT  OTHER _________________________________ 

NAME

  MAILING ADDRESS:    STREET    CITY    STATE    ZIP HOME PHONE 

SPOUSE NAME SPOUSE  EMPLOYER OCCUPATION 

  WORK ADDRESS  :    STREET    CITY    STATE    ZIP WORK PHONE 

EMERGENCY PERSON WE CAN CONTACT  TO AUTHORIZE EMERGENCY CARE (OTHER THAN YOUR FAMILY HOME) 

  NAME 

  WORK PHONE    HOME PHONE 

NAMES OF OTHER FAMILY MEMBERS WHO ARE PATIENTS HERE WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? 

PRIMARY INSURANCE COVERAGE: INSURANCE COMPANY NAME    INSURANCE ADDRESS 

  SUBSCRIBER’S NAME SSN DATE OF BIRTH PATIENT’S RELATION TO SUBSCRIBER 

 SELF      SPOUSE  DEPENDENT 

  GROUP/PROGRAM # UNION OR LOCAL # EMPLOYER (IF DIFFERENT FROM ABOVE) :    NAME    ADDRESS 

SECONDARY COVERAGE: 

 NO        YES 

INSURANCE COMPANY NAME    INSURANCE ADDRESS 

  SUBSCRIBER’S NAME SSN DATE OF BIRTH PATIENT’S RELATION TO SUBSCRIBER 
 SELF      SPOUSE  DEPENDENT 

  GROUP/PROGRAM # UNION OR LOCAL # EMPLOYER (IF DIFFERENT FROM ABOVE) :    NAME    ADDRESS 

 Signature:_________________________________________________________  Date:___________________ 

INFORMATION RELEASE AND INSURANCE ASSIGNMENT 
I authorize the dentist to release any information required for administration of my treatment and/or completion of my 

insurance claims.  I authorize that my records can be used by the doctor if she so determines. 

I hereby authorize my insurance benefits to be paid directly to the dentist.  I am financially responsible for any balance due. 

In consideration of the service rendered to me by this office, I am obligated to pay said office in accordance with its credit  

terms and policies. 

I consent to the taking of photographs and diagnostic x-rays (only if needed for treatment) before, during and after treatment, 

and to the use of same by doctor in scientific papers or demonstrations. 

I certify that I have read, or have had read to me, the contents of this form and do realize the risks and limitations involved. 

 CANCELLATION POLICY

I understand that changes to my appointment time need to be made with 24 hours business notice, defined as Monday-
Thursday. For example, changes to a Monday 8am appointment need to be made by 8am on Thursday the previous week. 
Changes with less than 24 hours notice (as defined above) will incur a $50 fee per half hour of time reserved for you. This 
policy will be strictly enforced. If your schedule frequently changes over the weekend, we do not recommend booking a 
Monday appointment. 

DENTAL INSURANCE INFORMATION 
(PLEASE  COMPLETE IF PATIENT HAS DENTAL INSURANCE)



MEDICAL HISTORY 
 

Patient Legal Name:__________________________ Preferred Name:_________________ Date Of Birth:_______________  

 

Name of Physician:___________________________________  Phone:__________________    

 

Date of Last Physician Visit:________________________  Preferred Pharmacy:____________________________________  

   

CHECK IF YOU HAVE, OR HAVE HAD, THE FOLLOWING:  

1. past hospitalization for illness or injury ....................  

2. presently being treating for any illness ..................... 

3. allergic reaction to: 

aspirin         penicillin         erythromycin        codeine       local anesthetic       fluoride       

metals (gold, stainless steel)            latex (rubber) products             any other medications_______________ 

4. hearing disorder or hearing aid ................................  

6. artificial prosthesis (e.g. joints, heart valve) ............  

7. heart problems: 

  stroke   date:___________________ 

  heart attack   date:_______________ 

  angina 

heart murmur  

mitral valve prolapse  

  pacemaker 

  history of infective endocarditis  

8. high blood pressure ..................................................  

9. anemia or other blood disorder ................................  

10. emphysema .............................................................  

11. asthma .....................................................................  

12. tuberculosis .............................................................  

13. sinus problems ........................................................  

14. hives, skin rash, hay fever........................................  

15. contact lenses ..........................................................  

16. diabetes ...................................................................  

17. kidney disease .........................................................  

18. liver disease .............................................................  

19. jaundice ...................................................................  

20. hepatitis (type____) .................................................  

21. thyroid or parathyroid disease .................................  

22. stomach or duodenal ulcer .......................................  

23. arthritis .....................................................................  

24. glaucoma .................................................................  

25. cigarette smoker, smokeless tobacco........................  

26. vape……………………………………….……….. 

27. smoke marijuana ......................................................  

28. epilepsy, convulsions (seizures) ..............................  

29. viral infections and cold sores .................................  

30. any lumps or swelling in the mouth .........................  

31. Tumor, cancer, abnormal growth 

  Type:_________________________________________ Date of diagnosis: __________________ 

  Please circle any treatment: Chemotherapy    Radiation Surgery 

  Current cancer status:_________________________________  

 

32. AIDS or HIV positive .............................................  

33. medicine for osteoporosis, osteopenia, or other.......  

34. alcohol/drug dependency .........................................  

35. depression ................................................................  

36. often exhausted or fatigued .....................................  



37. subject to frequent headaches ..................................  

38. head or neck injuries………………………………. 

39. anxiety ...................................................................... 

40. For females: Any you currently pregnant?...............        If so, what trimester are you in:_____________________  

 

Please describe any current medical treatment, impending surgery, or other treatment that may possibly affect your  

dental treatment 

_____________________________________________________________________________________________  

Please list any medications (prescription or over the counter) you are taking now, or have taken within the last two years  

____________________________________________________________________________________________________  

____________________________________________________________________________________________________  

____________________________________________________________________________________________________  

____________________________________________________________________________________________________  

 

SLEEP HEALTH   
(circle your answers) 

 

1. Do you snore?.................................................................................... Yes            No 

2. How many times do you wake a night?...................................      1         2          3          4+ 

3. Do you wake feeling rested?...............................................................Yes            No 

4. If driving longer than 30 minutes do you struggle to stay awake?.....Yes            No 

5. Do you wear a nightguard?................................................................ Yes            No 

6. Do you wear a snore guard?................................................................Yes            No 

7. Do you wear a CPAP?.........................................................................Yes            No 

8. Have you had your tonsils removed? ……………………………….Yes            No 

9. Once asleep do you struggle staying asleep? ……………………….Yes            No 

10. Do you struggle to fall asleep? ……………………..……………….Yes            No 

 

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGES IN YOUR MEDICAL HISTORY OR ANY 

MEDICATIONS YOU MAY BE TAKING.  

Patient’s Signature: ___________________________________________________ Date: __________________  



DENTAL HISTORY 
 

Previous dentist: ________________________________________ City:________________________ How long _______  

 

Phone: _____________________________ Date of last dental treatment ________________________  

 

How often do you normally have your teeth checked and cleaned? 3 mo.____ 4 mo. ____ 6 mo. ____ 1 yr. or longer ____  

 

WHAT IS YOUR IMMEDIATE DENTAL CONCERN? 

____________________________________________________________________________________________________  

____________________________________________________________________________________________________  

 

PLEASE CHECK IF YOU HAVE, OR HAVE EVER HAD THE FOLLOWING:  

1. unhappy with the appearance of your teeth...............................................  

2. unfavorable dental experience ..................................................................  

3. dental fears................................................................................................ 

4. preference for no dental anesthetic ...........................................................  

5. problems with effectiveness or bad reactions to dental anesthetic ...........  

6. orthodontic treatment (braces) When? _________________________  

7. periodontal (gum) treatment When? __________________________  

8. bleeding gums ...........................................................................................  

9. avoid brushing any part of your mouth .....................................................  

10. part of your mouth sensitive to temperature ............................................  

11. sore teeth ..................................................................................................  

12. a burning sensation in your mouth ...........................................................  

13. difficulty swallowing................................................................................  

14. an unpleasant taste or odor in your mouth ................................................  

15. jaw problems (temporomandibular joint) .................................................  

16. difficulty opening your mouth widely ......................................................  

17. stiff neck muscles ....................................................................................  

18. awaken with an awareness of your teeth or jaws......................................  

19. tension headaches .....................................................................................  

20. clench or grind your teeth .........................................................................  

21. jaw clicking or popping ............................................................................  

 

SUPPLEMENTAL DENTURE HISTORY:  

If you are wearing a partial or complete artificial denture, please complete the following:  

The denture(s) I wear is (are) a:      complete  upper lower                         partial  upper lower  

When did you receive your first partial or complete denture?_____________________________  

How long have you worn your present denture? _______________________________________  

Has your present denture been relined? When? _________________________________________________________  

Is your present denture a problem? Describe ____________________________________________________________  

Satisfied with appearance? __________________________________________________________________________  

Satisfied with comfort? _____________________________________________________________________________  

Satisfied with chewing ability? _______________________________________________________________________  

 

 

Patient Signature _______________________________________________ Date _________________  
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