
10:

First Name:

Patient Is;

Chart 10:

Policy !;iolaer

PATIENT REGISTRATION

_. _. . ... Last Name:

Preferred Name:

.~~ Responsible Party

F" Responsible Party (if someone other than the patient) ...~

First Name: .

Address:

City, State, Zip:

Home Phone:

Birth Date:

Work Phone:

Soc Sec;

Lalit Name:

Address 2:

Ext:

o Responsible Party is also a Policy Holder for Patient 0 Primary lnsurance Policy Holder
... ,.... _. "''' ,..',.. ,,,,,-,.,,,,,,,., " ,~-. ,.""~.~..,,~ ,, -,._.
Patient Informatioh-·········_··· •••.......• -

Address:

City:

Sex: . Male :> Female

! Home Phone: Work Phone:

Birth Date:

E-mail:

Section 2
Employment Status: Full Time

Student Status: ; Full Time

Medicaid 10:

• Employer 10: •__ .••_ Pret. Pharmacy: .....•• __ ._•.._._._.

Age:

Part lime

Part Time

Pret. Dentist:

State I Zip:

Marital Status: ' Married

Soc. Sec:

Address 2:

Ext:

Single

Middle Initial:

Middle Initial:

___ Pager:

Cellular:

Drivers Lie;

o Secondary Insurance PoliCy Holder

Pager:

Cellular:

Divorced .. ' Separated Widowed

I would like to receive correspondences via e-mail.

Drivers Lie:

. Retired

Carrier 10: _._. .._ _.__ __ __ Pret. Hyg.: __ _.._._.

''''Primary Insurance Information

Name of Insured:

Employer: .__.._•... _.._

Insured Soc. Sec: Insured Birth Date:

Address:

Address 2:

City,State,Zip: ......

Rem, 6.enefits: ...._ _._........... :9.9
··Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer: ,.•'" _ _~.

Address: ...._._ ..._ .....

AdqreS$ 2.: " .. _. _. _._._ ....

i Cily,State,Zip: _~_ ..... _

i Rem. Benefits: _ .00

Rem. Deduct:

Rem. Deduct:

...... __:9.Q

Insured Birth Dale:

Section 3
Referred By:

Prevlous Dentist:

Emergency Contact:

Emergency Contact#:

Spouse .-' . Child

'1
!Rel!ltionship to Insured:'" , Self

Ins. Company:

Address:

Address 2:

Clty,State,Zip:

Other

Relationship to Insured(. Self

Ins. Company:

Address:

Adcjress 2:

City,State,Zlp:

....._090

Spouse, Child Other



MEDICAL HISTORY

PATIENT NAME Birth oale _

Alth~u9hd~~;~1p~r~onn~;;i-,;;;;ily tr~~;-the area in a~d-;;~und ~~ur mout~our mouth Is;; pa~-of~our ;nt;~ ..b~dY~·H-;~ith"~;Obl~;~th;~;~~;;"·-1
have, or medication that you may b.etaking. could have an important interrelatlonship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? '--:- Yes .. i No If yes, please explain: _
Have you ever been hospitalized or had a major operation? ' ..~ Yes I - No If yes, please explain: ---------------------------------Have you ever had a serious head or neck injury? (,1 Yes ',.: No If yes, please explain:

Are you taking any medications, pills, or drugs? (. Yes (.. No If yes, please explaln:-------------------

Do you take, or have you taken, Phen-Fen or Redux? (I Yes /) No
Have you ever taken Fosamax, Boniva. Actonel or any I'" Yo. .: N

other medications containing bisphosphonates? es \..' 0

Are you on a special diet? '_ Yes ,. No
Do you use tobacco? C, Yes (: No

Do you use controlled substances? () Yes i:.~·'No
Women: Are you "" ~.... ,,,.. ''',_ - .,. w" -" _ ,,_ ~ _._ •• " _ .

PregnaritITrying to get pregnant? '. Yes . No Taking oral contraceptlves? v'. Yes:= No Nursing? . Yes No

Are you allergiC to any of the following?

I':: Aspirin [J Penicillin .._.J Codeine

;..... Other If yes, please explain: _

U Local Anesthetics Acrylic c: Metal Latex .~ Sulfa drugs

Do you have, or have you had. any of the following? .. .._ _........ . ..

AIOSIHiVPositIVe ~~I Yes No CortisoneMedicine .:. Yes ':.. No Hemophilia "j Yes ~. No
Alzheimer'sDisease =- Yes _. No Diabetes :.~ Yes .": No Hepa~lIsA Yes I ...' No
Anaphylaxis ~\ Yes - No DrugAddiction ': Yes "NO Hepalilis B or C "' Yes No
Anemia "Yes No EasilyV'v1nded .. : Yes ..' No Herpe& .. j Yes ..! NO
Angina '. ..' Ves "No 'Emphysema .. Yes ::.", No High BloOdPressure :.~IYe$ . .... No
Arthritis/Gout (.' Yes .,': No Epilepsyor seuures Yes ,',,' No HighCholesterol :: I Yes No
Artificial HeartValve ,:', Yes :: No ExcessiveBleeding Yes ,~~ No Hivesor Rash .~ Yes .. No
Artlficlal Joint (, Yes .:. No ExcessiveThirst ,_. Yes ,"', No Hypoglycemia ", Yes ,. No
Asthma .~...,Yes .-: No Fain\ingSpeIlSlDiuineu',::' Yes ..' No IrregularHeartbeaT Yes No
BloodDisease ::": Yes I" No frequent COUgh '::; Yes i"', No ,KidneyProblems Yes No
BloodTransfusion :''> Yes<. No frequent Diarrhea <:.: Yes No teu~emia yes NO
BreathingProblem (. I Yes ,"::. No FreqlfentHeadaChes Yes I No LIverDisease Yes '... No
BruiseEasily () Yes ,~:.',No GenitalHerpes ' Yes I_~,No LowBloodPressure " Yes (:) No
Cancer ::'_-,Yes"-: No Glaucoma <:.'. Yes C I No LungDisease _ Yes No
Chemotherapy ',:. Yes I '.' No Hay Fever ,:) Yes'-: No MilralValveProtapse" Yes " No
ChestPalns ': Yes"-:. No HeartAttaCk/Failure Yes t': No OsteoporosiS Yes, -. No
ColdSoreSIFeverBlisters() Yes '::., No MeartMurmur Ve.sC No PainInJaw Joints Yes I No
Con~enitalHeartDlsorderO YesC No HeartPacemaker i...'Yes ~: No ParathyroidDisease Yes,'.... No
Convulsions ,'::' Yes ,," No HeartTrouble/Disease (_.1 Yes '." No PsyChiatricCare Yes ." N.o

Have you ever had any serious Illness not listed above? ,:~ Yes -; No

RadiationTreatments
RecentWeightLoss
RenalDialysis
Rl1elfmallc.Fayer
Rheumallsm
Scarlet Fever
Shingles
SickleCellDisease

. Yes ,',' No
Yes u: No

, Yes No
, Yes No
. Yes s. No

, Yes' : No
Yes I No

SinusTrouble
SpinaBifida Yes .:' I No
StomachllntesUnalDi:sease. Yes ....1 No
Stroke ..' Yes '::'1 No
Swelling01 Limbs . ; Yes " No
ThyroidDisease " 'Yes "; No
TonsillitiS . Ves '". No
Tuberculosis ,,' Yes I No
Tumorsor Growths 'Yes' No
Uicei"$ .•I Yell ,.. No I

VenerealDisease 1 Yes "No
YellowJaundice ' ,Ves " No

' ..' Yes, No
'Yes . NO

Comments:

-'1

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 patienfs) heaith. It is my responsibility 10 inform the dental office of any changes in medical status.1------------------------------------------------------------

I SIGNATURE OF PATIENT, PARENT, OJGUARDIAN DATE _
l . ....__......_..__.._.._.



CREATIVESMILES
F AM' L v DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

**You May Refuse to SignThis Acknowledgement**

_______________________ have received a copy ofthis office's Notice of

Privacy Practices .

•
Printed Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but could not obtain

because:

o Individual refused to sign

o Communication barrier prohibited obtaining the Acknowledgement

o An emergency situation prevented us from obtaining acknowledgement

o Other (Please specify)



CREATIVESMILES
F A M l V [) E N l' S T R V

Office Policies

Financial
We are committed to providing you with excellent care. Our financial arrangements are based on an open and honest discussion of recommended

treatment options, respective fees and patients' financial capabilities.

Payments- Payment is due in full at time of services unless prior financial arrangements have been made. We offer several payment options:

• Cash

• Checks

• Visa/Mastercard

• Care Credit™

• Jet PayTM/Monthly payment plans in accordance with office guidelines

Payment Schedules- Schedules can be arranged to accommodate a patients needs. We offer Care Credit™ and Jet Pay'M.

Insurance- Our office is committed to helping our patients maximize their benefits, because insurance policies vary greatly we can estimate
your coverage in good faith but we cannot guarantee your coverage. Some insurance companies arbitrarily select services they cover. As a

service to our patients we will manage all claim submission on your behalf. If you have any questions, our knowledgeable staff is always available.

Service Charges- If a payment schedule has not been arranged, it is the policy of our office to charge 2% interest monthly and/or a billing

charge to all accounts over 60 days past due. There will be a $40.00 fee for returned checks upon notification to us by the bank.

Collection- Fees incurred to collect outstanding payment will be billed to and payable by the Responsible Party listed on account.

Minors- Payment for services for treatment of minors can be made by cash, check, or credit card and is the responsibility of the adult

accompanying the minor.

Missed Appointments

Once an appointment has been made, that time has been reserved specifically for you. We reserve the right to charge a $30.00 for all canceled or

missed appointments without 24 notice.

Signature Office Administrator

Printed Name Date



I L E S
FAMl LV DE ~!JTISTRY

Patient HIPAA Consent From

I understand that I have certain rights to privacy regarding my protected health information.
These rights are given to me under the Health Insurance Portability and Accountability Act
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my
protected health information to carry out:

• Treatment (including direct or indirect treatment by other health-care providers involved
in my treatment).

• Obtaining payment from third party payers (e.g. my insurance company)

• The day-to-day health care operations of your practice

• I understand that I have the right to request restrictions on how my protected health information
is used and disclosed to carry out treatment, payment and health care operations, but you are not
required to agree to these requested restrictions. However, if you do agree, you are then bound to
comply with this restriction. I understand that I may revoke this consent, in writing, at any time.
However any use or disclosure that occurred prior to the date I revoked this consent is not
affected.

Signature

Print Name

Date


