Patient Registration Form

Patient Information

First Name: Last Name: M.L Sex: O Male O Female
SSN: Drivers Lic: Birth Date: Age:
Address: City. State, Zip:

Marital Status:_ O Married QO Single _Q Divorced () Separated _QO Widowed

Contact information
Home Phone: Cell Phone: Work Phone: ext.

Email Address:

Employer Name: Occupation:
Address: City, State, Zip:
Emergency Contact

Name: Phone#: Relationship:

How did you hear about our office? Choose One

Responsible Party Information (Fill this part only if the responsible party is different from above)

Who is Responsible for this account?

First Name: Last Name M.L.
SSN: Driver License: Birth Date:
Address: City, State, Zip:

Relationship to Patient:

Home Phone: Cell Phone: Work
Phone: ext_

By signing this page, you will also give us permission to submit your dental work charges

to your insurance using the insurance information you have provided us separately through
you ID card or over the phone or in person.

Your estimated copayment for treatment, which is the amount not covered by your insurance,
is due at the time service is provided. Your copayment may be adjusted after the time of
payment. Please keep in mind you are responsible for your total obligation should your
insurance benefits result in less coverage than anticipated.

Our office accepts cash, check, visa, and master card. There will be a $25.00 returned check fee

for any returned checks. Any account over due after 30 days will have a $10.00 monthly billing

fee. We strive to accommodate the scheduling needs of our patients, and we will make every

effort to keep your schedule on time. Failure to provide us with a 48 hour notice or failure to

show up for a scheduled appointment will result in a cancellation/ no show fee of $35-$50 depending on the
length of the appointment. By signing this page you also acknowledge and accept our office financial
policy posted in our office and our website and a hard copy of it will be made available to you per your
request

Acknowledgement of Receipt of Notice of Privacy Practices

| hereby acknowledge that | have received a current copy of Four Lakes Dental “NOTICE OF PRIVACY
PRACTICES,” revision date 1/20/2015 . As required by the Privacy Regulations, Four Lakes Dental has explained
the “NOTICE OF PRIVACY PRACTICES” to my satisfaction. As required by the Privacy Regulations, | am aware
that Four Lakes Dental has included a provision that it reserves the right to change the terms of its notice and
to make the new notice provisions effective for all protected health information that it maintains.

Patient Name Patient Signature Date

Parent/Guardian Name (if minor) Parent/Guardian Signature Date
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MEDICAL HISTORY

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

Have you ever been hospitalized or had a major operation? Yes No If yes, please explain:

Have you ever had a serious head or neck injury? Yes No If yes, please explain:

Are you taking any medications, pills, or drugs? Yes No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes O No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisph05phonates?o Yes Q) No
Are you on a special diet? O Yes O No

Do you use tobacco? O Yes No
Do you use controlled substances? O Yes O No
Women: Are you

Pregnant/Trying to get pregnant?o Yeso No

Are you allergic to any of the following?
I:l Aspirin D Penicillin I:l Codeine

|:| Other If yes, please explain:

Nursing? OYes O No
I:l Metal |:| Latex

Taking oral contraceptives? OYes O No

I:l Local Anesthetics |:| Acrylic I:l Sulfa drugs

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

AIDS/HIV Positive O Yes O No | Cortisone Medicine O YesO No | Hemaphilia O Yes O No | Radiation Treatments O Yes O No
Alzheimer's Disease O Yes O No | Diabetes O YesQ No | Hepatitis A O Yes O No | Recent Weight Loss O Yes O no
Anaphylaxis O Yes © No | Drug Addiction QO Yes(Q No | HepatitisBorC Q© Yes O No | Renal Dialysis O Yes O No
Anemia O Yes O No | Easily Winded O YesQ No | Herpes O Yes O No | Rheumatic Fever O Yes O No
Angina QO Yes Q No | Emphysema QO YesQ No | High Blood Pressure () Yes Q) No | Rheumatism QO Yes O No
Arthritis/Gout © Yes O No | Epilepsy or Seizures () Yes Q) No | High Cholesterol © Yes O No | Scarlet Fever 8 Yes O No
Artificial Heart Valve 8 Yes ) No | Excessive Bleeding Q© YesQ No | Hives or Rash Q© Yes O No | Shingles Yes No
Artificial Joint Yes O No | Excessive Thirst 8 Yes 8 No | Hypoglycemia © Yes O No | Sickle Cell Disease O Yes No
Asthma O Yes No | Fainting Spells/Dizziness Yes No Irregular Heartbeat Yes No | Sinus Trouble O Yes No
Blood Disease O Yes 8 No | Frequent Cough QO YesQ No | Kidney Problems Yes 8 No | Spina Bifida O Yes No
Blood Transfusion o Yes o No | Frequent Diarrhea o Yes o No Leukemia o Yes o No | Stomach/intestinal D'IseasaO Yes O No
Breathing Problem Q© Yes O No | Frequent Headaches 8 Yes 8 No | Liver Disease 8 Yes () No | Stroke O YesQ No
Bruise Easily O Yes O No | Genital Herpes Yes Q) No | LowBlood Pressure () Yes ) No | Swelling of Limbs 8 Yes 8 No
Cancer QO Yes O No | Glaucoma Q© YesQ No | LungDisease O Yes 8 No | Thyroid Disease Yes () No
Chemotherapy Q© Yes O No | Hay Fever O Yes® No | Mitral Valve Prolapse O Yes O No | Tonsilitis Yes ) No
Chest Pains O Yes O No | Heart Attack/Failure () Yes 8 No | Osteoporosis O Yes O No | Tuberculosis Yes () No
Cold Sores/Fever Blisters ) Yes ) No | Heart Murmur O YesQ No | PaininJaw Joints O Yes O No L‘I’ggs oEGae i:i ::
Congenital Heart Disordar§ Yes § No | Heart Pacemaker Q© Yes(Q No | Parathyroid Disease 8 Yes () No Venereal Disease s No
Convulsions Yes No | Heart Trouble/Disease O Yaso No | Psychiatric Care Yes O No Nitow IEnndie 8 Yasg No
Have you ever had any serious illness not listed above? O Yes O No
Dental Treatment Consent Form
| understand that | am having the following treatments done
Exam (initials ) X-ray (initials ) Cleaning (initials ) Fillings (initials_____)

Drugs and Medications: | understand that antibiotics and analgesics and other medications
can cause allergic reactions causing redness and swelling of tissues, pain, itching, vomiting,
and/or anaphylactic shock (severe allergic reaction). (initials )

Change in Treatment Plan: understand that during treatment it may be necessary to change
or add procedures because of conditions found while working on the teeth that were not
discovered during examination, the most common being root canal therapy following routine
restorative procedures. | give my permission to the Dentist to make any/all changes and
additions as necessary. (initials )

To the best of my knowledge, the questions on this form have been accurately answered. | 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
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