
WELCOME

ABOUT YOU

INSURANCE INFO

IN EVENT OF EMERGENCY

WELCOMEWELCOME

Today’s Date: ______/_______/______
 
Patient Name: _________________________________________
			   LAST		  FIRST		  MI

What you prefer to be called _________________q Male q Female

Birthdate: ___/___/___ Age:______ SS#:____________________

Mailing Address: ________________________________________

______________________________________________
     CITY   			         STATE 				    ZIP    

Home Phone#:(____) __________________________________

Work Phone#:(____) _____________________________________

Cell Phone#:(____) ______________________________________

Preferred Appointment Confirmation Method: 

(select all that apply)     q Telephone     q Email     q Text

E-mail Address:_________________________________________

Referred By:____________________________________________

Employer:____________________________ How Long?______

Employers Address: _____________________________________

_______________________________________________________
     CITY   			        STATE 				     ZIP    

Occupation: ____________________________________________

Status: q Minor q Single q Married q Divorced q Separated q Widowed

Spouse’s Name:_________________________________________

Do you have children? q Yes  q No     How Many?___________

Initials

Primary Dental Insurance

Co.Name:_____________________________________

_______________________________________
     CITY   		                       STATE 			    ZIP 

Phone #: ______________________________________

Insured’s ID#: __________________________________

Group # (Plan, Local or Policy #): _______________________

Insured’s Name: ________________________________

Relationship: ________ Date of Birth:____/_____/____

Insured’s Employer:_____________________________

Please notify us if you have a secondary insurance
carrier.

_______I hereby authorize assignment of my insurance 		

rights and benefits directly to the provider for 

services rendered. I fully understand I am solely responsible for 

any balance not paid by my insurance company (if offered at 

this office).

Whom should we contact? ____________________________________

Relation: _____________________________________________________

Home Phone#:(____) __________________________________

Work Phone#:(____) _____________________________________

Cell Phone#:(____) ______________________________________	



MEDICAL/DENTAL INFORMATION

MEDICAL HISTORY

Previous Dentist: ___________________________________ (_______) ________________
		    Name							              Phone#

Last Dental Exam: ______/______/______ Last Dental X-Rays:  ______/______/______

How often do you get check ups? _____________________________________________

Times a day you brush?                  _____          Times a week you floss?_______________                        

Who is your Medical Doctor? ______________________________________________

Medical Doctors Phone # (____) _____________ Date of last visit: _____/______/______

Reason for last visit: __________________________________________________________

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

	 Are you under a physician’s care now?	 m	Yes	 m	No	 If yes, please explain: _____________________________
	Have you ever been hospitalized or had a major operation?	m	Yes	 m	No	 If yes, please explain: _____________________________
	 Have you ever had a serious head or neck injury?	 m	Yes	 m	No	 If yes, please explain: _____________________________
	 Are you taking any medications, pills, or drugs?	 m	Yes	 m	No	 If yes, please explain: _____________________________
	 Have you ever taken Fosamax, Boniva, Actonel or any
	 other medications containing bisphosphonates?	 m	Yes	 m	No	 ________________________________________________
	 Are you on a special diet?	 m	Yes	 m	No	 ________________________________________________
	 Do you use tobacco?	 m	Yes	 m	No	 ________________________________________________
	 Do you use controlled substances?	 m	Yes	 m	No	 ________________________________________________

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

Are you allergic to any of the following?
q Aspirin     q Penicillin     q Codeine     q Acrylic     q Metal     q Latex     q Local Anesthetics     q Sulfa Drugs

q Other   If yes, please explain:_______________________________________________________________________________________

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

We invite you to discuss with us any questions regarding our services. The best Dental health services are based on a friendly , mutual understanding between provider and patient.
Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the business manager. If account is not paid within 
90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any other expenses 
incurred in  collecting your account.
I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider to release any information required to process insurance 
claims.
I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any 
changes to the information I have provided.

	 Signature _______________________________________________________ Date: ________/_______/________
		     q Adult Patient	        q Parent or Guardian	    q Spouse

AIDS/HIV Positive	 m Yes m No
Alzheimer’s Disease	 m Yes m No
Anaphylaxis	 m Yes m No
Anemia	 m Yes m No
Angina	 m Yes m No
Arthritis/Gout	 m Yes m No
Artificial Heart Valve	 m Yes m No
Artificial Joint	 m Yes m No
Asthma	 m Yes m No
Blood Disease	 m Yes m No
Blood Transfusion	 m Yes m No
Breathing Problems	 m Yes m No
Bruise Easily	 m Yes m No
Cancer	 m Yes m No
Chemotherapy	 m Yes m No
Chest Pains	 m Yes m No
Cold Sores/Fever Blisters	m Yes m No
Congenital Heart Disorder	m Yes m No
Convulsions	 m Yes m No

Cortisone Medicine	 m Yes m No
Diabetes	 m Yes m No
Drug Addiction	 m Yes m No
Easily Winded	 m Yes m No
Emphysema	 m Yes m No
Epilepsy or Seizures	 m Yes m No
Excessive Bleeding	 m Yes m No
Excessive Thirst	 m Yes m No
Fainting Spells/Dizziness	m Yes m No
Frequent Cough	 m Yes m No
Frequent Diarrhea	 m Yes m No
Frequent Headaches	 m Yes m No
Genital Herpes	 m Yes m No
Glaucoma	 m Yes m No
Hay Fever	 m Yes m No
Heart Attack/Failure	 m Yes m No
Heart Murmur	 m Yes m No
Heart Pace Maker	 m Yes m No
Heart Trouble/Disease	 m Yes m No

Hemophilia	 m Yes m No
Hepatitis A	 m Yes m No
Hepatitis B or C	 m Yes m No
Herpes	 m Yes m No
High Blood Pressure	 m Yes m No
High Cholesterol	 m Yes m No
Hives or Rash	 m Yes m No
Hypoglycemia	 m Yes m No
Irregular Heartbeat	 m Yes m No
Kidney Problems	 m Yes m No
Leukemia	 m Yes m No
Liver Disease	 m Yes m No
Low Blood Pressure	 m Yes m No
Lung Disease	 m Yes m No
Mitral Valve Prolapse	 m Yes m No
Osteoporosis	 m Yes m No 
Pain in Jaw Joints	 m Yes m No
Parathyroid Disease	 m Yes m No
Psychiatric Care	 m Yes m No

Radiation Treatments	 m Yes m No
Recent Weight Loss	 m Yes m No 
Renal Dialysis	 m Yes m No
Rheumatic Fever	 m Yes m No
Rheumatism	 m Yes m No
Scarlet Fever	 m Yes m No
Shingles	 m Yes m No
Sickle Cell Disease	 m Yes m No
Sinus Trouble	 m Yes m No
Spinal Bifida	 m Yes m No
Stomach/Intestinal Disease	m Yes m No
Stroke	 m Yes m No
Swelling of Limbs	 m Yes m No
Thyroid Disease	 m Yes m No
Tonsillitis	 m Yes m No
Tuberculosis	 m Yes m No
Tumors or Growths	 m Yes m No
Ulcers	 m Yes m No
Venereal Disease	 m Yes m No
Yellow Jaundice	 m Yes m No

Have you ever had any serious illness not listed above? m Yes m No   If yes, please explain:____________________________________________________________

Comments:_ _________________________________________________________________________________________________________

____________________________________________________________________________________________________________________



Aten Family Dentistry has a strong commitment to safeguard the protected health information of 
patients.  The principles in the Notice of Privacy Practices of this office are also legal obligations of 
this practice under the Privacy Rule. 
 

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgement** 

 
I have received a copy of the Notice of Privacy Practices for the above named practice.  

 

             
{ Patient Name}  

             
{Relationship to Patient} 

  
{Signature} 

  
{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 

 Communications barriers prohibited obtaining the acknowledgement 

 An emergency situation prevented us from obtaining acknowledgement 

 Other (Please 
Specify)____________________________________________________________ 

  

 

______________________________       _______________________________ 

Staff Signature         Date 

© 2002 American Dental Association      All Rights Reserved      Reproduction and use of this form by dentists and their staff is permitted.  Any other use, 
duplication or distribution of this form by any other party requires the prior written approval of the American Dental Association. 



Name of Patient____________________________  
Date of Birth______________ 
 
Aten Family Dentistry is authorized to release protected dental information 
about the named patient to the entities described below.  The purpose is to 
inform the patient or others in keeping with the patient’s instructions.  
 

Authorization for Release of Information 
 
 

 
 
 
 
 
 
 
 
 

Please check the appropriate boxes below to authorize Aten Family Dentistry to discuss/ 
disclose your dental information related to billing, results of dental exams, x-rays and reports to 
the following: 
 

 Voice mail 

 Spouse - provide name____________________________ 

 Parent - provide names____________________________ 

 Other - provide name_____________________________ 

Rights of the Patient 
 
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 dental 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 
re-disclosure 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                                                 
 
 
 


