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PATIENT REGISTRATION FORM Crate of Appointment:

Referred By:

Personal Information

Patient Last Nama: First Name: Middle Initial:
(Preferred Name: 1DOB: f ! Single [ ] Married [JChild [ ] Other[ ]
S8 Sex: Male[ ] Female[ ] E-mail;
Address:
City: State: | Zip:
Telephone Number: (Home) {Cell)
Emergency Contact Info: {(Name/Retationship) : T
D
(Telephone Mumkber) 2
& ;
) 5
T &
Responsible Party/Guardian (If other than patient) %, &
o ¥
Last Mama: First Mame: &
g,_ i § "
oo T
Address: wi 18
City: State: i Zip:
Telephone Mumber: {Homa) - {Cell)
= T
r};—_’h"".'!'“.-.l.ﬁjﬁf-mﬂ?" . SR '-'-'.,;._ o e, e i iF:__,_-a.*.:\,-,_.,.ﬁ Ei.-,-;:,--_:.: ;.,-._-..'m mfj:-crﬁk
Email: 3 ¥ ! . Relationsfiip to Patignt; 5 PR
E F :: ?:" ;,g ': '.'n'rw:-rr;ﬁri “ l,, E‘ §
¥ I £ ¥ w £ T L) & 7
Insuranece Infarmation h * i [ —— L S —
Contact |nfo: (Company) _-- - - {Phone Number) -
Group Name: Group Number;
Subseriber’s Full Name: DGB: f /
Membar |D Number:
Notice of Infermation Change
| {Patient/Guardian) » understand that it Is my respansibility to notify Marietta

Dental Center of any changes to my or my dependent’s parsonal, medical, or insurance infarmation PRIOR TO ANY FUTURE

APPOINTMENTS. | also understand that failure to do so may result in tengthened appointment times andfar may incur large,

out-of-pocket balances due tg rejected insurance claims.

Patient/Guardian Signature: Date:
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PATIENT DENTAL AND MEDICAL HISTORY

Dantal History

Reason for today's vigit;

Former Dentist:

Please chack box if you haveshad:

Bad hreath [ ]

Ellsters on lips ormouth [ ]
Burning sensation on tongue [ |
Chew on ane side of mowth [ )
Cigarette, pipe, or cigar smoking[ |
Smokalass tobacco|

Dry mouth [ ]

Food collactivn between teath [ ]
Clench teath [ ]

Gums =wollan, tander, or bleeding[ ]

Head, neck, or jaw pain or aches| |
Lip or cheek hiting [ ]

Looss teeth or broken fitling [ ]
Mouth breathing[ |

Qrthodantic treatment [ ]
Pariodantal treatment| |

Sensitivity to pressure or irritants [cold, heat,

sweatsi{ ]
How often do you floss?

Date of last viglt;

Date of last x-rays:

Grind teeth [ ]
Growths or sors spots in mouth | |

How oftan do you brush?
5

[T b

=

Madical History

My

)
¥

Heve you ever had an allergls reaction
to Movacalne, local or genaral
anesthetics? If yas, please explain:

Hava you had trouble from pravious
dental care? If yves, please axplain what
happened:

% £
B &
PCP namae: Date of last visit:
Physician’s addrass: . f
A |
Physician's fax/phona number: 2 i
L4 ] f
Have you ever had a blood transfusion? If yes, please deacribe; L
&
Have you had any serious illness or upemtlo ns"r‘ If yes please gwa apprnxlmata dates: E f )
N T, ST i - ?ﬂw ‘f.mmr .
-:I'. "' AT -' t ,:‘f % - E ,.‘_alvﬂuolﬂ.—.‘
Pregnant? ¥/N  If ges plaasa giva apmnﬂmate due; -:ata ; xF = : Nuns;mg? ¥ .'- Bazhfnntrul? YINM
Please check box if you hauu{had :.‘ a-a,..,.,.,w.-;.’ B 2 L —— \"“-;-_y. LT S
Mitral Valve Prola psef] Ulcer (]

Allergies [ ] Emphysema ] .. Qsteopenial] . . venereal Disease[]
Anemia]] Epilepsy{] Osteoporosis[] ‘Weight Lass Unexplainad [ ]
Arthritls [ ] Falnting [} Facemaker| | Do you wear contact lenses? [
Artificial Heart Valves | ] Glaucoma [] Radiation Treatments | ] Do you gonsume alcoholic baverapes? [ ]
Atificial Joints [ ] Headaches[] Respiratory Diseass [ ] Arg you underthe care of a Physician?[]
Asthma [ ] Heart Murmur [ ] Fever[} Areyou allergic to latex?[ ]
Blesding sbnormally Heart Protilams [ ] Shortness of Breath [ ] Allergic to Panicillin, Aspirin, or Other Drugs?[ ]
during surgery [ | Hepatitis [ ] {type: ) Sinue Trouble [ ] If yes, please spacify:
Blood Disease[] Herpes[] Sickle Call Anamia[ ]
Clotting Dlsarder { ] High Blood Pressure [ ] Stroke [}
Cancer [ ] Any Immune Deficiency Swelling of Fest/Ankies [ ] Are you currently taking any Madicattons? [ ]
Chematherapy [ ] {incl HIVIAIDS) [] Thyraid Problems [ ] It yes, please list:
Circulatory Problems [] Jaundice [ ] Tonsillitis [ ]
Ceugh ] Kidney Disease || Tuberculosis (]
Diabetes|] Low Blood Pressure [ ]

, (patient/guardian name}

Tumeor or Growth on Head/Neck [ ]

my knowlaedga.
Patient/Guardlan Signature:

, have read and answered the above questiong 1o the best of

Date:
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PREFERRED PHARMALY

To better serve you, your prescriptions will now be electronically processed directly to your pharmacy. Flease
provide us with your pharmacy Information in the space provided below. If at any time there is a change in yaur

pharmacy information, please pravide us with updated information as soon as possible. We appreciate your

cooperation.
Pharmacy Name: /
i
.'%‘ "'_.‘
e &
F.
& 133
Pharmacy Address: .:2-' :
5 i
AN
H a
3
Al
City: State: - Zip:
* i i
[ L L g ¥ 5 b i s _ __‘_v_
Pharmacy Phone Numbar: - . ; - =
H Y T 7 T ¥ T [ 3 ] 7 Fy
B = - F & f' & Y 3 t\'_ ;}
i ; b Mmeeand i f T iy . L
I, (patient/guardian name) , have read and answered the sbove questions

to the best of my knowledge.

Patient/Guardian Signature: Date:
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FINAMCIAL AGREEMENT

We are committed to providing you with the highest quality lifetima dental cars, so that you may attain optimum aral health. The
The following i a statement of our Financial Policy, which we require that you read, agree to, and sign prior 1o any traatment. We are
pleased 1o discuss our professional fees with you at any time. Your clear understanding of the Financial Policy is impartant to our
professional relationship. Please ask if you have any questions about our fees, Financial Palicy, or your respansihility upon arrival
atyourfirst appointment.

ADULT PATIENTS

Adult patients ara respansible for full payment at time of servica.

MINORS ACCOMPANIED BY AN ADULT

The adult accompanying a minor, hisfher parents or guardians, ara raspansible for full payment at time of =enice.

INSURANGCE

Wa must emphasize that as your dentat care provider, our relationshipis wﬁ:'H';'rnu, our patient, not with your insurance company,

Your insurance policy is a contract between you, your gmplnw_.rer and your |nsurance COMpany.

Please understand that we will provide an insurance estim am 10 you, hnweﬂ.rer, Lt |s not 3 guarantee that your insurancea will pay

exactly as estimated. Youringurance company and your plan hane_‘lts will determma tha amount paid. We will, of course, do all we

can to maks sure your estimate |s as accurate as possible, If paym gmt s not rgcawad oryour clalm (s denied, you will be responsible

for paying the full amount at that time. If you are paid by the insurance g mg'a ny instead of our practice, you then become
i o= ) -
responsible for the total agoount balance and paymeont would ba expected immediataly,

We esk that you sign this form and/or any other necessary documents that may be required by your insurance company,
k] ]

DEDUCTIBLESCO- PM"I"'IE NT

BhT, AT P Ty FrTaons [ Ty

~. A i, “Ray, S T : g i' 2
Wi may ask that you pary the dadu:tlbla and c-n payment whlch |stha§ Estlmated amau nt, ngt covered by ycrur,msumnc:s company,
.- P ps : z: P a-:n.- ‘.: 't: f _.
by cash, check, credrt card or F’atta nt Fmancmg at‘tha ‘t:ma we prowdathe service to you. 'y, % &
S AT Mo R LT

MEDICARE! MEDICAIDS CHAMPUS! WORKER'S COMPENSATION

if you are coverad by Medicare, f-\"ie.dl'c.aid, CHAM F’L:ls, Wo-rkF.r's G«umpensaﬁ:‘.ln Qr any othsé gnve.mmam spnr;s;ured program, please
distuss your payment situation with our offlce stadf prior to arriving at the offlce on the date of service.

DELINQUENT PAYMENTS

Itis our policy to charge a finance fes for outstanding patlent balances. In addition, all payments raturned ¢ue 1o non-sufficient
funds will be subject to a fee.

MISSED APPOINTMENTS

Untess cancelled in advance, our pollcy Is to charge & fee for missed appolntments. Please help us service you better by Keeping
schaeduled appointments.

REFUND POLICY

You may discontinue treatment and reguest a refund at any time far any armountthat you paid for treatrnent that you did not

receive. Please contact your oifice ifyou'd ke to reguest a refund.

Patient/Guardian Signatura; Date:
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CONSENT

I authorize the dentist to parfarm dlagnostic procedures and traatment as may be necessary for proper dental care. | authorize the
raleass of any information congerning my {or my child's) health care, advice, and treatmant provided for the purpose of evaluating
and administering claims for insurance banefits. | authorize the release of any information concarning my [or my child's) health care,

advice and treatment 1o ansther dentist.

| understand that | may withdraw or revake my authorization at any tme. | may revoke this euthorization by notifying my practice

in writing.

| understand that by signing this Consantfarm, | am giving my co nsem 1a J:lLacl.nse and discuss my protected health information ta

carry out traatment, payment activities and health care ﬂpqratlons,
¥

&

% 3
% F

The undersigned haraby avthorizes Doctor to taka x-rays, Stud}’ m{:dn[s, phntngra phs, or any othear diagnostic aids deemed

appropriate by Doctar to make a therough disgnosis of the patuarrt s ds.-ntal naads | alse authorize Doctor to perform any and all
g

forms of treatment, medication and therapy that may be Indic E{ted | aisu urm’g rstand the use of anesthetic agents embodies 2

}1’

certain risk. | have read, understand and agree to the above terms and wndrtucns
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Patient/Guardian Signature: Date:




