
PLEASE COMPlETE THE FOllOWING CONFIDENTIAL INFORMATION 
PAnENT REGISTRAnON 

DATE 1 DENTAL INSURANCE 2 

~ 

LAST NAME FIRST M.l. PRIMARY CARRIEfI 

PREFERS TO Be CAllED BY INSURANCE COMPANY 

ADDRESS GROUP NO. 

CITY STATE ZIP EMPLOYER NAME ~~v START HeRE HOME PHONE NO. FAX INSUREO'S NAME 

CEll EMAIL DATE OF BIRTH RELATIONSHIP TO PAT lEN! 

BlRTHOATE AGE MALE FEMALE INSURED'S 1.0. NO. 

MARRIED SINGLE DIVORCE~ WIDOWED INSURED'S SOCIAL SECURITY NO. 

SOCIAL SECURITY NO. SECONOARYCARRIER 

DATE INSURANCE COMPANY 

LAST NAME FIRST M.I. GFIOUPNO. 

F_~ ADDRESS EMPLOYER NAME 

APPOINTMENT IS CITY STATE ZIP INSURED'S NAME ~~v START HERE HOME PHONE NO. DATE OF BIRTH 1 RELATIONSHIP TO PATIENT 

BIRTHOATE I AGE I MALE FEMALE INSURED'S 1.0. NO. 

SCHOOL GRADE INSURED'S SOCIAL SECURITY NO. 

SOCIAL SECURITY NO. 

IF YOUR CHIl.O'S LAST NAME ANOIOR AOOReSS ARE NOT THE SAloIS AS YOURS, FIl.L1N THE TOP BOX AlSO 

ACCOUNT INFORMATION 4 
PERSON FINANCIALlY RESPONSIBLE FOR ACCOUNT ~7 NAME 

RELATIONSHI?TO PATIENT I SOCIAl SeCURITY NO. 
GETTING TO KNOW YOU 3 

ADDRESS 
IS ANOTHER MEMBER OF YOUR FAMILY OR RELAnVE A PAnENT 

CITY STATE ZIP AT OUR OFFICE? 
NAME: RELATIONSHIP: 

PHQNENO, 
YOU WERE REFERRED TO us BY 

YOU 
YOUR FORMeR ADDRESS 

NAME 

CITY STATE ZIP 
OCCUPATION 

If PERSON TO CONTACT FOR EMERGENCY EMPLOYER'S NAME 

ADDRESS CITY PHONE NUMBER 

PHONE NO. FAX NO. iy ADDRESS 
YOUR SPOUSE CITY STATE ZIP 

NAME 
ClOSEST RELAnVE NOT LIVIHG WITH YOU 

OCCUPATION 
PHONE NUMBER 

EMPLOYER'S NAME 
ADDRESS 

ADDRESS CITY 

CITY STATE ZIP 
PHONE NO. FAX NO. 



Tmel:09PM 

Patient Name: 

Amazing SmIes Dentistry 
Medical And Dental History 

Birth Oate: 

Date 12/5/2014 

Date O-eated: 

SF 1 OVes ONo 

BlOod Pr;;;;;:;···_· .. ·_· _ ·" " .. "" .. · .. ·· "" " " " __ """,,, - .. - __ __ . 

::::::::-:::.::::::::::::=:::.::':':::::=:::::::::~ .. ::'::':-::'::::.:=::::::':::::::;~:=.::=:::::::::::=::::::.-::::.==::::---* ..... :: ... : .. ::-::: .. : .. :.~ =: .. : -===-=-:_= .. : .. ::_==--::-.': -:-::.= .. _::."'::-:: .. -=.-:._::::-:-. ::~.:::== .. ::.:===:.:==::==.::::::::==:.:::::=::::.==:=, 
Althoogh dental personnellll'hliril treat the :area in and :aroond yoor !:h, yoor mouth is a part of your entre body. Health problems that yoo rtril>/ have, Of medication 

;::::::::::::::::::::::::''':::::::::::::::=.::::::::':'::::::::::::::::::::::::::::::::::::::.:::.:::::.::::: - ::.:.::.::::::::::.::'-+. .._ ..•.....•....... _ .. _ ..• - ...•.•...............................•..••..... -- .............................................•.....•....... " ...•.... " "" ................•........... " ...•.• " - ..•....... "."_ ,, .•..••..........••. " ..•........... 

Ifves ~=====================::::: III 

Ifves '--------I! 
IfV~~====================================~ Ifves 

Ifves~==========================================::::: I 

Are you under a physician's care nrm? 

Have you ever been hospitalized or had a major 
operation? 

Have you ever had a serious bead or neck injury? 

Are you taking any mediartlons •. pills, or drugs? 

Do you take, or have you taken, PilerrFen or Redux? 

Have you ever tal:.en Fosamax; Boniva, Actonel or 
any other medications containing bisphosphonates? 
Are you on a special diet? 

OVesONo 

OV~ONo 

OVes QNa 

OYesONo 

OViiiSONo 

aVesONa Ifves~ ~ -J 

00 you use tobacco? 0 Yes 0 NQ If yes 

Have you ever been dlllgnosed with an autoimmune 0 Ves 0«0 Ifves :========================~ 
disease/disorder 

Women: Are you ..• 
i[j"pre9na~tiTcyi~ -t;;. g;;t·p~~1i~;rt?"·· .. _ .... - dN~~!r;g?-' 

•••• ~h"_ , •• pM'" •••• hh~._ ••••••••• _ •••.••••••• _ ••.••••••• _. '_' __ h' _, •• _,_ •••• " ••• . ,. __ ,_, _ ,,_ .. "__ .. _............ . .. ~.:.:~_ :~:M: .. ':':':'. _~:_::~ _ _ , '.M •••••••• , •••••••••••• _._._... 

- ••• - ••• ~, •••• -- •• , ••••••••••• _ •••••••••• _--" •••••••• " ••••••••• " •• _ •••••••••••••• " ••••• __ •••• _._ •• _._."." •••• ",., ,_ ••••••••••••••••• , ••••• _ •• _'"_ •••• _ •• ~ ••••• , •••• ,.,. " __ ,,, ."._ ••••••••••••••••• OM ••• " •••••••••••••••••••••• _ ••••• , _ •••••••••••••••• ,_ •• , ••••••••••• " .••••••••••••••••••••• ,,, ••••••••• '" roo ••• _ ••••••• _ •• , •••••••• "" •••• _ ••••••••••• , •••••• " •••••••••••• ", •••••••• " ••• " , •••••••••••• " ••• "", •••• - ••••••••••••••••• , 

Are you aJergic to any of !:h e folowilg? IJ~iri~' - - .. . __ 
jDMetal 

o p~~k;uii~-'" _ - _' ,~" , .. ~ 
o Latex 

. _.- - o AerY,; .. ". _ .. 
o Local Anesthetics 

- '-'" ··tJc~i~ 
o Sulfa Drugs 

00 you use controlled substances? OVesONo If yes ;:::====================================~ IfyesL- ~ 

Other? o 

00 you have, 0( have you had, any of the foloviilg? 
;AIDSiHiV'po~" -. "6Y~O'N~ a;~'Me<!ici~'" "oy ONo Hemophilia 

I Alzheimer's Disease 0 Yes ONo Diabetes 0 V ONo Hepatitis A 
i Anaphylaxis 0 Ves 0 No Drug Addiction 0 V 0 No Hepatitis B or C 
I . 
I Anemia 0 Ves 0 No Easily Winded 0 Ves 0 No Herpes 
; Angina 0 Ves 0 No Emphysema 0 Vf<S 0 No High Blood Pressure 
i Arthritis/Gout 0 Ves 0 No Epilepsy or Seizures 0 Ves 0 No High Cholesterol 
i Artificial Heart Valve 0 Yes 0 No Excessive Bleeding 0 Yes 0 No Hives or Rash 
: ArtIfICial Joint 0 Ves 0 No EXcessive Thirst 0 Ves 0 No Hypoglycemia 
i Asthma. 0 Yes 0 No Failtlrlg Spels/Dizmess 0 Yes 0 No Irreguiar Heartbeat 
; Blood Disease 0 Ves a No Frequent Cough 0 Ves 0 No Kidney Problems 
! Blood Transfusion 0 Yes 0 No Frequent Diarrhea a Yes 0 No Leukemia i Breathing Problems 0 Ves 0 No Frequent Headaches 0 Yes 0 No liver Disease 
! Bruise Easily 0 Ves 0 No Genital Herpes 0 Yes 0 No Low Blood Pressure 
: Q,ncer 0 Ves 0 No Glaucoma 0 Ves 0 No lung Disease 
: Chemotherapy 0 Yes 0 No Hay Fever Mitral Valve Prolapse 
! dlest Pains 0 Ves 0 No Heart Attack/Failure No osteoporosis 
: Cold So;esfFev~ Sisters 0 Yes 0 No Heart Murmur No Pain in RN.J Joints 
: Congenital Heart Disa'der 0 Yes 0 No Heart Pa<:emaker . No Parathyroid Disease 
, Convulsions 0 Yes 0 No Heart Trouble/Disease No Psychiatric care 
: Yellow Jaundice 0 Yes 0 No 

Have you ever had any senous illness not listed OVesONo 

OVes ONo Radiation Treatmants 6y~'ON~ 
QVes ONo Recent Weight Loss aVes ONo 

OVes ONo Renal Dialysis aVes ONo 
OVes ONo Rheumatic Fever o Yes ONo 

OVes ONo Rheumatism OVes ONe 

OVes ONo Scarlet Fever OVes ONo 

ov« aNo Shingles OVes ONo 

QVes ONo Sickle cel! Disease OVes ONo 
OVes ONo Sinus Trouble o Yes ONo 

OVes 01'10 Spina Bifida ayes ONo 

OVes ONo StDmadl/fnteslinal Clsea<:e OVes ONo 

o Yes Otlo Stroke OVes 0140 
Oves ONo Swelling of Limbs OVes ONo 

OVes ONo Thyroid Disease OVes ONo 

OVes ONo Tonsillitis o Yes ONo 

OVes ONo Tuberculosis ayes ONo 

OVes ONo Tumors or Growths OVes ONo 

OVes ONo Ulcers OVes aNo 

o Yes ONO Venereal Disease OVes ONo 

••••• ~_ •••• " ,~ •••••• ~." ••••• __ ~M_ ••• ' __ H ••• _._ •••• _ ••• __ •• _._.".~. __ ._'.HH. ____ H ____ 

To the best of my knowledge, the QUestions on this form have been acOJrat answered. I understand that I>To'Jldilg ncorrect informatloll can be dangerous to my (or 
patient's) health. It is my responsility to i'lform thE< dental office of any dl yes n medical status. 

:" Sig2bJre ofPatierlt, PCI'B'\tor<iuardan: _., _._ _h_' •.•. " •••.••. __ h_._ .•..•• H _ O. , ••••••••••••••.•••••••.••••.••••.•••. M •••••.•.••••••• , •.•••.• _ .•• -,. ,. , •• , ,,, ••.•.•.•.•.•••.•••••.•••.•.•••• _ ••••••• ', •.••••••.••••.•.•••••••••••• " •••.••••••.•• ,_ •••.• _ •.•.•.••. ,._ •• j; 

x 
.... - ~.- - •. ----._.--- ~ ....•..... -l- -- _ .....• -_ •.. -. - ....•.............. _ _........ .. ••......•....•• _ .•. 

. .. _ - , .•............................ .... __ ............•. ,,- __ , .. ' _ _ --- 
Signature of Doctor 

Date: _ 



• 

Welcome! So that we may prwide you with the best possible care 
please complete both sides of this medical/dental history form. 

All information is completely confidential. 

., - Date of Last Dental VISit ..:.__ __ Last Dental Cleaning --:~~~;;:;:.:.~_ last FuD Mouth X-rays _.=....;~-== 
~~00re&~~~~ ~~~ __ ~~ _ 

I. 

Previous Dentist's Name _=.::..::....:::.:..:.:::... .::::..=..::..::.... _ 
Address _-;:;;;;::;: __,..,.. _ 
T~~~-- ~ ~~==~~~~~~~~~ 
How often do you have dental examinations? __ ..:;.;::....:,:_~ _7=-....:::~;_~~!...'"------=:.=:..---=-~.~ 
How often do you brush your teeth? _ 
Have you ever used or are currently using topical fiuoride? Yes No 

What other dental aids do you use? (1nterpIak, toothpid<. etc.) _ ____:.-:-- -===~--~~...::.;:....;...,:::.....".::::::=-::=_====-- 

Do you have any dental problems now? Yes No 

If yes, please describe: ----7=--------=:-::~~---'~_7===~------=~~~::=.:.:___===:_==. 

.. j. 
IV 
I - 

• _ II 

• 

I ...t.t' 

Have you ever had: 
Yes No Orthodontic treatment? Yes No 
Yes No Oral Surgery? Yes No 
Yes No PeOOdontal treatment? Yes No 
Yes No Your tee!h ground or the bite adjusted? Yes No 

A bite plate or mouth guard? Yes No 
Yes No A serous i~ury to the mouth or head? Yes No 

If so, please descrtbe, including cause 
Do your gums bleed or hurt? Yes No 

Have your parents experienced gum disease 
or tooth loss? Yes No Have you experienced: 

Have you noticed any loose teeth or change Clicking or popping of the jaw? Yes No 
in your bite? Yes No Pain? (join~ ear, side of face) Yes No 

Does food tend to become caught in between Difficulty in opening or closing the mouth? Yes No 
your teeth? Yes No DIfIcuI~ in chewing on either side of the mouth? Yes No 

n yes, where? Headaches, neckaches or shoulder aches? Yes No 
Sore muscles (neck, shoulders)? Yes No 

Do you: 
Clench or grind your teeth while awake or asleep? Yes No Are you satisfied with your teeth's appearance? Yes No 

Bite your lips or cheeks regularly? Yes No Would you like to keep all of your teeth aU of your life? Yes No :~r· Hdd foreign objects with your teeth? 
lpencils, pipe, pins, nails, fingernails) Yes No Do you feel nervous about havilg denial treatment? Yes No 

.1 I' Mouth breathe ~le awake or asleep? Yes No If so, what is your biggest concern? 
-·~-Y.~ Have tired jaws, especially in !he morning? Yes No 

Snore or have any other sleeping disorders? Yes No Have you ever had an upsetting dental experience? Yes No 
r __ ~ 

.• ~ •• II SmoKe/chew tobacco Of use other tobacco products? Yes No ff yes, please describe 

Have you ever been told to take a pre-medication prior to dental treatment? Yes No 

Is there anything else about having dental treatment that you would like us to know? Yes No 
If yes, please describe 

L 

- ..• i~· .....• de ...... 
l 

• L .J 



Patient Consent to receive Mail, E-mail and/or Telephone Messages 

Please Print (Last Name) (First Name) (M.L) 

I agree that the practice may communicate with me electronically at the following address: 

E-mail Address (please print) 

Do we have your permission to: 

Send a recall appointment reminder to your home? Y __ N __ 

Leave appointment, billing or dental information on 
your answering machine/voice mail/e-mail: Y N -- -- 
I give permission to share appointment, billing or dental information with the person named below: 

Name: ----------------------------------- 

Signature of Patient I Parent or Legal Guardian Date 

If signed by other than patient, specify relationship to patient: _ 

Phone Nwnber(s) 

Please provide us with the best phone number(s) to reach you at in the event of bad weather. 

Acknowledgment of Receipt of Notice of Privacy Practices 

I, have received a copy of this office's Notice of Privacy 
Practices. 

Signature of Patient I Parent or Legal Guardian Date 

If signed by other than patient, specify relationship to patient: _ 

HTP AA CONSENT 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgment could not be obtained because: 

1) Patient I Parent or Legal Guardian refused to sign form Date Signature of Office Manager 

'If Other 



Financial Policy 

Thank you for choosing our practice to serve your dental needs. Please take the time 
to read the following: Please initial each section and sign and date the bottom of the form. 

Full payment is due at the time of service, unless arrangements 
have been made prior to the start of any treatment. 

Insurance balances not paid by the insurance is the patients responsibility. 
Insurance balances which are not paid within 60 days may be billed to you. 
Please keep your walk-out statement and follow up with your insurance 
carrier to ensure prompt payment. 

If any patients portion due at the time of service is not paid, a $50.00 
administrative fee will be charged to your account. 

Major services may require a deposit equal to at least one half of 
the estimated patient portion at the time the appointment is made. 

Patients are asked to confirm their appointment at least 48 hours 
in advance by directly contacting our office or by responding to 
our confirmation contact. Failure to appear for your appointment 
may result in a charge for the time reserved. 

There will be a fee of $30.00 for any checks returned as Non 
Sufficient Funds (NSF). If an NSF check is received, we will 
no longer be able to accept checks as a method of payment 
on your account. 

Patient balances that go unpaid for 30 days or more may incur 
one or more of the following charges: 

Interest charges of 1.5% per month or 18% APR 
Collection fees (up to 42% of the full balance) 
Legal fees for collection services. 

Treatment plans are only an estimate and the patient is responsible 
for any fee differences. 

Date Signature of Patient or Guardian 

Print Name Witnessed By 

11/14 


