
TIME 10:44 AM

PATIENT REGISTRATION

DATE 7/12/2011

Patient Information

Additional Comments:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder

Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:



TIME 10:43 AM DATE 7/12/2011

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

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

Yes No

Are you allergic to any of the following?

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 patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:

Yes No If yes, please explain:
Yes No If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

HerpesAnemia
Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatic Fever
Renal Dialysis

Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No

Hepatitis B or C

High Blood Pressure

Yes No
Yes No
Yes No
Yes No

Hemophilia
Hepatitis A

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Yes No
Yes No
Yes No

Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other
Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Are you on a special diet? Yes No
Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had
a major operation in the last five years?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No



DENTAL HISTORY

Reason for today’s visit: ___________________________________________________________________

Have you ever experienced any of the following?

Bleeding Gums Clenching or grinding of teeth Soreness in jaw

Bad Breath Difficulty opening wide Sensitivity to hot or cold

Bad taste in mouth Food catching between teeth Snoring

Burning sensation in mouth Jaw Surgery Smoke or chew tobacco

Clicking or popping in jaw History of gum disease Wisdom teeth extraction

If you could change anything about your smile, which of the following would you want?

Whiter teeth Remove silver filling Close space(s)

Replace missing teeth Straighter teeth Replace old crowns

Remove stains/spots Reshape/resize teeth Fix chipped teeth

TREATMENT AUTHORIZATION FORM

I authorize and give consent to perform dental services agreed between doctor and patient and/or parent or
guardian to be necessary or advisable including the use of local anesthesia and other medication as indicated.
I certify to the above statements regarding my medical condition.
Payment for all treatment and services rendered are my responsibility.

SIGNATURE OF PATIENT, PARENT or GUARDIAN_________________________________________________

  PRINT NAME: ____________________________________________

          DATE: _____________________________________________



FINANCIAL POLICY

This is an agreement between the Doctor, as a creditor, and the Patient/Debtor/Guarantor named on this form. In
this agreement the words “you”,“your”and “yours” mean the Patient/Debtor/Guarantor. The word “account” means
the account that has been established in your name to which charges are made and payments credited. The
words “we”, “us” or “our” refer to the Doctor. By executing this agreement, you are agreeing to pay for all services
that are received.

PAYMENT POLICY
If you need dental treatment, the doctor performing your exam will create a treatment plan for you. Our
financial/insurance coordinator will review your treatment plan and inform you what your estimated financial
responsibilities are prior to scheduling for those dental procedures.
We accept cash, personal check, debit cards, Discover, MasterCard or Visa cards as forms of payment . Payment
is due in full when services are rendered. We also offer CareCredit.

DENTAL INSURANCE POLICY
Dental insurance is a contract between you and your insurance company. We are NOT a party to this contract, in
most cases. We will bill your primary insurance as a courtesy to you. Although we may estimate what your
insurance company may pay, it is the insurance company that makes the final determination of your eligibility.
Please bring your insurance card with you so we may do a complimentary benefits check for you. You agree to pay
any portion of the charges not covered by your insurance.
For extensive procedures, a pre­authorization or pre­estimate to your insurance may be sent at your or our
discretion. It will take at least two weeks to receive an answer back from your insurance. We do not bill to your
secondary insurance company.

COMPOSITE RESINS (“TOOTH­COLORED FILLINGS”)
We are an amalgam (mercury) free office. If your insurance only pays for the alternate amalgam fee, then you are
responsible for the non­covered difference in the fee.

PAST DUE ACCOUNTS
If your account becomes delinquent, we will take necessary steps to collect this debt. If we have to refer your
account to a third party collection agency, attorney and/or court, you agree to pay the outstanding balance due plus
all of the collection agency, attorney and/or court fees.

RETURNED CHECKS
There is a $35 fee charged to your account for any check returned by the bank. If this occurs, you will be required to
pay with cash or money order the balance due plus a $35 returned check charge.

EFFECTIVE DATE
Once you have read, understood and signed this agreement, you agree to all of the terms and conditions
contained herein, and the agreement will be in full force and effect.

GUARANTOR NAME:     __________________________________________________

GUARANTOR  SIGNATURE: ______________________________________________

                                                    Date: ______________________________________________



Revised January 2010 

Authorization for Release of Information 
  

 Name of Patient ___________________________________________ Date of Birth ______________  
   
_______________________________________________ is authorized to release protected health 
information about the above named patient to the entities named below. The purpose is to inform the 
patient or others in keeping with the patient’s instructions. 
 
 Entity to Receive Information.  
Check each person/entity that you approve to 
receive information. 

Description of information to be released. 
Check each that can be given to person/entity on 
the left in the same section. 

 Voice Mail  Results of lab tests/x-rays 
Other_______________________________ 

 Spouse (provide name & phone number) 

______________________________________ 

 Financial 
 Medical as follows:____________________ 

      ____________________________________ 

 Parent (provide name & phone number) 

__________________________________ 

 Financial 
 Medical as follows:_____________________ 

     _____________________________________ 

 Other (provide name & phone number 

      ____________________________________ 
 

 Financial 
 Medical as follows _____________________ 

     _____________________________________ 

  
Patient Information 
I understand that I have the right to revoke this authorization at any time and that I have the right to 
inspect or copy the protected health information to be disclosed as described in this document. I 
understand that a revocation is not effective in cases where the information has already been disclosed 
but will be effective going forward.  
 
I understand that information used or disclosed as a result of this authorization may be subject to 
redisclosure by the recipient and may no longer be protected by federal or state law.   
  
I understand that I have the right to refuse to sign this authorization and that my treatment will not be 
conditioned on signing. This authorization shall be in effect until revoked by the patient. 

 
 ___________________________________________________________Date ___________________ 
Signature of Patient or Personal Representative   
Description of Personal Representative’s Authority (attach necessary documentation) 
__________________________________________________________________________________ 



Cary Dental Center  
3701 NW Cary Parkway 
Preston Plaza, Suite 201 
Cary, NC  27513 

_________________________________________________ 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE 

OF PRIVACY PRACTICES 
 

*You May Refuse To Sign This Acknowledgement 
 
 
 
 

I, ____________________________________________________, have received a copy  
 
of this office’s Notice of Privacy Practices. 
 
 
 
 
Print Name 
 
 

Signature of Patient , Parent, Guardian or Personal Representative 
 
 

Date 
 
 
 

Relationship to Patient:     � Self    � Parent    � Guardian   � Personal Representative 
 
 

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) 
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