
 1 

 

 
 
 

PATIENT REGISTRATION 
 

 
First Name: _________________________ Last Name: _____________________ Middle Initial: _____  
Preferred Name: _______________________ 
 
Patient Information: 

Address: ________________________________________ Address 2: __________________________________ 
City: __________________________________State/Zip: _______________________________________ 
Home Phone: _________________ Work Phone: ______________ ext: ___ Mobile Phone: _________________ 
Sex:     ○ Male    ○ Female Marital Status:     ○Married    ○Single    ○Divorced    ○Separated    ○Widowed 
Birth Date: ________________ Age: ____ Soc. Sec: _____________________ Drivers Lic #: _______________ 
Email: _________________________________      ○ I would like to receive correspondence via email 
Employment Status:   ○ Full-time   ○ Part-time   ○ Retired   ○ Unemployed   ○Disabled   
Employer: ________________________________ 
Student Status:   ○ Full-time   ○ Part-time How did you hear about our office? ________________________ 
Preferred Dentist: _____________________________    Previous Dentist: _____________________________ 
Preferred Pharmacy: ___________________________   Last Dental Visit: _____________________________ 
Pharmacy # (if known): ________________________ 
Emergency Contact: ___________________________   Emergency Contact #: _________________________ 

 
Responsible Party (if someone other than patient): 

First Name: ______________________________ Last Name: __________________Middle Initial: __ 
Address: ________________________________ Address 2: __________________________________ 
City, State, Zip: ______________________________________________________________________ 
Home Phone: _________________Work Phone: ____________Ext: ____ Cell Phone: ______________  
Birth Date: ____________ Soc. Sec: ___________________ Driver’s License #: _______________________ 
○ Responsible Party is also Primary Insurance Policy Holder  
○ Responsible Party is also Secondary Insurance Policy Holder   

 
Primary Insurance Information: 

Name of Insured:  _______________________________ Relationship to Insured: ○ Self      ○ Spouse  
                      ○ Child    ○ Other 
Insured Soc. Sec #: ________________________ Insured Birth Date: ___________________________ 
Employer: __________________________________________________________________________ 
      Employer Address: ________________________________________________________________ 
      City, State, Zip: ___________________________________________________________________ 
Insurance Company: _________________________________________________________________ 
       Insurance Company Address: ________________________________________________________ 
      City, State, Zip: ___________________________________________________________________ 
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Secondary Insurance Information: 

Name of Insured:  _______________________________ Relationship to Insured: ○ Self ○ Spouse ○ Child    ○ Other 
Insured Soc. Sec #: ________________________ Insured Birth Date: ___________________________ 
Employer: __________________________________________________________________________ 
      Employer Address: ________________________________________________________________ 
      City, State, Zip: ___________________________________________________________________ 
Insurance Company: _________________________________________________________________ 
       Insurance Company Address: ________________________________________________________ 
       City, State, Zip: ___________________________________________________________________ 

       
 

 

FINANCIAL POLICY 
 
We are happy to bill your insurance as a courtesy.  However, the patient receiving service (or their legal guardian) is ultimately responsible for 
all fees incurred.  We require you to pay the “patient portion” at the time of service which may include a deductible, co pay, and/or a 
percentage of each procedure.  If your insurance has not made payment in full within 2 months of treatment, you are responsible for paying 
the balance, and your insurance company will then reimburse you.  We accept cash, checks, & credit cards. We also offer financing through 
Care Credit.  
Please initial: __________ 
 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 

*You may refuse to sign this acknowledgement* 
I acknowledge that I have received a copy of this office’s Notice of Privacy Practices.  I understand that, by signing below, I am authorizing 
members of Seaside Family & Cosmetic Dentistry and their employees to disclose information about my past and future dental treatment to 
my insurance company and to other dental professionals and physicians as needed so that I may be provided with the best comprehensive 
care possible. I also authorize Seaside Family & Cosmetic Dentistry to leave messages regarding appointment times and purpose on an 
answering machine, voicemail, or with persons answering the phone at the numbers I give them to reach me.  I understand that I will be 
required to sign a release form to give permission for Seaside Family & Cosmetic Dentistry to share information with anyone other than those 
specified above.  
Please initial: __________    
 
 

CONSENT FOR TRANSMISSION OF PROTECTED HEALTH INFORMATION BY E-MAIL/TEXT 
 
I consent to transmit the following protected health information related to my health records and health care treatment: 
Information related to the scheduling of meetings or other appointments, information related to billing and payment, completed forms, 
including forms that may contain sensitive confidential information, information of clinical nature, including discussion of personal material 
relevant to my treatment, my health record, in part or in whole, or summaries of material from my health record. 
 
I have been informed of the risks, including but not limited to my confidentiality in treatment, of transmitting my protected health information by 
unsecured means. I understand that I am not required to sign this agreement in order to receive treatment. I also understand that I may 
terminate this authorization at any time in writing. 
Please initial: __________    
 
 
 

I verify that I have read, understand, and agree to all the above policies.   
 
SIGNED ______________________________________________________________ 
 
DATE ______________________________ 
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MEDICAL HISTORY 
 

 
Patient Name: ______________________________________Date of Birth: ___________________________________ 
 

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?  ○Yes ○ No   

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

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

If yes, please explain: _________________________________________________________________________ 
Are you on a special diet?  ○Yes ○ No 

If yes, please explain: _________________________________________________________________________ 
Do you take, or have you ever taken, Phen-Fen or Redux?  ○Yes ○ No  

If yes, please explain: _________________________________________________________________________ 
Have you taken Zometa, Aredia or any other Bisphosphonate drugs?   ○Yes ○ No  

If yes, please explain: _________________________________________________________________________ 
Do you use any controlled substances?  ○Yes ○ No 

If yes, please explain.  Include type and frequency: __________________________________________________ 
Do you drink alcohol?  ○ Yes ○ No 
 If yes, how many drinks per week on average? ____________________________________________________ 
Do you use tobacco of any kind?  ○Yes ○ No 

If yes, please explain.  Include type and frequency: __________________________________________________ 
 
Women:   

Pregnant/trying to get pregnant?  ○Yes ○ No   
Taking oral contraceptives?  ○Yes ○ No   
Nursing?  ○Yes ○ No  
 

Are you allergic to the following? 

 
□ Sulfa         □ Penicillin        □ Codeine        □ Acrylic         □ Metal        □ Latex        □ Local Anesthetics        □ Aspirin 
□ Other   If yes, please explain: _______________________________________________________________________  
 
   
Please circle all that apply now or in the past: 
AIDS/HIV Positive Cortisone Medicine Hemophilia Radiation Treatments Yellow Jaundice 
Alzheimer’s Disease  Diabetes Hepatitis A Recent Weight Loss                    
Anaphylaxis Drug Addiction Hepatitis B or C Renal Dialysis  
Anemia Easily Winded Herpes Rheumatic Fever  
Angina Emphysema High Blood Pressure Rheumatism  
Arthritis/Gout Epilepsy or Seizures High Cholesterol Scarlet Fever  
Artificial Heart Valve Excessive Bleeding Hives or Rash Shingles  
Artificial Joint Excessive Thirst Hypoglycemia Sickle Cell Disease  
Asthma Fainting Spells/Dizziness Irregular Heartbeat Sinus Trouble  
Blood Disease Frequent Cough Kidney Problems Spina Bifida  
Blood Transfusion Frequent Diarrhea Leukemia Stomach/Intestinal Disease  
Breathing Problems Frequent Headaches Liver Disease Stroke  
Bruise Easily Genital Herpes Low Blood Pressure Swelling of Limbs  
Cancer Glaucoma Lung Disease Thyroid Disease  
Chemotherapy Hay Fever Mitral Valve Prolapse Tonsillitis  
Chest Pains Heart Attach/Failure Osteoporosis  Tuberculosis  
Cold Sores/Fever Blisters Heart Murmur Pain in Jaw Joints Tumors or Growths  
Congenital Heart Disorder Heart Pacemaker Parathyroid Disease Ulcers  
Convulsions Heart Trouble/Disease Psychiatric Care Venereal Disease  
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MEDICAL HISTORY (PAGE 2) 

 
 
 
 
Have you ever had any serious illness not listed on the previous page?  ○ Yes ○ No 
If yes, please explain: 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Are you currently taking any medications?  ○Yes ○ No   
If yes, please list and give the reason for taking each one.  Please include vitamins and herbal remedies. 
___________________________________________________________________________________________________________
_________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Questions, comments, or anything else you would like us to know about you: 
__________________________________________________________________________________________________ 
___________________________________________________________________________________________________________
_________________________________________________________________________________________ 
 
 

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 my medical 
status. 
 
SIGNATURE OF PATIENT AND/OR LEGAL GUARDIAN (IF PATIENT IS UNDER 18): 
 
X _______________________________________________________________________________________________ 
 
DATE: __________________________ 
 
 

 
 
 
 



 5 

 
Medical Information Release Form 

(HIPAA release form) 
 

Seaside Family & Cosmetic Dentistry 
 

Name: _________________________________________________________________ Date of Birth _____/_____/_____ 
Release of Information 

 
I authorize the release of information including the diagnosis, records; examination rendered to me and claims information.  This 
information may be released to: 
 

o Spouse: ___________________________________________ 
o Child(ren): _________________________________________ 
o Other: ____________________________________________ 

 
This Release of Information will remain in effect until terminated by me in writing. 

 
Authorization for Release/Use of Protected Health Information in the Form of 

Photos, Radiographs, and Electronic Images 
 
Your photos and x-rays are part of your diagnostic and clinical record and are considered to be protected health information under 
federal HIPAA Privacy Laws.  
 
We make use of radiographs (x-rays), photographs, and digital images. These images may be used for diagnosis, documentation, 
reference, teaching, and research publication. Some cases that present exceptional results, particularly remarkable smiles, or 
interesting situations may be utilized for demonstration, education, or advertising to potential and existing patients in our office either in 
print media, social media, television, on digital media and on our webpage. In some instances, you may be recognizable in some of 
these images. 
 
By initialing and signing this form, you are authorizing us and releasing us from any liability resulting from the use/release of such 
images. Your authorization and release to use images will in no way affect the quality of your results in our office. We do our best to 
provide exceptional dentistry to all patients. 
 
___ I authorize the use of my images where my face is identifiable 
___ I authorize the use of my images where only my teeth are identifiable 
___ I authorize the use of my radiographs 
 
The purpose of this request to release and/or disclose the PHI described above is for personal reasons.  I understand that I have the 
right to revoke this Authorization, in writing, at any time by notifying the office above. Such revocation will not affect actions taken by 
the requesting person prior to the date he or she received the written revocation. I also understand information disclosed pursuant to 
this authorization may be subject to re-disclosure by the recipient and will no longer be protected by this rule. 
 
I understand that my health care provider cannot condition treatment on whether I sign this authorization. This Authorization will expire 
at such time that: 
 
___ I determine that I no longer wish for my images to be used and I revoke this authorization in writing; or  
___ The following date: ________________________  
 
 
________________________________________________________________________  _____________________ 
Signature of Patient          Date 
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APPOINTMENT AGREEMENT 
 

At Seaside Family & Cosmetic Dentistry, we understand that your time is valuable. We are constantly striving to ensure that 
your experience here with us is pleasant and exceeds your expectations. Trying to accommodate every patient’s individual 
needs coupled with everyone’s work schedules can be challenging. We make every effort to stay on time and be efficient so 
that our patients will not have to wait unnecessarily or experience delays. Your appointment with us is a commitment of time 
between you and our office. We ask that you make every effort to keep that commitment. This time is set aside specifically 
for you. 
 
As a courtesy to our patients, we offer appointment reminder notifications at various intervals prior to each appointment. 
Patients will receive a text, e-mail, and/or phone call notification as follows: the day the appointment is scheduled; then one 
(1) week prior to the appointment; then three (3) days prior to the appointment; lastly a few hours before the scheduled 
appointment. Please respond to this message “confirming” the appointment and notifying us that you will be present and on 
time. We make every effort to confirm our appointments. If you have not confirmed your appointment with us more than 
twenty-four (24) hours prior to the scheduled reservation, your appointment may be filled by another patient. Therefore, it is 
essential that we obtain all pertinent contact information and that we communicate with one another prior to the 
appointment. 
 

If you have confirmed or not confirmed your appointment and find that you cannot keep your appointment, we require a 
minimum notice of twenty-four (24) hours, so we are able to assist other patients with their dental needs. If our 

office is not notified prior to the twenty-four (24) hour window preceding the appointment, you will be charged a Fifty 
Dollar ($50.00) Broken Appointment Fee. Appointments are scheduled as individuals. Therefore, if more than one 

(1) family member has a broken appointment (whether on the same day or not), these occurrences will be treated as 
multiple broken appointments and will incur separate “Broken Appointment Fees.” 
 
After the first broken appointment, patients with high production appointments (defined as appointments with a projected 
treatment value of one thousand dollars ($1,000.00) or more and/or are reserved for one (1) hour or more in total time 
reserved) will be subject to paying twenty-five percent (25%) of the estimated patient portion up front to reserve the 
appointment. This pre-payment will be held by the practice on the patient’s account and applied to the balance owed once 
treatment is completed. 
 
Also, if any patient accrues more than two (2) broken appointments in a twelve (12) month period, Fuller Dental 
Practice reserves the right to release that patient from care and be dismissed from the practice. 
 
Thank you for understanding and respecting the importance of this policy. 
 

 
By signing below, I agree to fulfill my obligation as a patient at Fuller Dental Practice and I agree to the “Broken 

Appointment Fee” and pre-payment penalties, should I not give proper notification. 
 

 
 

Signature________________________________________________ Date______________ 

 


