Patient Registration Form American Dental Association
www.ada.org
Email: Today's Date:
Preferred Name: A Miss IMr. O Mrs, dMs, JDr. Referred by:
Name: Home Phone: inciude arss code Cell Phone: includs area code
Last Fst Middle ( ) ( )
Address: City: State: Zip:
Mailing address
SSi#: Date of Birth: Sex: M F
Employer: Business Phone: inciude arsa coce
( )
Emergency Contact: Relationship: Home Phone: incluge sres cods Cell Phone: incude area coce
( ) ( )
College Student Status: JFull Time  JPartTime  Please provide school info: School Name:
Employment Status: QFull Time JPartTime [ Retired Address:
Marital Status: [ Maried ' Single 1 Divorced [ Separated  'J Widowed Address 2:
Pref. Pharmacy: Phone: ( ) City, State, Zip:

Dental Insurance Information

Are you currently experiencing dental pain or discomfort?

If yes, how often? Circle one; DAILY / WEEKLY / OCCASIONALLY
Q Q Q

Primary Insurance Information
Name of Insured: Relationship to Patient: 1 Selff JSpouse JChild [ Other
Insured Soc. Sec.: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
ID#: Grit:
Secondary Insurance Information
Name of Insured: Relationship to Patient: [ Self JSpouse A Child ' Other
Insured Soc. Sec.: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
D#: Gr#:
Dental Information Frorthe following questions, mark {X) your responses to the following questions.
Yes No DK Yes No DK
Do your gums bleed when you brush or floss?. . ........ 3 Q 1 | Doyouhave earachesorneckpains? ................ a9 O Q
Are your teeth sensitive to cold, hot, sweets or pressure?. ' | Do you have any clicking, popping or discomfortinthejaw? O O O
1S YOUr MOUtN GrY? &\ o v e eenrceennner e rnnaaaannnns Q3 QO 2 | Doyoubruxorgrindyourteeth? . ...........o000ennns Q Q Q
Have you had any pericdontal {gum) treatments? ....... 3 3 3 | Do you have sores or ulcers in your mouth?, .. ......... Q Q9 Q
Have you ever had orthodontic (braces) treatments?. . . . . 2 A 3 | Doyouweardentures orpartials? ...........00nnennn Q QO Q
Have you had any problems associated with previous Do you participate in active recreational activities? . ..... Q9 O Q0
dental treatment? . ... vttt e 3 3 1 | Have you ever had a serious injury to yourheadormouth? 4 O O
Is your home water supply fluoridated? ...... e 32 3 3 | Date of your last dental exam:
Do you drink bottled or filtered water? . .........oounn. 3 3 3 | What was done at that time%

Date of last dental x-rays:

What s the reason for your dental visit today?

How do you feel about your smile?




Medical Information piease mark (X) your responses to Indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK

Yes No DK

Are you now under the care of a physician?. ... ............ @ O Q| Have you had a serious lliness, operation or been foe 1
Physician Name: hospitalized inthe past Syears?. .. .........cooiviiinnnnas Jddd
Phone: include aves code  ( ) If yes, what was the lliness or problem?
Address/City/State/Zip: Are you taking or have you recently taken any prescription

or over the counter MediciNe(S) 7. . . .« ovveeeneneeernnans [ [
Areyouingoodhealth? ..........coiiiiiiiennnennnnnnns R | gfs:m?l:mmltsmd O YRATION, Vefure or DIt prepetone
Has there been any change in your general health within
thE PAST YBAIT & . e vttt e e Q. 00

If yes, what condition was treated?

Date of last physical exam:

Do you use controlled substances (Arugs)? . .......ovvvun. [ R |

Do you wear contact 18nses? ... ......ovvienvennnnnnnnns QQQ

Are you taking, or have you taken, any diet drugs such as
Pondimin (fenfluramine), Redux (dexphenfluramine) or fen-phen

{fenfluramine-phentermine combination)?

L

Do you use tobacco (smoking, snuff, chew, bidis)? .......... = |

If so, how interested are you in stopping?
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Are you taking or scheduled to begin taking either of the
medications alendrontate (Fosamax®) or risendronate (Actonel®)

for osteoporosis or Paget's disease? . .................... Q Q0

Do you drink alcoholic beverages?. .. ... .oveeeerenirrians QQ0
If yes, how much alcohol did you drink in the last 24 hours?
If yas, how much do you typically drink in a week?

WOMEN ONLY Are you:

Since 2001, were you treated or are you presently scheduled to begin Prognant? o covivnesenmavisasvos sy nas s i QQa

treatment with the intravenous bisphosphonates (Aredia® or Zometa®) Number of weeks:

for bone pain, hypercalcemia or skeletal complications resulting from

Paget's disease, multiple myeloma or metastic cancer? ... .. . O O O | Taking birth control pills or hormone replacement? .......... [ |

Date Treatment Bagan: NUBIRG D Ssss e wde s S e e s e A e Al e e Q2090

Joint Replacement. Have you had an orthopedic total joint replacement (hip, knee, elbow, finger? . ... ... ..ottt iiiiaiieaneeinns Q Qo

Date: If yes, have you had any complications?

Allergies - Are you allergic to, or have you had a reaction to: Yes No DK

To all yes responses, specify type of reaction. Metals o |

Local anesthetics Q O O Latex (rubben Qoo

Aspirin O O QO odine QQaQ

Penicillin or other antibiotics Qg Hay fever / seasonal QQaQ

Barbituates, sedatives, or sleeping pills QO Q0 QO Animals Qo

Sulfa drugs O Q0 Eood oOoanQ

Codeine or other narcotics QO Q O other o oo
Yes No DK Yes No DK Yes No DK Yes No DK

Heart murmur ........ QQ Q| Anemia ....cvvviiinn O O J  Chest pain upon exertion'd (J (J  Neurological disorders . 1 1

Mitral valve prolapse...d J | Blood transfusion .. ... QO Q Chronicpain......... [ R | If yes, specify:

Artificial heartvalves ... d 1 O If yes, date: Diabetes Typeloril...d O [ Sieepdisorder........ aQaaQ

Rheumatic fever ... ... 3 | Hemophilia .......... O O O Eating disorder ,...... J O O Mental health disorders. J 1

Cardiovascular disease. ' d J J  AIDS or HIVinfection. .. 1 O Malnutrition. . ........ [ | If yes, specify:

ANDING s+ o35 6vp 54548 o 3 s ] (Y | SR QO  Gastrointestinal disease (1 3 [J  Recurrent infections ... 1

Arteriosclerosis . ... ... d J 3 Autoimmune disease, .. O [ 1 G.E. Reflux/Persistent Type of infection:

Congestive heart failure d ' J  Rheumatoid arthritis ... Q O heartburn. .., ...... J 3 3 Kidney problems. ... .. QQaQ

Coronary artery disease W J 1 Systemic lupus O oo v o e Q9 Q0 O Nightsweats......... [

Damaged heart vaives. . d O O erythematosus. .. ... Q O I Thyroid problems ..... 2 Q0 O  Osteoporosis......... [ N |

Heart attack. ......... QO Q Asthma..........oo. D0 0 Stroke ..ouverisauins J [ O Persistent swollen

Low blood pressure. ... 1 0 Bronchitis ........... Q00O Glauwoma....ooouus. aQaQ glands in neck...... QQa d

High blood pressure ... J J U  Emphysema.......... J O J  Hepatitis, jaundice or Severe headaches/

Congenital heart defectsd 0 10 Sinustrouble......... Q0 3  liverdisease.......... QQQ Migraines. ......... [ |

Pacemaker .......... 0 0 O Tuberculosis ......... Q0 QO Epllepsy....coovverqs O O O Severeof rapidweightloss 3 ' O

Rheumatic heart disease d 1 0 Cancer/Chemotherapy/ Fainting spells or Sexually transmitted disease J O O

Abnormal bleeding ....d O O Radiation treatment. . 3 J 1 0 Y R 3 3 O Excessiveurination,...d O

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?. . . .. ...ouvuireriiiiriieransns Qaog

Name of physician or dentist making recommendation: Phone: ( )

Do you have any disease, condition, or problem not listed above that you think | should KNow aboUt?. . . ..o .uteeeeaeee e iiineeriannns aaa

Please explain:

NOTE: Both Doctor and patient are enco to discuss any and all relevent patient health issues prior to treatment.

uraged
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful
health history and that my dentist and his/her staff will reyl on this information for treating me. | acknowledge that my questions, if any, about inquiries set
forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take
or do not take because of errors or omissions that | may have made in the completion of this form,

Signature of Patient/Legal Guardian:

Date:




Cameron Park Dental Care

Thank you for choosing Cameron Park Dental Care. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the payment for this
optimal care as easy and manageable for our patients as we possibly can by offering different payment
options.

Payment Options:
You can choose from:

* (Cash, Visa, Mastercard, American Express, Discover Card
= Convenient monthly payment options through Care Credit

*Once services have been fully rendered payment will be due in full.

All charges incurred are the responsibility of the patient or their guarantor, NOT the Insurance
company’s. We must emphasize that as your Dental Care Provider, our relationship is with you, not your
insurance company. Our office does not guarantee that your insurance company will assist with payment
for dental treatment. If your claim is not paid within 60 days, denied or paid at a lesser amount, you will
be responsible for the full payment amount.

We recommend treatment based on our patient’s dental needs, not based on insurance coverage. We
estimate what the insurance will pay based on information that they have provided to us. What the
insurance actually pays will be determined when they process the claim. The estimated patient’s portion
is due and payable at the start of treatment and if the insurance pays less than estimated, we will bill the
remainder to the patient or guarantor.

Please n

A fee of $50.00 is charged for patients who miss or cancel within with at least a 48-hour notice. If you
have any questions please do not hesitate to ask. We are here to help you get the dentistry you need or
want.

Patient, Parent or Guardian’s Signature Date

Patient Name (PLEASE PRINT) Date




Acknowledgement of receipt of Notice of Privacy Practices
**You may refuse to sign this acknowledgment**

I , have received a copy of Notice of Privacy Practices,

Signature

Print Name

Date

If this acknowledgement was signed by a person representative on behalf of the paticnt, please complete the
following:

Person Representative’s Name

Person Representative’s Signature

Relationship to patient

For Front StafT use only
We attempted 10 obtain a written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtain because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining the acknowledgement
Other (please specify)




