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NEW PATIENT REGISTRATION

Patient Information
	First Name:     _______________________________________________________________________________
	

	Last Name:     ________________________________________________________________________________
	

	Preferred Name:     _________________________________________________________________________
	

	Email Address:     __________________________________________________________________________
	

	Family Status:     ____________________________________________________________________________
	


Address
	_____________________________________________________________________________________________

	_____________________________________________________________________________________________
______________________________________________________________________________________________


Referral Information
	How did you hear about us?
______________________________________________________________________________________________
	


Contacts
	Relationship to Patient (Responsible Party: ___________________________________________

	Emergency Contact Name: _______________________________________________________________

	Emergency Contact Phone: ________________________________________________________________

	Relationship: ________________________________________


Dental History
	Primary reason for visit
__________________________________________________________________________
	

	Previous Dentist Name & Phone
__________________________________________________________________________
	

	When was your last dental visit?
________________________________________
	


Check all that apply:
☐ Adverse reaction or complication from past dental treatment
☐ Difficulty getting numb for dental procedures
☐ Teeth sensitive to hot, cold, sweets, or pressure
☐ TMJ or Jaw Issues
☐ Dry Mouth
☐ Snoring, clenching or grinding teeth, sleep disorder
☐ Interested in orthodontic alignment or straightening of teeth
☐  Would like to discuss whitening options
☐  History of Oral Cancer
☐ Previously treated for periodontal disease (Gum Disease)

Additional explanation: ________________________________________
Preferred Pharmacy
	Pharmacy Name: ________________________________________

	Phone: ________________________________________

	Location: ________________________________________
Address: ________________________________________________________________________________
___________________________________________________________________________________________



Financial Policy
As a condition of treatment by this office, financial arrangements must be made in advance. 
The practice depends upon reimbursement from patients for the costs incurred in their care. Financial responsibility on the part of each patient must be determined before treatment. All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for at the time services are performed unless other arrangements are made. Patients with dental insurance understand that all dental services are charged directly to the patient and that he or she is personally responsible for payment of all dental services. Any estimate provided for insurance benefits is only an estimate and subject to change based on the insurance company’s discretion. This office will help prepare the patient's insurance forms or assist in making collections from insurance companies and will credit any collections to the patient's account. However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company. A service charge of 1.5% per month (18% per annum) on unpaid balances exceeding 60 days will be charged. I understand that any fee estimate can only be extended for six months from the date of examination. In consideration for the services rendered, I agree to pay charges at time of treatment or within five (5) days of billing. I further agree to pay all costs and reasonable attorney fees if collection action is required.
Appointment Scheduling Policy
We request at least 48 hours notice for appointment changes. Missed appointments prevent other patients from being seen. A $50.00 fee may be assessed for no-shows or late cancellations.
By signing below, you acknowledge and agree to this policy.
HIPAA Acknowledgement
HIPAA Acknowledgement I understand that I may inspect or copy the protected health information described by this authorization. I understand that at any time, this authorization may be revoked, when the office that receives this authorization receives a written revocation, although that revocation will not be effective as to the disclosure of records whose release I have previously authorized, or where other action has been taken in reliance on an authorization I have signed. I understand that my health care and the payment for my healthcare will not be affected if I refuse to sign this form. I understand that information used or disclosed, pursuant to this authorization, could be subject to re-disclosure by the recipient and, if so, may not be subject to federal or state law protecting its confidentiality. I allow this practice to disclose my Protective Health information to the following individuals: (This information could include Name, Diagnosis, Test Results, Image and Account Information)
	Name: __________________________________________________________________________

	Relationship: ___________________________________


Consent & Signature
By signing below, I consent to treatment as recommended by my provider. 
I attest that I have read, understand, and agree to all policies and consents above. 
This consent remains in effect until revoked.
	Patient Signature: ___________________________________________________________

	Date: _________________________________





MEDICAL HISTORY UPDATE FORM
Patient Name:	Date:
Please circle Yes (Y) or (N) to the following problems or condition that you have or have had in the past:
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Bleeding/Blood Issues:
Anemia                                                y       n AIDS or HIV                                         y       n Blood Disease                                     y       n Blood Transfusion                              y       n Bruise/Bleed Easily                            y       n Dizziness/Fainting                              y       n Hepatitis A                                           y       n Hepatitis B                                             y       n
Heart Issues:Hepatitis C
  y
  n
High Blood Pressure
  y
  n
Low Blood Pressure
  y
  n



Artificial Heart Valve                      y       n Heart Attack                                   y       n Heart Conditions                            y       n Heart Murmur                                y       n Heart Surgery                                 y      n Rheumatic Fever                            y       n Mitral Valve Prolapse                   y       n Pace Maker                                     y      n Scarlet Fever                                   y      n Stroke                                                y       n
Bones Issues:
Arthritis                                                y       n Artificial Joint                                      y       n Bone Density                                      y       n Cancer                                                 y       n Chemotherapy                                     y       n 
Osteoporosis                                      y       n Radiation (Head/Neck)                     y       n Rheumatism                                         y       n



	Breathing Issues:
Allergies (Seasonal)
	

y
	

n
	Other Issues:
Diabetes (HbA1C levels 	)
	

y
	

n
	

Multiple Sclerosis
	

y
	

n

	Latex Allergy
	y
	n
	Nervousness/Depression
	y
	n
	Osteoporosis/Biphosphonate therapy
	y
	n

	Asthma
	y
	n
	Glaucoma
	y
	n
	Fen Phen (1 month+)
	y
	n

	Emphysema
	y
	n
	Jaundice
	y
	n
	Pregnant or Nursing
	y
	n

	Respiratory Problems
	y
	n
	Kidney Disease
	y
	n
	Stomach Problems
	y
	n

	Tobacco Habits
	y
	n
	Liver Disease
	y
	n
	Thyroid Disease
	y
	n

	Tuberculosis
	y
	n
	Other Autoimmune
	y
	n
	Ulcers
	y
	n

	
	
	
	Venereal Disease
	y
	n
	
	
	


Please Check Yes of No for the following questions:
Have you ever been required to take medication prior to dental appointment?	No	 If Yes, please explain:   	 Do you currently have or have you had a history of drug addiction?		No	If Yes, please explain:
Have you ever been hospitalized, had a serious illness or had any in-patient or out-patient surgeries in the past five years?	No
Yes, explain:  	

Are you currently under a Physician’s Care:	No	If Yes, please explain:
Please give name and phone number of physician:   	
LIST ANY MEDICATIONS, VITAMINS, and/or
LIST ANY ALLERGIES TO FOOD, MEDICATIONS, ETC:  	SUPPLEMENTS THAT YOU ARE CURRENTLY TAKING
(include Dosage)
	1.
	 	
	1.   	

	2.
	 	
	2.    	

	3.
	 	
	3.   	

	4.
	 	
	4.   	_

	5.
	 	
	5.   	


The above information regarding my medical history is complete and accurate to the best of my knowledge.  Therefore, I do not hold the Dentist, other team members responsible for any errors or omissions of information that I may have made in completing this form

Patient Signature (or Parent/Guardian):	Date:

Doctor Signature:	Date:

FOR OFFICE USE ONLY:	Blood Pressure:  

PLEASE LIST ANY ADDITIONAL MEDICATIONS BELOW

(Include Dosage)

PATIENT NAME:  	



	Medication
	Reason for Use

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	

	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	





Date: 	

 Patient Signature: 	



Date: 	

Doctor Signature: 	






Insurance Information
Please Bring or Email a Copy of Your Card
Subscriber's First Name 
________________________________________________________________________________
Subscriber's Last Name
________________________________________________________________________________
Subscriber's Date of Birth (MM/DD/YYYY)
________________________________________________________________________________
Subscriber's SSN # ________________________________________
Member ID # ________________________________________
Group # ________________________________________
Insurance Carrier Name ________________________________________
Insurance Plan Name ________________________________________
Insurance Phone________________________________________
Patient's Relationship to Subscriber ________________________________________
Subscriber's Employer Name ________________________________________
Subscriber's Address
_______________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Insurance Address
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
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