ID: Chart ID:

First Name:

PATIENT REGISTRATION

Last Name:

DATE 4/8/2021

Patient Is:{_|Policy Holder

First Name:

{:} Responsible Party

Responsible Party ( if someone other than the patient )

Preferred Name:

Middle Initial:

Last Name:

Address:

Address 2;

City, State, Zip:

Home Phone:

Birth Date:

I IResponsible Party is also a Policy Holder for Patient

Work Phone:

Middle Initial:

Soc Sec:

EBPrimary Insurance Policy Holder

Drivers Lic:

Pager:
Cellular:

E} Secondary Insurance Policy Holder

Patient Information

Address:

Address 2:

City:

State / Zip:

Pager:

Home Phone:
Sex:[_|Male
Birth Date:

I Femate

Work Phone:

Marital Status:[_|Married = [ }Single [IDivorced [ ]Separated [ Iwidowed
Age: Soc Sec: :

E-mail:

Cellular:

Drivers Lic:

{11 would like to receive correspondences via e-mail.

Section 2

Employment {:‘i Full Time
Status:

Student Status: [ | Full Time
Medicaid ID:

Employer ID:

Carrier ID:

["]Part Time

Section 3

[MRetired

[ JPart Time

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Emergency Contact

Emergency Plione #

Address

City/State

Phone #2

Relationship

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Relationship to Insured: || Self

["]child

["Ispouse [Jother

Ins. Company:

Address:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Relationship to Insured:{ ] Self

[Ispouse [TJchild = [T]Other

Ins. Company:

Address;

Address 2:

City, State, Zip:
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Patient Name: Birth Date: Date Created:

Althegh dentel personye) primarily wraat the ares in and around your mouth, your mouth is a part of vour erdire body. Health problems that you may have, ar
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 v;xvn:der 2 physician's care now? ‘ o (Oves g 1F véﬂ %H i
Have yau ever been hospitalized or had a major operstion? Oives v Tyas | !
Have you ever bad 2 serious head or neck injury? Tives (e I yes L {
Have you ever taken Fosamax, Boniva, &ctonel or apy other ives (Mo If yes % ‘2
medications containing bisphosphenates?

e o ) o i - [ i
ﬁ;z K;n; Egg&gﬁg tdag;;gh;%umadm, Warfarin, Eliquis, Plavie . (Tyyag Crvge fyes | i
Have you ever been told vou need to premedicate with Cives (iNe
antibiotics prior to dental treatment?
Do youhave any dental problems? (Oves v Ifyes | 3
Are you happy with your smile? O ves o

Do you use tabacon? {rves Mo

Waomen: Aré you...
mpregnﬁntf”ﬁying toget pregnant? [’_:INm*sing? DTa!f.mg aral contraceptives?

Are you allergic to any of the following?

[JAspirn [}Peniciltin (TJCodaine . [Acrylic

[Mrtetal [Miatex [T} Sulfa Drugs [Mtocal Anesthetics

[CJibuprofen {Jclindsmycin

Ay otherAllergies not listed shove? Cives Civie If yes g ]
Do you usecontrolied substances? Dives (e If yes { ''''''''' i
Are wou Taking any Medications? IF fes, Pleaze st i ¥es X pdes

Do you heve, or have you hiad, ary of the followings

AIDSIHIE Posities Clves e | Brug addiction Dives CiMe | Kidney Problems ' Dives o
slzheimer’s Disease Oves (Oing Emplresems Oves Do Lewkemis Oves Owo
anaphyisgs ives Mg Epilepsy or Seizures Chives Civip Liver Diseage Oives (Civig
Anging Cives Cme Fainting SpeflafDivdness Crves Civio Lo Sood Pressuns Cives {ing
Antificisl Hearbfalve Oves o Heart SttackFallume rves Ciwe Mitral Yatve Prolapse Oives Cinlo
Artificial Jnit Oives Do | Heart Murmur Oives (Oinvg | Osteoponnsis Oives (Orn
Hsthems Oves Owme | Heart Pacemaker {ves (OiMo | Pain indew Joints Oives (O
Blood Disease O¥es (Tine | Heart TroubleiDiseass Oaves (DM Psyhistric Care Oes v
Cancer Tives {IMa Hemuophila S ves o Radiation Treatments Oives (Ciko
Chemotherapy Oves (Do | Hepatitis & Chves (ONo Feenal Dialysis ives Oins
Chest Pains Cives Cinio Hepatitis B ar © Tivas (o Gickle Cell Disesse Oves (ino
Cold Sores] Fever Blisters Cives (Oivia Figh Blood Pressore Crves (Titin Sinus Troubie Ohves Oivo
Congenital Heart Dis order Oives Cino High Chalestano! ives (Oindo Stroke Cves (Ono
Convulsions ives (CiNg Hypoglycemia Cives (TiMg Thyroid Diseass CiYes (Do
ighebes A ves g Irregular Heartbeat o ves Oirp Tuberculosis (D¥es Owo

|
!
f
z

ooty mibdicsl Wtjam nut listed above:

| S——

To the best of "!W krowledge, the questions on his form hé;xte been aorurated v » 7 ictirv i . 5 ‘ o
! j g . i L tely answerad. I understand that providirg inonerect information can be dargerous to my for
patient's) health.  Ttis ey responsibility i irferm te dentst affice of any changes in medical stetus. P @ . < ¥

Signature of Patient, Parent or Gusardian:

X iy 4 ‘ \ Date:
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54 Main St.  Suite #6 Lakeville, MA 02347
Phone: (508)923-6900 Fax: (774) 213-9689
lakevilledental54@gmail .com

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

You may refuse to sign this acknowledgement

I , have received a copy of the office’s
Notice of Privacy Practices.

Print name:

Signature

Date / I

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but the acknowledgement could not be obtained because:

Individual refused to sign \

Communication barriers prohibited obtaining the acknowledgement
______Anemergency situation prevented us from obtaining acknowledgement

Other (please specify)




e L AR VILLE
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SUPPLEMENTAL
INFORMED CONSENT

Thank you for your contfinued trust in our practice. As with the transmission of any
communicable disease like a cold or the flu, you may be exposed to COVID-19, also
known as “Coronavirus”, at any time or in any place. Be assured that we have always
followed state and federal regulations and recommended universal personal
protection and disinfection protocols to limit fransmission of all diseases in our office and
' continue to do so.

Despite our careful atfention to sterilization, disinfection, and use of personal barriers,
there is still a chance that you could be exposed fo an iliness in our office, just as you
-might be at your gym, grocery store, or favorite restaurant. “Social Distancing”
nationwide has reduced the transmission of the Coronavirus. Although we have
undertaken measures to accommodate social distancing in our practice, due to the
nature of the procedures we provide, it is not possible ot all times to maintain social
~distancing between the patient, the dentist, the clinical staff, and on occasion, among
other patients. ]

By checking “Yes" below, | am hereby acknowledging that | understand that by
receiving freatment in your office there is a risk of exposure to the Coronavirus; | have
‘considered that risk of exposure to the Coronavirus and, after careful deliberation, |
‘hereby accept that risk and | hereby consent fo freatment in your office

By checking “No” below, | do not consent to receiving freatment in your office and |
understand that absent my consent you willnot provide me with treatment in your
office

[ Yes O No

Print Name

Patient/Guardion’s Signature : Date



