
Patient Registration			               Date______________

First Name: ____________________________ Last Name:__________________________ Middle Initial____
Preferred Name: _________________________ Patient is       Responsible Party        Policy Holder

Responsible Party: (if someone other than the patient) 
First Name:_____________________________ Last Name:__________________________ Middle Initial____
Address:______________________________________ Address 2:___________________________________
City, State, Zip:_________________________________________
Home Phone:______________________ Work Phone:____________________ Cell Phone________________
Birth Date:________________________ Social Security #_______________________
    Responsible Party is Policy Holder for Patient           Primary Policy Holder              Secondary Policy Holder  
Patient Information:
Address:__________________________________________________________________________________
City, State, Zip:_________________________________________________ Text?   Yes or No
Home Phone:____________________ Work Phone:___________________ Cell Phone:__________________
Sex: Female/Male       Marital Status:      Married       Single       Divorced       Separated       Widowed    
Birth Date:______________________ Social Security #_____________________________________
Email:________________________________________       I would like to receive email correspondences
Employment Status:     Full Time     Part Time     Self Employed     Retired     Unemployed
Employer____________________________________________       Student Status:     Full Time      Part Time
Who Can We Thank For Referring You?________________________________________________________
Dental Concerns?___________________________________________________________________________
_________________________________________________________________________________________
Primary Insurance Information: Present Insurance Card
Name of Insured:_____________________________ Relationship to Insured     Self     Spouse    Child    Other
Employer ID:________________________________ Carrier ID:______________________________
Insured Social Security:________________________ Insured Birth Date:_______________________
Employer:___________________________________ Insurance Company:______________________

Relative or Friend We Can Contact in Case of Emergency_____________________________________
Medical History

Patient Name________________________________ Nickname_______________________ DOB__________________________

Physician Name______________________________ Specialty_________________________ Pharmacy____________________
What Is Your Estimate of Your General Health?          Excellent            Good               Fair              Poor
Write Current Medications or Give Us a List to Copy _________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Do You Have or Ever Had an Allergic Reaction to:
	Penicillin                                                     
	Azithromycin                                            
	Sulfa
Metal
Latex
Fluoride
	Anesthetic
	Acrylic
	Tetracycline
	Other_____________________________________________________________________________________________

Are You Under a Physicians Care Now? Y or N
	If Yes, For What_____________________________________________________________________________________

Any Difficulty with Topical or Local Anesthetics? Y or N
	If Yes, Describe______________________________________________________________________________________

Have You Ever Been Hospitalized or Had a Major Operation? Y or N
	If Yes, Explain_______________________________________________________________________________________

Have You Ever Had a Partial or Full Joint Replacement? Y or N
	If Yes, Surgeon_________________________________________  and When____________________________________

Have You Ever Had a Heart Valve Procedure/Replacement? Y or N
	If Yes, Surgeon__________________________________________ and When ___________________________________

Pre Med: Have you ever been told you need to take an antibiotic before dental treatment? Y or N
	If Yes, What antibiotic____________________________________ and Physician ________________________________

Have You had Chemotherapy, Radiation, Stroke, or Heart Attack Within the Last 6 Months? Y or N
Medical History



DO YOU HAVE OR HAVE YOU EVER HAD? 
Heart Problems or Cardiac Stent within the last 6 months___ Y            
History of infective endocarditis _______________________ Y
Artificial heart valve, repaired heart defect (PFO)__________ Y
Pacemaker or implantable defibrillator__________________ Y
Rheumatic or Scarlet Fever ___________________________ Y
High or Low Blood Pressure ___________________________Y
A Stroke (taking blood thinners) _______________________ Y
Anemia or other blood disorder _______________________ Y
Prolonged bleeding due to slight cut (INR> 3.5) ___________ Y
Emphysema, shortness of breath, sarcoidosis ____________ Y
Tuberculosis, measles chicken pox _____________________ Y
Asthma ___________________________________________ Y
Breathing or sleep problems (i.e. sleep apnea, snoring, sinus) Y
Kidney Disease _____________________________________ Y 
Liver Disease ______________________________________  Y
Thyroid, parathyroid disease, or calcium deficiency ________Y
Hormone deficiency _________________________________Y
High Cholesterol or taking statin Drugs _________________  Y
Diabetes: (HbA1c = __________)    _____________________ Y
Stomach or duodenal ulcer ___________________________ Y
Digestive disorders (i.e. celiac disease, gastric reflux) ______  Y
Had gastric bypass __________________________________ Y
Been told you have gum disease _______________________ Y
Osteoporosis/Osteopenia (i.e.) taking bisphosphonates ____  Y
Arthritis, Rheumatoid arthritis, Lupus __________________   Y


Glaucoma ________________________________________  Y
Head or neck injuries _______________________________  Y
Epilepsy, convulsions (seizures) _______________________  Y
Neurologic disorders (ADD/ADHD) ____________________   Y
Viral infections and cold sores ________________________  Y 
Any lumps or swelling in the mouth ____________________ Y
Hives, skin rash, hay fever ____________________________ Y
Hepatitis (type_______) _____________________________  Y
HIV/AIDS _________________________________________  Y
Tumor, Cancer _____________________________________ Y
Radiation therapy __________________________________  Y
Chemotherapy, immunosuppressive ___________________  Y
Psychiatric treatment _______________________________  Y
Alcohol use _______________________________________   Y
Recreational drug use _______________________________  Y

ARE YOU: 
Aware of a change in your health in the last 24 hours	
   (i.e. fever, chills, new cough or diarrhea) _______________ Y
Taking dietary Supplements __________________________  Y
Often exhausted or fatigued __________________________ Y
Experiencing frequent headaches ______________________ Y
A smoker, smoked previously, or use smokeless tobacco ____Y
FEMALE- Taking birth control pills _____________________   Y
FEMALE – Pregnant or nursing ________________________  Y








PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature _____________________________________________________________    Date _____________________

Clinical Signature _______________________________________________________________   Date_____________________


Our Policy of Care and Payment
Your appointment time is specifically designed to meet your needs. Therefore, it is important that you keep your scheduled appointment. Please notify us 24 hours in advance if you cannot keep your appointment so that we can offer the time to others.  Cancellation fee is $25 for no advance notice.

We require patient portion be paid at the time services are rendered. We accept cash, check and major credit cards. We also have financing with Care Credit and Lending Club available. 

When an insurance card is supplied to our staff, as a courtesy to our patients, we file your claim with your dental insurance carrier. Responsibility for full payment of this account is yours. We are not a network or PPO dental office. You, the patient, will be responsible for any costs incurred to collect any unpaid debt, but not limited to collection fees, interest and attorney fees.

If your insurance sends payment directly to you (Delta Dental), we require payment in full at your appointment. We will send your claim to the insurance for you.
**Your signature at the end of this page indicates that you have read our policy and understand it’s content. 

Consent for Treatment
1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other diagnostic aids deemed and appropriate by doctor to make a thorough diagnosis of (name)______________________’s dental needs. 
2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me and to employ such assistance as required to provide proper care. 
3. I agree to the use of anesthetics and other medication as necessary. I fully understand that using anesthetic agents embodies certain risks. I understand that I can ask for complete recital of any possible complications.
** Sign below to indicate Consent for Treatment and Policy of Care and Payment:
	Patient’s Signature__________________________________________Date_____________________________
	Witness___________________________________________________
	Parent/Responsible Party’s Signature____________________________________________________________
	Relationship to Patient_______________________________________________________________________





[bookmark: _GoBack]NAME OF OFFICE:___Warsaw Family Dentistry_______________________
ADDRESS OF OFFICE: __1603 N Detroit St. Warsaw, IN_________________

CONTACT INFORMATION FOR PROTECTED HEALTH INFORMATION

I, _______________________________, Date of Birth____________________, request that the following be followed for the disclosure of my Protected Health Information (PHI). Protected Health Information would include your name, diagnosis(es), test results, dates of services.
· Sensitive Protected Health Information (HIV-related information)
· You may disclose information to my family members  and/or non-family members
Please list the name, phone number, and relationship of those who you allow access to your PHI
NAME________________________________PHONE NUMBER___________________________RELATIONSHIP
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
· You may leave Protected Health Information on my answering machine/voicemail. 
Phone Number: ____________________________________
· You may leave me a test message. Phone Number________________________
· You may email me (unencrypted) for dental appointments:
Email address:______________________________________
· You may fax me for dental information: Fax Number_______________________
· Other:____________________________________________________________
I have received a copy of this office’s Notice of Privacy Practices. 
Print Name: _______________________________________________________
Signature:_________________________________________________________
(Patient’s signature (or Guardian, if minor)
Date:______________________________
FOR OFFICE USE ONLY
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because: 
* Individual refused to sign, * Communication barriers prohibited obtaining the acknowledgement, * an emergency situation prevented us from obtaining acknowledgement, * Other (Please Specify)
