
DENTAL REGISTRATION AND HISTORY

1 PATIENT  INFORMATION
Date _________________________

Patient___________________________________________________

Address__________________________________________________

_________________________________________________________

Sex: l M    l F   Age__________ Birthdate_____________________

 l Single     l Married     l Widowed     l Separated     l Divorced

Patient SS#_______________________________________________

Occupation _______________________________________________

Employer_________________________________________________

Employer Address _________________________________________

Employer Phone ___________________________________________

Spouse’s Name ___________________________________________

Birthdate_____________________  SS # _______________________

Occupation _______________________________________________

Spouse’s Employer_________________________________________

Spouse’s Employer Phone ___________________________________

Whom may we thank for referring you? _________________________

_________________________________________________________

And Phone Number_________________________________________

2 DENTAL  INSURANCE
Who is responsible for this account? ___________________________

Relationship to Patient ______________________________________

Insurance Co. _____________________________________________

Group #__________________________________________________

Is patient covered by additional insurance? l Yes    l No

Subscriber’s Name _________________________________________

Birthdate___________________ SS #__________________________

Relationship to Patient ______________________________________

Insurance Co. _____________________________________________

Group #__________________________________________________

ASSIGNMENT AND RELEASE

I, the undersigned certify that I (or my dependent) have insurance coverage

with__________________________________________and assign directly to

Dr.______________________________________all insurance benefits, if any,
otherwise payable to me for services rendered. I understand that I am financially
responsible for all charges whether or not paid by insurance. I hereby authorize
the doctor to release all information necessary to secure the payment of
benefits. I authorize the use of this signature on all insurance submissions.
If the account is turned over to an outside agency, I will be responsible for
collection and attorney fees.

______________________________________________________________
Responsible Party Signature Date

                                     City                                               State                             Zip

3 NO  DENTAL  INSURANCE  ASSIGNMENT  AND  RELEASE

Who is responsible for this account? ___________________________ Relationship to Patient  _______________________________________

Responsible party birth date__________________________________ SS# ______________________________________________________

ASSIGNMENT AND RELEASE
I, the undersigned (or my dependent) am fully aware that I am responsible for all charges.

If the account is turned over to an outside agency, I will be responsible for collection and attorney fees.

____________________________________________________________ _______________________________________
Responsible Party Signature Date

4 PHONE  NUMBERS

Home___________________________Work_______________________Ext.______________Spouse’s Work _____________________________

Cell______________________________E-Mail _______________________________________________________________________________

Best time and number to reach you _________________________________________________________________________________________

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name____________________________________________________ Relationship__________________________________________________

Home Phone ______________________________________________ Work Phone__________________________________________________

- O V E R -



DENTAL  HISTORY

Reason for today’s visit _________________

____________________________________

Former Dentist _______________________

City/State____________________________

Date of last dental visit _________________

Date of last dental X-rays _______________

Place a mark on “Yes” or “No” to indicate
if you have had any of the following

Bad breath l Yes    l No

Bleeding gums l Yes    l No

Blisters on lips or mouth l Yes    l No
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Burning sensation l Yes    l No
   on tongue
Chew on one side l Yes    l No
   of mouth
Cigarette, pipe, or l Yes    l No
   cigar smoking
Clicking or popping jaw l Yes    l No
Dry mouth l Yes    l No
Fingernail biting l Yes    l No
Food collection between l Yes    l No
   the teeth
Foreign objects l Yes    l No
Grinding teeth l Yes    l No
Gums swollen or tender l Yes    l No
Jaw pain or tiredness l Yes    l No
Lip or cheek biting l Yes    l No

Loose teeth or broken l Yes    l No
   fillings
Mouth breathing l Yes    l No
Mouth pain, brushing l Yes    l No
Orthodontic treatment l Yes    l No
Pain around ear l Yes    l No
Periodontal treatment l Yes    l No
Sensitivity to cold l Yes    l No
Sensitivity to heat l Yes    l No
Sensitivity to sweets l Yes    l No
Sensitivity when biting l Yes    l No
Sores or growths in l Yes    l No
   your mouth

How often do you floss?_______________

How often do you brush? ______________

HEALTH  HISTORY

Physician’s Name_______________________________Physician’s Phone Number__________________ Date of last visit___________________

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS l Yes    l No
Anemia l Yes    l No
Arthritis, Rheumatism l Yes    l No
Artificial Heart Valves l Yes    l No
Artificial Joints l Yes    l No
Asthma l Yes    l No
Back Problems l Yes    l No
Bleeding abnormally; with l Yes    l No
   extractions or surgery
Blood Disease l Yes    l No
Cancer l Yes    l No
Chemical Dependency l Yes    l No
Chemotherapy l Yes    l No
Circulatory Problems l Yes    l No
Congenital Heart Lesions l Yes    l No
Cortisone Treatments l Yes    l No
Cough, persistent or l Yes    l No
   bloody
Diabetes l Yes    l No
Emphysema l Yes    l No
Do you wear l Yes    l No
   contact lenses?
Epilepsy l Yes    l No

Fainting or dizziness l Yes    l No
Glaucoma l Yes    l No
Headaches l Yes    l No
Heart Murmur l Yes    l No
Heart Problems l Yes    l No
Hepatitis l Yes    l No
   Type________________
Herpes l Yes    l No
High Blood Pressure l Yes    l No
HIV Positive l Yes    l No
Jaundice l Yes    l No
Jaw Pain l Yes    l No
Kidney Disease l Yes    l No
Liver Disease l Yes    l No
Low Blood Pressure l Yes    l No
Mitral Valve Prolapse l Yes    l No
Muscular Dystrophy l Yes    l No
Multiple Sclerosis l Yes    l No
Nervous Problems l Yes    l No
Pacemaker l Yes    l No
Psychiatric Care l Yes    l No
Radiation Treatment l Yes    l No
Respiratory Disease l Yes    l No

Rheumatic Fever l Yes    l No
Scarlet Fever l Yes    l No
Shortness of Breath l Yes    l No
Sinus Trouble l Yes    l No
Skin Rash l Yes    l No
Special Diet l Yes    l No
Stroke l Yes    l No
Swelling of Feet or l Yes    l No
   Ankles
Swollen Neck Glands l Yes    l No
Thyroid Problems l Yes    l No
Tonsillitis l Yes    l No
Tuberculosis l Yes    l No
Tumor or growth on l Yes    l No
   head or neck
Ulcer l Yes    l No
Venereal Disease l Yes    l No
Weight Loss, l Yes    l No
   unexplained
Women:
   Are you pregnant? l Yes    l No
   Due date_____________
   Are you nursing l Yes    l No

MEDICATIONS ALLERGIES
List medications you are currently taking:

__________________________________________________________

__________________________________________________________

__________________________________________________________

Are you currently under pain management? l Yes    l No

Pharmacy Name ____________________________________________

Phone ____________________________________________________

l Aspirin l Local Anesthetic

l Barbiturates (Sleeping pills) l Penicillin

l Codeine l Sulfa

l Iodine l Other ____________________

l Latex ___________________________

It is your responsibility to update us of any and all changes in your medical history.......i.e.
Pregnancy, Heart Conditions, Diabetes, Medication changes, etc.

OTHER: ________________________________________________________________________________________________________________
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Notice of Privacy Practices
for

Comdent Dental
Effective Date:	 May 1, 2011	
Last Revised

This notice describes how medical information about you may be used and disclosed and how you can get access
to this information. Please review it carefully. This notice applies to all of the records for your care generated 
by Comdent Dental, whether made by the Practice or an associated facility.

The Practice provides this Notice to comply with the Privacy Regulations issued by the Department of Health and 
Human Services in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
We reserve the right to change this notice at any time. We reserve the right to make the revised or changed notice
effective for medical information we already have about you as well as any information we may receive from you in the
future. Each time you visit the Practice for treatment or health care services you may request a copy of the current
notice in effect. If you would like to read a more detailed description of our notice please ask the receptionist.

This notice summarizes our Practice’s policies, which extend to:
	 •	 Any health care professional authorized to enter information into your chart (including dentists, physicians,
		  dental assistants, nurses, etc)
	 •	 All areas of the Practice (front desk, administration, billing and collection, etc.)
	 •	 All employees, staff and other personnel that work for or with our Practice
	 •	 Our business associates (including a billing service, or facilities to which we refer patients), on-call dentists
		  and so on

Your Protected Health Information:
We understand that your medical information is personal to you, and we are committed to protecting the information
about you.  As our patient, we create paper and electronic medical records about your health, our care for you, and the
services and/or items we provide to you as our patient. We need this record to provide for your care and to comply with 
certain legal requirements.

We are required by law to
	 •	 Make sure the protected health information about you is kept private
	 •	 Provide you with a Notice of our Privacy Practices and your legal rights with respect to protected health
		  information about you
	 •	 Follow the conditions of the Notice that is currently in effect

How we may use and disclose medical information about you:

	 •	 Treatment: We may use or disclose your health information to a physician or other healthcare provider
		  providing treatment to you.

	 •	 Payment: We may use and disclose medical information about you for services and procedures so they may
		  be billed and collected from you, an insurance company, or any other third party.

	 •	 Health Care Operations: We may use and disclose medical information about you so that we can run our 		
		  Practice more efficiently and make sure that all of our patients receive quality care. This includes quality 
		  assessment and improvement activities, reviewing the competence, qualifications, or performance of healthcare 		
		  professionals, conducting training programs, accreditation certification, licensing or credentialing activities.

	 •	 Appointment and Patient Recall Reminders: We may use and disclose medical information to contact you
		  as a reminder that you have an appointment and give instructions for you to follow in preparation for the 
		  appointment. This contact may be by phone, in writing, e-mail, or otherwise and may involve the leaving of an 		
		  e-mail, a message on an answering machine, or otherwise which could (potentially) be received or intercepted 
		  by others.



	 •	 Required By Law: We will disclose medical information about you when required to do so by federal, state
	 	 or local law.

	 •	 Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification
	 	 of a family member, your personal representative or another person responsible for your care, of your location,
	 	 your general condition, or death. We may disclose your health information to a family member, friend or other
	 	 person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you
	 	 agree that we may do so. If you are present, then prior to use or disclosure of your health information, we will
	 	 provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or
	 	 emergency circumstances, we will disclose health information based on a determination using our professional
	 	 judgment.

	 •	 Inmates: If you are an inmate of a correctional institution or under the custody of a law enforcement official,
	 	 we may release medical information about you to the correctional institution or law enforcement official.

Patient Rights
	 •	 Right to inspect and copy: You have the right to inspect and copy medical information that may be used to
	 	 make decisions about your care This includes your own medical and billing records, but does not include
	 	 psychotherapy notes. Upon proof of an appropriate legal relationship, records of others related to you or under
	 	 your care (guardian or custodial) may also be disclosed. If you request a copy of the information we may
	 	 charge a fee for the costs of copying, mailing or other supplies associated with your request. We may deny
	 	 your request to inspect and copy in certain very limited circumstances.

	 •	 Right to Amend: If you feel that the medical information we have about you in your record is incorrect or
	 	 incomplete, you may ask us to amend the information. We may deny your request under certain circumstances.

	 •	 Right to an Accounting of Disclosures: You have the right to request an “accounting of disclosures.” Your
	 	 request must state a time period not longer than six (6) years back and may not include dates before 5/1/06.

	 •	 Right to request Restrictions: You have the right to request a restriction or limitation on the medical
	 	 information we use or disclose about you for treatment, payment or health care operations. You also have the
	 	 right to request a limit on the medical information we disclose about you to someone who is involved in your
	 	 care or the payment for your care (a family member or friend).
	 	 We are not required to agree to your request and we may not be able to comply with your request.
		  If we do agree, we will comply with your request except that we shall not comply, even with a written request,
	 	 if the information is excepted from the consent requirement or we are otherwise required to disclose the
	 	 information by law.

	 •	 Right to request Confidential Communications: You have the right to request that we communicate with
	 	 you about medical matters in a certain way or at a certain location. We will accommodate all reasonable
	 	 requests. Your request must specify how or where you wish us to contact you.

	 •	 Right to a Paper Copy of This Notice: You have the right to a paper copy of this notice. You may ask us to
	 	 give you a copy of this notice or the detailed notice at any time. Even if you have agreed to receive this notice
	 	 electronically, you are still entitled to a paper copy of this notice.

Authorization: Other uses and disclosures of medical information not covered by this notice or the laws that apply to
us will be made only with your written permission, unless those uses can be reasonably inferred from the intended uses
above. If you have provided us with your permission to use or disclose medical information about you, you may revoke
that permission, in writing, at any time. If you revoke your permission, we will no longer use or disclose medical
information about you for the reasons covered by your written authorization. You understand that we are unable to take
back any disclosures we have already made with your permission, and that we are required to retain our records of the
care that we provided to you.
Complaints: If you believe your privacy rights have been violated, you may file a complaint with Comdent Dental or
with the Secretary of the Department of Health and Human Services. To file a complaint with the Practice, contact
our Compliance Officer at 317-783-9993, who will direct you on how to file an office complaint. All complaints must
be submitted in writing, and all complaints shall be investigated, without repercussion to you.
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