Patient Registration Form

Birth Date:
Address: Sex: O mate Oremale  Home Phone:
City/State/Zip: email: Cell:
Status:O sinGLe, O mARRIED, OwiDoweD, ObivorceD, OSePERATED, (OPARTNERED Work Phone:
SSN: - - Whom May We Thank for Referring You?
Person to Contact
In an emergency: Phone:
Is patient responsible for payment: Y or N Is patient the policy holder: Yor N
Name of responsible Relation
party/policy holder: to patient:
Address: Birth Date: Tel:
email: cell:
SSN: - - Driv Lic: Work Phone:
Employer Employer address:
Insurance Group Union Local
Company: Number: Number:
Insurance
Address:
Additional Insurance:
Name of responsible Relation
party/policy holder: to patient:
Address: Birth Date: Tel:
email: cell:
SSN: - - Driv Lic: Work Phone:
Employer Employer address:
Insurance Group Union Local
Company: Number: Number:
Insurance

Address:




ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This HIPAA Portion of the Acknowledgement**

1, , have received a copy of this office’s Notice of Privacy Practices.

Signature Date

CANCELLATION/INSURANCE POLICY
| have read, understood and accept the terms of the outlined policies for insurance handling and financial
commitments that | may incur as a result of treatment at Skye Cosmetic Dental Center. | am fully aware that |
am the final responsible party for these commitments. | am also aware that any cancellations or reschedules

made within 48 hours of the appointment time will result in a nominal charge.

Signature Date

CONSENT FOR TREATMENT

| hereby authorize doctor/staff to take x-rays, study models, photographs, and other diagnostic aids deemed
appropriate by doctor to make a thorough diagnosis of (name of patient) 's dental
needs.

Upon such diagnosis, | authorize doctor to perform all recommended treatment mutually agreed upon by me
and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives, and other medication as necessary. | fully understand that using
anesthetic agents embodies certain risks. | understand that | can ask for a complete recital of any possible
complications.

Signature Date

For office Use Only

We attempted to obtain written Acknowledgement of Receipt of Notice of Privacy Practices, but acknowledgement could not be acquired
because: Individual refused to sign, communications barriers prohibited obtaining acknowledgement, or Other (please specify):

Employee Name Employee Signature Date




Name:

Medical History

Welcome! So that we may provide you with the best possible care,
Please complete both sides of this medical/dental history form.
All information is completely confidential.

Physician’s Physician’s Date of
Name: Phone: Last Visit:

Have you ever taken any of the group of drugs collectively referred to as "fen-phen"? These include
combinations of Ionimin, Adipex, Fastin (brand names of pentermine), Pondimin (fenfluramine) and Redux
(dexfenfluramine). O Yes O No

Have you ever had any serious illness, Please
operations, or blood transfusions? O Yes O No Explain:

Medications you are taking:

Allergies:

Women:
Are you pregnant? OYes ONo Nursing? O Yes O No Birth Control Pills? O Yes O No

Please circle if you have had any of the following:

Anemia Chemotherapy Hemophilia Rheumatic Fever Tobacco Use
Arthritis, Rheumatism Circulatory Problems High Blood Pressure Scarlet Fever Sinus Trouble
Artificial Heart Valves Congenital Heart lesions  HIV/AIDS Shortness of Breath Latex Sensitivity
Artificial Joints CortisoneTreatments Jaw Pain Skin Rash Nervous/Anxious
Asthma Cough, Persistent Kidney Disease Stroke Psychiatric Care
Back Problems Anorexia/Bulimia Liver Disease Swelling of Feet/Ankles  Sleep Apnea
Bleeding Abnormally Diabetes Mitral Valve Prolapse Thyroid Problems

Blood Disease Epilepsy Pacemaker Tuberculosis

Cancer Fainting Radiation Treatment Ulcer

Chemical Dependancy Heart Problems Respiratory Disease Venereal Disease

Do you have any disease, condition,
or problem not listed? Explain:

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all
questions to the best of my knowledge. Should further information be needed, you have my permission to ask the respective health
care provider or agency, who may release that information to you. | will notify the dentist of any changes to my health or medication.

Patient/Guardian Signature: Date:

Dentist’s Notes: BP: / P:

Dentist’s Signature: Date:




Name:

Dental History

What is the reason for your visit today?

Date of Last Last Dental Last Full
Dental Visit Cleaning Mouth x-rays

Previous dentist’s

Name and Location: Telephone:
How often do you brush?: Floss?:
Do your gums bleed when you brush/floss? .......YES NO Do you have frequent headaches?......... YES NO
Are your teeth sensitive to hot/cold?.................. YES NO Do you clench or grind your teeth?........ YES NO
Are your teeth sensitive to sweet/sour? .............. YES NO Do you bite your lips or cheek a lot? .......YES NO
Do you have any sores/lumps in your mouth?....YES NO Have you had any difficult extractions?..YES NO
Have you had any head, neck or jaw injuries?.....YES NO Have you had prolonged bleeding
Have you had orthodontics/braces?.................... YES NO after an extraction?........ccccvvvvvvviiiverinnn. YES NO
Do you wear a retainer or night guard?............... YES NO Do you breathe through your mouth?...YES NO
Do you wear dentures?.......cccceecvvveeeeccieeeeeesvnenn. YES NO Do you like your smile?........ccccceevevneennn. YES NO
Have you ever experienced any of the following in your jaw?
Clicking?...veeeeieeeeeeeee e YES NO Pain (joint, ear, side of face)?................. YES NO
Difficulty opening or closing®................. YES NO Difficulty when chewing?.........c.ccecee... YES NO

Do you feel nervous about having dental treatment?
If so, what is your biggest concern?
Have you ever had an upsetting dental experience?
If yes, please describe

Is there anything else you would like us to know?

AUTHORIZATION AND RELEASE FOR HEALTH INFORMATION AND APPLICABLE INSURANCE
| certify that | have read and understand the above information. The above questions have been accurately answered. | understand
that providing incorrect information can be dangerous to my health. | authorize the dentist to release any information, including the
diagnosis and the record of any treatment or examination rendered to me or my child during the period of dental care, to third party
payors and/or health practitioners. | authorize and request my insurance company to pay directly to the dentist or dental group
insurance benefits otherwise payable to me. | understand that my dental insurance carrier my pay less than the actual bill for
services. I agree to be responsible for pfayment of al

Signature: Date:

S



