
ID: 
----

PATIENT REGISTRATION 

Chart ID: 
---------

First Name: Last Name: Middle Initial: 
------------------- -------------------

Patient Is: D Policy Holder Preferred Name: __________________ _ 
D Responsible Party 

Responsible Party (if someone other than the patient1------------------------- - - - - ------, 

First Name: Last Name: Middle Initial: 
------------------ ------------------

Address: ______________________ Address 2: ____________________ _ 
City, State, Zip: --------------------------------Pager: ___________ _

Home Phone: _________ Work Phone: _________ Ext: ______ Cellular: ___________ _ 

Birth Date: Soc Sec: __________ _ Drivers Lie: -------------

0 Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder 0 Secondary Insurance Policy Holder 
Patient Information,-----------------------------------------------. 

Address: Address 2: 
----------------------

City: __________________ State I Zip: ___ _ _ _______ Pager: ____________ _

Home Phone: _________ Work Phone: ________ _ Ext: ______ Cellular: ___________ _ 

Sex: 0 Male 0 Female Marital Status: 0 Married Q Single 0 Divorced O Separated O Widowed 

Birth Date: Age: ___ _ Soc. Sec: ___________ Drivers Lie : 
------------

E-mail:
---------------------

D I would like to receive correspondences via e-mail. 

Section 2 

Employment Status: O Full Time 

Student Status: O Full Time 

0 PartTime 

0 Part Time 

Q Retired 

Section 3 
Cell Phone: --------

Parent's Last Name: 
--------

Gu a rd i an: --------

Medicaid ID: ___________ Pref.Dentist: ___________ _ 

Employer ID: Pref. Pharmacy· 

Carrier ID: Pref. Hyg.: 

Primary Insurance Information 

Name of Insured: Relationship to lnsuredQ Self Q Spouse Q Child 0 Other 

Insured Soc. Sec: Insured Birth Date: 

Employer: Ins. Company: 

Address: Address: 

Address 2: Address 2: 

City,State,Zip: City,State,Zip: 

Rem. Benefits: .00 Rem. Deduct: .00 

Secondary Insurance Information 

Name of Insured: Relationship to lnsuredO Self Q Spouse Q Child 0 Other 

Insured Soc. Sec: Insured Birth Date: 

Employer: Ins. Company: 

Address: Address: 

Address 2: Address 2: 

City,State,Zip: Cily,State,Zip: 

Rem. Benefits: .00 Rem. Deduct: .00 



Karla Frazier 

MEDICAL HISTORY 

PATIENT NAME __________________ Birth Date _____________ _ 

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 

J 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? 0 Yes O No If yes, please explain: 
Have you ever been hospitalized or had a major operation? 0 Yes O No If yes, please explain: 

--------------------

Have you ever had a serious head or neck injury? () Yes O No If yes, please explain: 
--------------------

Are you taking any medications, ·pills, or drugs? Ci Yes O No If yes, please explain: _
__ _______________ _

Do you take, or have you taken, Phen-Fen or Redux? 0 Yes O No 
Are you on a special diet? 0 Yes O No 

Do you use tobacco? 0 Yes O No 
Do you use controlled substances? () Yes O No 

Women: Are you - ----
Pregnant/Trying to get pregnant? 0 Yes O No Taking oral contraceptives? 0 Yes O No Nursing? 0 Yes O No 

Are you allergic to any of the following? ·--· ·-----

D Aspirin O Penicillin O Codeine D Acrylic D Metal D Latex D Local Anesthetics 

D Other If yes, please explain: 
------------------------------------------

Do you have, or have you had, any of the following? 
AIDS/HIV Positive Q YesQ No Cortisone Medicine Q Yes O No 
Alzheimer's Disease Q YesQ No Diabetes Q YesQ No 
Anaphylaxis Q Yes() No Drug Addiction Q Yes O No 
Anemia O YesQ No EasilyWinded O YesQ No 
Angina O Yes() No Emphysema Q YesQ No 
Arthritis/Gout Q Yes Q No Epilepsy or Seizures O Yes O No 
Artificial Heart Valve O Yes O No Excessive Bleeding O Yes O No 
Artificial Joint O Yes() No Excessive Thirst O Yes O No 
�� o�o� �����sso�o� 
Blood Disease O Yes O No Frequent Cough O Yes Q No 
Blood Transfusion O Yes O No Frequent Diarrhea O Yes O No 
Breathing Problem O Yes O No Frequent Headaches O Yes Q No 
Bruise Easily Q YesO No Genital Herpes Q YesQ No 
Cancer Q YesQ No Glaucoma O Yes O No 
Chemotherapy O YesQ No Hay Fever Q YesQ No 
Chest Pains O Yes Q No Heart Attack/Failure O Yes O No 
Cold Sores/Fever Blisters O YesQ No Heart Murmur O Yes O No 
Congenital Heart DisorderQ Yes Q No Heart Pace Maker Q Yes Q No 
Convulsions (.; Yes O No Heart Trouble/Disease O Yes O No 

Hemophilia O Yes O No 
Hepatitis A O Yes O No 
Hepatitis B or C Q Yes O No 
Herpes O Yes() No 
High Blood Pressure O Yes O No 
Hives or Rash O Yes O No 
Hypoglycemia O Yes O No 
Irregular Heartbeat O Yes() No 
Kidney Problems O Yes O No 
Leukemia O Yes() No 
Liver Disease O Yes O No 
Low Blood Pressure O Yes O No 
Lung Disease O Yes O No 
Mitral Valve Prolapse() Yes O No 
Pain in Jaw Joints O Yes O No 
Parathyroid Disease O Yes O No 
Psychiatric Care O Yes O No 
Radiation TreatmentsQ Yes() No 
Recent Weight Loss O Yes O No 

Renal Dialysis (l Yes (.__) No 
Rheumatic Fever (_) Yes ( ) No 
Rheumatism l ·) Yes() No 
Scarlet Fever (l Yes() No 
Shingles ("') Yes () No 
Sickle Cell Disease (J Yes ( ') No 
Sinus Trouble O Yes(') No 
Spina Bifida ( l Yes() No 
Stomach/Intestinal Disease (J Yes ( l No 
Stroke () Yes l) No . 
Swelling of Limbs () Yes l l No 
Thyroid Disease () Yes l ) No 
Tonsillitis O Yes() No 
Tuberculosis Ci Yes ( ) No 
Tumors or Growths (�'l Yes () No 
Ulcers U Yes() No 
Venereal Disease L) Yes (l No 
Yellow Jaundice () Yes(_i No 

Have you ever had any serious illness not listed above? 0 Yes O No If yes, please explain: 
-------------------

--------------- --

Comments: 

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 medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN ___________________ DATE ________ _

--- ------·------ ------ - -- - ----------



PATIENT CONSENT FORM 

The Department of Health and Human Services has established a "Privacy Rule" to help insure 
that personal healthcare information is protected for privacy. The Privacy Rule was also created 
in order to provide a standard for certain health care providers to obtain their patient's consent 
for uses and disclosures of health information about the patient to carry out treatment, payment, 
or healthcare operations. 

As our patient we want you to know that we respect the privacy of your personal dental 
records and will do all we can to secure and protect that privacy. We strive to always take 
reasonable precautions to protect your privacy. When appropriate we provide the minimum 
necessary information to only those we feel are in need of your health care information. This 
includes information about treatment, payment and/or health care operations in order to provide 
health care that is in your best interest. 

We also want you to know that we support your full access to your personal dental 
records. We may have indirect treatment relationships with you (such as laboratories that only 
interact with doctors and not patients), and may have to disclose personal health information for 
purposes of treatment, payment or health care operations. You may refuse to consent to the 
use or disclosure of your personal health information, but this must be done in writing. Under 
this law, if you refuse to disclose your Personal Health Information, we have the right to refuse 
to treat you. If you choose to give consent in this document, at some future time you may 
request to refuse all or part of your PHI. You may not revoke actions that have already been 
taken which relied on this or a previously signed consent. 

If you have any objections to this form, please ask to speak with our HIPPA Compliance 
Officer. You have the right to review our privacy notice, to request restrictions, and revoke 
consent in writing. 

Print Name: ___________ Signature _________ Date ____ _ 

I authorize you to release information about my care to ____________ _ 

Signature Date 

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS 

To our Valued Patients: 

The misuse of Personal Health Information (PHI} has been identified as a national problem 
causing patients inconvenience, aggravation, and money. We want you to know that all of our 
employees, managers and doctors continually undergo training to understand and comply with 
government rules and regulations regarding the Health Insurance Portability and Accountability Act 
(HIPPA) with particular emphasis on the "Privacy Rule." We strive to achieve the very highest standards 
of ethics and integrity in performing services for our patients. 

It is our policy to properly determine appropriate use of PHI in accordance with the governmental 
rules, laws and regulations. We want to ensure that our practice never contributes in any way to the 
growing problem of improper disclosure of PHI. As part of this plan, we have implemented a Compliance 
Program that we believe will help us prevent any inappropriate use of PHI. 

We also know that we are not perfect! Because of this fact, our policy is to listen to our 
employees and patients without any thought of penalization if they feel that an event in any way 
compromises our policy of integrity. More so, we welcome your input regarding any service problem, so 
that we may remedy the situation promptly. 

Thank you for being one of our highly valued patients. 



NEW PATIENT INFORMATION AND 

OFFICE POLICIES SHEET 

Thank you for choosing our practice. It is our pleasure and commitment to serve your dental 
needs. We hope that you are willing to make a commitment to yourself and to us to put your 
dental needs first. To better serve you we have composed this review of our office policies. 
Please read thoroughly; ask any questions and sign after reading. 

PAYMENT 

All payments are due in full upon completion of care, unless other arrangements have been 
made with business officer prior to treatment. We accept cash, MasterCard, VISA, bank debit 
cards/ATM, money orders, and checks. We reserve the right to charge a $30 fee for any checks 
returned with insufficient funds. This may result in the termination of check-writing privileges 
at this office. 

Any appointments requiring multiple appointments (2 or more visits) require a $58 non­
refundable deposit to schedule the first appointment. This deposit will be used to secure your 
appointment time and will be applied to your treatment if the appointment is kept. If a broken 
appointment occurs ( cancellation or reschedule without 48 hours notice), then we reserve the 
right to apply this deposit to the broken appointment fee that will be assessed to the account. A 
second deposit will then be required to schedule a second appointment. 

APPPOINTMENT SCHEDULING 

We do not 11double book" patients. We will reserve a single appointment period for only one 
patient... you. If possible arrive a few minutes prior to your appointment time to fill out 
necessary paperwork. We may even be able to get you in a bit earlier than scheduled. However, 
if you know that you are going to be delayed or need to change your appointment time, please 
notify us prior to your appointment time or immediately. To avoid delay or discontinuation of 
your treatment plan, please reserve your next appointment time before you leave our office. 
This will also allow you to have the first choice in appointment times available and prevent you 
from selecting from leftover appointment times. For your convenience, our office is equipped 
with a computer system that allows us to easily access all your information and the scheduling 
information for months in advance so that you may reserve your appointment time. 

BROKEN APPOINTMENTS 

Broken appointments are defined as reserved appointment times that were cancelled or 
rescheduled without 48 hours notice to our office. An office staff member must receive 
notification by 48 hours prior to appointment time (i.e. if a Monday appointment, cancel or 
reschedule by Friday). Broken appointments can cause delays in treatment and can lead to 
emergencies. We reserve the right to assess a $58 fee to your account if proper 
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notice is not given for a broken appointment. It will be required to be paid before 
another appointment can be scheduled. 

INSURANCE 

For your convenience, our office participates on several preferred provider insurance 
programs. We also accept indemnity insurance plans. We care for you, our patients, and know 
that you come from a variety of companies with different budgets, which creates a difference 
in services available within each different policy. We also know that understanding your 
coverage can be challenging, so we encourage you to become familiar with your policy 
exclusions, deductibles, and required co-payments. 

As a courtesy, the services we will provide to you regarding your insurance include: 
a. Researching your dental insurance plan to advise you of benefits available to you

prior to starting treatment (if possible).
b. Filing your insurance claims within 48 hours of your visit and requesting payment of

your benefit to our office.
c. Electronically filing your insurance for a quicker turnaround.
d. Re-filing claims a second time within 60 days.
e. Following the American Dental Association guidelines for coding procedures and

filing insurance claims.

Our expectations of you as the policyholder: 
a. Payment of the estimated fees not covered by your insurance plan before, or upon the

time services are completed.
b. Understanding that the insurance policy belongs to you and we have no leverage to

obtain payment from your insurance company, although we will do all we can to
assist you in receiving benefits.

c. Understanding that the insurance policies restrict payment for some services, use
restricted fee schedules (Usual and Customary Rates) and exclude some procedures
based on prior conditions or length of time on the plan. These restrictions are based
on the premium paid for the insurance not on the established fees of our office or the
treatment recommended by our office.

d. Taking full responsibility for payment if the insurance company does not pay within
75 days.

e. Keeping our office informed of any changes in you insurance coverage, employment
or address.

STATEMENT OF UNDERSTANDING 
I have read this policy. I acknowledge and understand the terms disclosed. I hereby 
authorize Dr. Karla Frazier to release to my insurance company, information acquired in the 
course of my dental care. I hereby authorize benefits to be paid directly to Dr. Frazier, if being 
filed by this office. 

Patient Signature/Insured Date 

,. 
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