
DENTAL REGISTRATION AND HISTORY

J,
I I PATIENT INFORMATION

Date

SS/HlC/Patient lD #

Patient Name
Last Name

Frrst  Name Mr00 le  In r t ra l

Address

E-mail

City

State zip

Sex n vt

Birthdate

n r  A g e

n Manied E Widoweo

n Separated n Divorced

n Single E Minor

! Partnered for _ years

Patient Employer/School

Occupalion

Employer/School Address

Employer/SchoolPhone (_)

Spouse's Name

Birthdate

ss#

Spouse's Employer

Whom may we thank for refening you?

DENTAL INSURANCE

Who is resoonsible for this account?

ls patient covered by additional insurance? n Yes n ruo

ASSIGNMENT AND RELEAST

I certify that l, and/or my dependent(s), have insurance coverage with

and assign directly to

Dr. all insurance benefits, if

any, otherwise payable to me for services rendered. I understand that I am

financially responsible for all charges whether or not paid by insurance. I authorize

the use of my signature on all insurance submissions.

The above-named dentisl may use my health care information and may disclose

such intormation to the above-named Insurance Company(ies) and their agents

for the purpose of obtaining payment lor services and determining insurance

benetits or lhe benefits payable for related services. This consent will end when

my current treatment plan is completed or one year lrom the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please orint name of Patient, Parent, Guardian or Personal Representative

PHONE NUMBERS

Ext - Cell Phone (-)

Best time and place to reach you

lN CASE OF EMERGENCY, CONTACT (Specify someone who does not live

Name

DENTAL HISTORY

Date oJ last dental visit

Date of last dental X-ravs

Place a mark on "yes" or "no" to indicate if you

have had any ot the following:

Burning sensation on tongue

Chew on one side of mouth

Cigarette, pipe, or cigar smoking

Clicking or popping jaw

Dry mouth

Fingernai l  bi t ing

Food collection between the teeth

Foreign oblects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek bit ing

Loose teeth or broken fillings

I Yes D No Mouth breathing

I Yes I No Mouth pain, brushing

I Yes I No Orthodontic treatment

I Yes I No Pain around ear

! Yes ! No Periodontal treatment

! Yes

n Yes

! Yes

! Yes

! Yes

n Yes

Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sores or growths in your mouth

DYes I  No

IYes I  No

IYes I  No

trYes I No

nYes I  No

nYes I  No

nYes X No

lYes n No

nYes n No

nYes n No

IYes X No

trYes I No

IYes E No tr No How often do you brush?
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HEALTH HISTORY

Physician's Name Date of last

Have you ever taken any of the group of drugs collectively refened to as "fen-phen?"These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). n Yes I No

Place a mark on "yes" or "no" to indicate if you have had any of the following:

AIDS/HIV

Anemia

Arthri t is, Rheumatism

Artif icial Heart Valves

Art i f ic ial Joints

Asthma

Back Problems

lYes n No

fYes n No

IYes n No

trYes n No

nYes n No

[Yes n No

lYes E No

nYes n No

XYes !  No

lYes  !  No

lYes  !  No

lYes  !  No

nYes n No

XYes I  No

nYes n No

nYes tr No

nYes I  No

Epilepsy

Faint ing or dizziness

Glaucoma

Headaches

Heart Murmur

Heart Problems

Hepatilis Type _

Herpes

High Blood Pressure

Jaundice

Jaw Pain

Kidney Disease

Liver Disease

Low Blood Pressure

Mitral Valve Prolapse

Nervous Problems

Pacemaker

Psychiatr ic Care

Radiation Treatmenl

EYes I  No

trYes I No

nYes f, No

EYes I  No

nYes n No

lYes n No

nYes !  No

nYes !  No

nYes n No

lYes n No

EYes !  No

EYes E No

lYes !  No

lYes n No

nYes n No

nYes n No

lYes !  No

lYes n No

EYes n No

Bleeding abnormally, with n Yes n No

extractions or surgery

Blood Disease

Cancer

Chemical Dependency

Chemotherapy

Circulatory Problems

Congenital Heart Lesions

Cortisone Treatments

Cough, persistent or bloody

Diabetes

Emphysema

Do you wear contacl lenses? ! Yes I No

Women:

Are you pregnant? ! Yes I No

Taking birth control pi l ls? ! Yes D No

Respiratory Disease n Yes E No

Rheumatic Fever ! Yes ! No

Scarlet Fever ! Yes E No

Shortness o{ Breath ! Yes I No

Sinus Trouble E Yes I No

Skin Rash ! Yes f No

Special Diet n Yes n No

Stroke nYes ! No

Swollen Feet or Ankles n Yes n No

Swollen Neck Glands E Yes E No

Thyroid Problems ! Yes ! No

Tons i l l i t i s  lYes  nNo

Tuberculosis nYes !No

Tumor or growth on head or n Yes n No

neck

Ulcer

Venereal Disease

Weight Loss, unexplained

lYes n No

nYes ! No

lYes ! No

Are you nursing? ! Yes I NoDue date

MEDICATIONS ALLERGIES

List any medications you are currently taking and the correlat ing diagno-
S i S :

! Aspirin I Local Anesthetic

! Barbiturates (Sleeping pi l ls) E Penici l l in

A

, U P D A T E S  ( T o  b e  f i l l e c l  i n  a t  f u t u r e  a p p o i n t m e n t s )

Has there been any change in your health since your last dental appointment? ! Yes f No

For what conditions?

Are you taking any new medications? lf so, what?

Patient's Signature

Doctor's Signature

Date

Date

Has there been any change in your health since your last dental appointment? [ Yes I No

For what conditions?

Are you taking any new medications?

Patient's Signature

Doctor's Signature

Date

lf so, what?

Date



PREMIER DENTAL CARE, PC

2579 John Mil ton Drive

Suite 250

Oak Hi l l .  VA2OI77

Acknowledgement of Privacv Practices

My signature conf irms that I  have been informed of my r ights to pr ivacy regarding my protected health

information, under the HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1966 (HIPPA). I

understand that this information can and wi l l  be used to:

.  Provide and coordinate my treatment among a number of healthcare providers who may be

involved in that t reatment direct ly and indirect ly

.  Obtain payment from third-party payers for my healthcare services

. Conduct normal healthcare operat ions such as qual i ty assessment and improvement act iv i t ies

I have been informed of my dental  provider 's NOTICE of PRIVACY PRACTICES containing a more

c o m p l e t e d e s c r i p t i o n o f t h e u s e s a n d d i s c l o s u r e s o f m y p r o t e c t e d h e a l t h i n f o r m a t i o n .  l h a v e b e e n g i v e n

the r ight to review and receive a copy of such NOTICE OF PRIVACY PRACTICES and that I  may contact this

off ice at the address above to obtain a current copy of the NOTICE OF PRIVACY PRACTICES.

I understand that I  may request in wri t ing that you restr ict  how my pr ivate information is used or

disclosed to carry out t reatment,  payment or healthcare operat ions and I  understand that you are not

required to agree to my requested restr ict ions, but i f  you do agree then you are bound to abide by such

restr ict ions.

Pat ient Name: Date:

Signature:

Re la t ionsh ip  t  o  Pat ien t :

Dependant family members also covered by this acknowledgement:



PREMIER DENTAL CARE, PC 

2579 John Milton Drive 
Suite 250 

Oak Hill, VA 20171 
FINANCIAL POLICIES 

 
YOUR SIGNATURE AT THE BOTTOM OF THIS PAGE INDICATES THAT YOU UNDERSTAND AND AGREE TO OUR FINANCIAL 
POLICES. 
  � Full payment is due at the time services are rendered. 
 
_____ (Initial) FOR PATIENTS WITH INSURANCE.  We do accept assignments of your insurance benefits; however, we do 
require that your co‐payment and deductible be paid in full at the time of your appointment.  The balance is your 
responsibility whether your insurance pays for your treatment or not.  In the event that your insurance does not pay as 
much as we anticipate, you are responsible for the remaining bill.  It is imperative that you inform us of any changes in 
your insurance coverage PRIOR TO TREATMENT. 
_____(Initial) Please be aware that not all services may be covered by insurance.  The office cannot know all of the 
coverage limitations and rules of your plan.  To avoid any miscommunication or billing disputes, please contact your 
insurance company before services are provided.  It is important that you read and understand the provisions of your 
insurance. 
 
Although we will be happy to assist you in any way we can, your insurance policy is a contract between you, your 
employer, and the insurance company, and you are responsible for knowing your benefits.  Please be aware that some, 
or perhaps all, of the services provided may not be covered (or may be considered at an alternate benefit).  If there is a 
problem with your insurance company, we will try to help.  Any claims unpaid within 60 days of the date of service, 
becomes the patient’s responsibility. 
 
_____ (Initial) NO SHOW/ CANCELLATION PLOICIES.  If you do not cancel your appointment within 48 hours or No Show 
for an appointment, you will be charged a fee of $50.00, which will be due prior to your next scheduled appointment.  
All cancellation and no show appointments are documented in the chart and become part of your record. 
 
Payment may be made Via Cash, Check, Visa, Mastercard, or Discover. 

There is a $30 + $5 bank fee for all returned checks. 

I understand the above and agree that if full payment is not made within the two‐month grace period, that I am 
responsible for any fees involved in the collection process, including, but not limited to, court cost and attorney fees in 
addition to the outstanding balance. 

SIGNATURE: ___________________________________ DATE:_________________________________ 

Patient Name(s): _______________________________   ________________________________ 

    ________________________________    ________________________________ 

Guarantor: ____________________________________   ________________________________ 

(If patient is a minor) 
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