
Name_______________________________________

Add ress_____________________________________

City_________________________________________

Home Phone______________________ Work Phone

Email Address________________________________

May We Email or Text You?

______Date of Birth ____

_____  SSN # _________

S tate_____________ Z ip .

_______ Cell Phone_____

. Best Time to Contact You

PERSON RESPONSIBLE FOR INSURANCE

Name___________________________________________________________ Relationship _

Address_____________________________________________________________________

Social Security Num ber___________________________________ Date of B irth__________

Employer__________________________ Home P hone___________________ Cell Phone

PERSON RESPONSIBLE FOR PATIENT’S FINANCES

Name_________________________________________ DOB___________________ Relationship

Address________________________________________________________________SSN # ___

Home Phone_______________________Work Phone______________________ Cell Phone __

PATIENT CONSENT FORM

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain rights to 
privacy regarding my protected health information. I understand that this information can and will be used to:

Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved 
in that treatment directly and indirectly.

Obtain payment from third party payers.

Conduct normal healthcare operations such as quality assessments and physician certifications.

I have been informed by you of your Notice of Privacy containing a more complete description of the uses and 
disclosures of my health information. I have given the right to review such Notice of Privacy prior to signing this consent. 
I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that may 
contact this organization at any time at the address below to obtain a current copy of the Notice of Privacy Practices.

I understand that you restrict how my private information is used or disclosure to carry out treatment, payment of health 
care operations.

I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to 
abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying 
on this consent.

Patient Name:

Signature:__

Relationship: _ 

Date:_______



PATIENT MEDICAL HISTORY

Are you under a physician’s care now? o Yes o No o N/A

Have you ever been hospitalized or had a major operation? o Yes o No o N/A

Have you ever had a serious head or neck injury? o Yes o No o N/A

Are you taking any medications, pills, or drugs? o Yes o No o N/A

Do you take, or have you taken, Phen-Fen or Redux? o Yes o No o N/A

Are you on a special diet? o Yes o No o N/A

Do you use tobacco? o Yes o No o N/A

Do you use controlled substances? o Yes o No o N/A

If yes, please explain: 
If yes, please explain: 
If yes, please explain: 
If yes, please explain:

-  Women: Are y o u --------------------------------------------------------
□  Pregnant/Trying to get pregnant? O  Nursing? 

Q  Taking oral contraceptives

—  Are you allergic to any of the follow ing?---------------------------------------------------------------------------------------------------------------------------
Q  Aspirin Q  Penicillin Q  Codeine Q  Acrylic Q  Metal Q  Latex Q  Local Anesthetics 

□  Other If yes, please exp la in :_______________________________________________________________________________

—  Do you have or have you had, any of the folllowing?

□ A ID S /H IV  Positive □  C hest Pains □  Frequent H eadaches Q  Irregular H eartbeat □ Scarlet Fever

□ A lzh e im er's  Disease Q  C old Sores /Fever Blisters □  Genital Herpes Q  K idney Problem s □ Shingles

□ Anaphylaxis Q  Congenital H eart D isorder □  G laucom a Q  Leukem ia □ Sickle  Cell Disease

□ Anem ia Q  Convulsions Q  H ay  Fever □  Liver D isease □ Sinus Trouble

□ Angina Q  C ortisone M edic ine □  H eart A ttack/Failure □  Low  B lood Pressure □ S pina  Bifida

□ Arthritis/Gout □  D iabetes □  H eart M urm ur Q  Lung Disease □ S tom ach/ln testinal D isease

□ Artificial H eart Valve □  Drug A ddiction □  H eart P acem aker Q  M itral Valve Prolapse □ Stroke

□ Artificial Joint Q  Easily W inded Q  H eart Trouble /D isease Q  Pain in Jaw  Joints □ Swelling o f Limbs

□ A sthm a □  Em physem a □  Hem ophilia □  Parathyroid D isease □ Thyroid D isease

□ Blood D isease □  Epilepsy or Seizures Q  H epatitis  A Q  Psychiatric C are □ Tonsillitis

□ Blood Transfusion □  Excessive Bleeding □  H epatitis  B or C Q  Radiation Treatm ents □ Tuberculosis

□ Breathing Problem □  Excessive Thirst □  H erpes Q  R ecent W eight Loss □ Tum ors or Growths

□ Bruise Easily Q  Fainting Spells/Dizziness Q  H igh B lood Pressure Q  Renal Dialysis □ Ulcers

□ C an cer □  Frequent Cough □  H ives or Rash □  R heum atic Fever- □ Venereal Disease

Q  C hem otherapy Q  Frequent D iarrhea Q  H ypoglycem ia Q  Rheum atism  

Have you ever had any serious illness not listed above? O  Yes O  No O  N/A If yes. please explain:

□ Yellow Jaundice

Are you happy with your smile? O Yes O No

If no, what would you change?___________________

Whom may we thank for referring you to our office?.

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, PARENT, or GUARDIAN________________________________________________________________ D A TE __________________

FINANCIAL POLICY
Your insurance company is a contract between you, the insured, and the insurance company. The dental provider is not part of that contract. As a courtesy 
and service to you, we will file claims for you. Estimated co-payments and deductibles will be collected at the time of service. If your insurance company 

does not pay the claim in full, you will be responsible for payment of the remaining balance . By signing below, I understand and agree that I am ultimately 

responsible for my insurance co-payment, deductible, and any other procedures or fees not paid for or covered by my insurance company .

All balances will be due sixty days from the day of service, despite the actions of your insurance company. Monthly statements will be sent keeping you in
formed of the status of your account. We reserve the right to refer your account to a collection agency for any balance that remains ninety days from the date 

of service. We reserve the right to add additional collection fees up to 40%  of the balance submitted to the collection agency and reasonable attorney fees.

Signature of Parent, Patient or Guardian .Date


