
 

Patient Registration 

 

Patient Name:  ____________________________________________________________________________________________ 
     First   Middle Initial   Last  
 
Preferred Name: _______________________________        DOB: ______/_______/____________ 
 
 

Phone Number: ________________________________        Gender:         ☐ Male      ☐ Female    ☐ Other 
 
 

SSN: ____________________________        Marital Status: ☐ Single      ☐ Married     ☐ Widowed    ☐ Minor  
 
 
Email: ______________________________________________________________________________________________________ 
 
 
Address: ____________________________________________________________________________________________________ 
   Street    City    State             Zip  
 
Responsible Party 
 
Name: ____________________________________________  Phone Number: ______________________________________ 
 
 
If you would like us to bill your insurance, please provide the following information:  
 
Insurance Company: _____________________________   Subscriber’s ID:_______________________________________ 
 
Subscriber Name: ________________________________   Subscriber’s DOB: _____________________________________ 
 
 
Emergency Contact 
 
Name: ____________________________________________   Phone Number: _____________________________________ 
  
 
Whom may we thank for this referral: ___________________________________ 
 



Health History Form
Email: Today’s Date:

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our 
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be  
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Name:  Home Phone:  Include area code Business/Cell Phone:  Include area code

Last First  Middle (          ) (          )
Address: City: State: Zip: 

Mailing address

Occupation: Height: Weight: Date of Birth: Sex: M F 

SS# or Patient ID:  Emergency Contact: Relationship: Home Phone:  Include area code Cell Phone:  Include area code 
(          )  (          )

If you are completing this form for another person, what is your relationship to that person? 

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis......................................................................................................................................................................................................................................................  
Persistent cough greater than a 3 week duration......................................................................................................................................................................................................  
Cough that produces blood.........................................................................................................................................................................................................................................  
Been exposed to anyone with tuberculosis................................................................................................................................................................................................................  
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental Information Please mark (X) your responses to the following questions.

What is the reason for your dental visit today?

How do you feel about your smile? 

Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK

Do your gums bleed when you brush or floss?.....................................................
Are your teeth sensitive to cold, hot, sweets or pressure?..................................
Is your mouth dry?.................................................................................................
Have you had any periodontal (gum) treatments?...............................................
Have you ever had orthodontic (braces) treatment?...........................................
Have you had any problems associated with previous dental treatment?...........
Is your home water supply fluoridated?................................................................
Do you drink bottled or filtered water?.................................................................

If yes, how often? (Check one:)  DAILY      /  WEEKLY       /  OCCASIONALLY   

Are you currently experiencing dental pain or discomfort?......................

Yes No DK
Are you now under the care of a physician?.........................................................
Physician Name: Phone:  Include area code 

(          )
Address/City/State/Zip:

Are you in good health?.........................................................................................
Has there been any change in your general health within the past year?............
If yes, what condition is being treated? 

Date of last physical exam:
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Yes No DK

Do you have earaches or neck pains?...................................................................
Do you have any clicking, popping or discomfort in the jaw?..............................
Do you brux or grind your teeth?..........................................................................
Do you have sores or ulcers in your mouth?.........................................................
Do you wear dentures or partials?........................................................................
Do you participate in active recreational activities?.............................................
Have you ever had a serious injury to your head or mouth?................................
Date of your last dental exam:  
What was done at that time? 

Date of last dental x-rays:

Yes No DK
Have you had a serious illness, operation or been hospitalized 
in the past 5 years?................................................................................................
If yes, what was the illness or problem? 

Are you taking or have you recently taken any prescription 
or over the counter medicine(s)?..........................................................................

If so, please list all, including vitamins, natural or herbal preparations  
and/or dietary supplements: 
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HIPAA INFORMATION AND CONSENT FORM 
 

The Health Insurance Portability and Accountability Act (HIPPA) provides safeguards to protect your privacy. 
Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our 
practice for years. This form is a “friendly” version. A more complete text is posted in the office. 
What this is all about, specifically there are rules and restrictions on who may or be notified of our Protected 
Health Information (PHI). These restrictions do not include the normal interchange of information necessary 
to provide you with office services. HIPAA provides certain rights and protections to you as the patient. We 
balance the needs with our goal of providing you with quality professional service and care. Additional 
information is available from the U.S. Department of Health and Human Services. www.hhs.gov 
We have adopted the following policies: 
 
1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all 
administrative matters related to your care are handled appropriately. This specifically includes the sharing 
of information with other healthcare providers, laboratories, health insurance payers as is necessary and 
appropriate for your care. Patient files may be stored in open file racks and will not contain any coding which 
identifies a patient's condition or information which is not already a matter of public record. The normal 
course of providing care means that such records may be left, at least temporarily, in administrative areas 
such as the front office, examination room, etc. Those records will not be available to persons other than the 
office staff. You agree to the normal procedures utilized within the office for the handling of charts, patient 
records, PHI, and other documents or information. 
 
2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, 
U.S. mail, or by any means convenient to the practice and/or as requested by you. We may send you other 
communications informing you of changes to office policy and new technology they might find valuable or 
informative. 
 
3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to 
PHI but must agree to abide by the confidentiality rules HIPAA. 
 
4. You may understand and agree to inspections of the office and review of documents which may include PHI 
by government agencies or insurance payers in the normal performance of their duties. 
 
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or 
the doctor. 
 
6. Your confidential information will not be used for the purposes of marketing or advertising of products, 
goods, or services. 
 
7. We agree to provide patients with access to their records in accordance with the state and federal laws. 
 
8. We may change, add, delete or modify any of these provisions to better serve the needs of both the practice 
and the patient. 
 
9. You have the right to request restrictions in the use of your protected health information and to request 
change in certain policies used within the office concerning your PHI. However, we are not obligated to alter 
internal policies to conform to your request. 
 
I, __________________________________________do hereby consent and acknowledge my agreement to the terms 
set forth in the HIPAA INFORMATION FORM and any subsequent changes in office policy. I understand 
that this consent shall remain in force from this time forward. 
 
 
_________________________________________________ _______________________ 
Patient Signature     Date 

http://www.hhs.gov/


ARBITRATION AGREEMENT 
 
 

ARTICLE I — Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to 
whether any medical services rendered under this contract were unnecessary or unauthorized or were 
improper, negligently or incompetently rendered, will be determined by submission to arbitration as 
provided by law, and not by a lawsuit or resort to court process except as law provides for judicial review of 
arbitration proceedings. Both parties to this Contract, by entering into it, are giving up their constitutional 
right to have any such dispute decided in a court of law before a jury, and instead, are accepting the use of 
arbitration.  
 
ARTICLE II — All Claims Must be Arbitrated: It is the intention and agreement of the parties that this 
arbitration agreement shall cover all claims or controversies relating to the matters described in Article I 
above, except claims within the jurisdiction of the Small Claims Court, whether in tort (intentional or 
negligent), contract, or otherwise, including but not limited to suits relating to the matters described in 
Article 1 and also involving claims for loss of consortium, wrongful death, discrimination, emotional distress 
or punitive damages. Arbitration pursuant to the terms of this Contract shall bind all parties whose claims as 
described in Article I may arise out of or in any way relate to treatment or services provided or not provided 
by Livermore Dental Spa or any employee or agent or providers of Livermore Dental Spa, including any 
spouse or heirs of Patient and any children, whether born or unborn, at the time 
of the occurrence giving rise to any claim. The undersigned understands and agrees that if the undersigned 
signs this Contract on behalf of some other person for whom the undersigned has responsibility, then, in 
addition to the undersigned, such person(s) will also be bound, along with anyone else who may have a claim 
arising out of the treatment or services rendered to that person. The reference to Livermore Dental Spa 
includes the corporation, and its employees, agents, and providers. Filing any action in any court by 
Livermore Dental Spa to collect any fee from Patient shall not waive the right to compel arbitration of any 
claim described in Article I. However, following the assertion of any claim against Livermore Dental Spa, any 
fee dispute, whether or not the subject of any existing court action, shall also be resolved by the same 
arbitration. 
 
ARTICLE III — Procedures and Applicable Law: Patient shall initiate arbitration by serving a Demand for 
Arbitration on Livermore Dental Spa and each defendant. The claim shall be mailed by U.S. mail. A Demand 
for Arbitration must be communicated in writing to all parties, identify each defendant, describe the claim 
against each party, and the number of damages sought, and the names, addresses and telephone numbers of 
the Patient and his/her attorney. Patient and Livermore Dental Spa. I agree that any arbitration shall be 
conducted by a single, neutral arbitrator selected by both the parties. 
 
ARTICLE IV — Retroactive Effect: Patient intends this Contract to cover services rendered by Livermore 
Dental Spa not only after the date it is signed. 
 
ARTICLE IV — Severability: If any provision of this Arbitration Agreement is held invalid or unenforceable, 
the remaining provisions shall remain in full force and shall not be affected by the invalidity of any other 
provision. I understand that I have the right to receive a copy of this Contract. By my signature below, I 
acknowledge that I have received a copy. 
 
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE AN ISSUE OF DENTAL MALPRACTICE DECIDED BY 
NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. 
 
 
 
_________________________________________________________________ 

Patient Name (PRINT) 
 
 
 
_________________________________________________________________    ____________________________________ 

Patient Signature          Date    




