
SMI LE QUEST DENTAL REGI STRATI ON FORM 
(Please type or pr int .)  

 

PATI ENT I NFORMATI ON 

Last:        First:           M.I .:        Status:   Single     Mar  Soc Sec # :        

E-Mail:         Driver’s License # :        Birthday:        Gender:     M      F 

Street address:         Apt # :         City:         State:         ZIP Code:        

Home Phone # :        Work Phone # :        Ext:        Cell Phone # :        

REFERRAL I NFORMATI ON 

Whom may we thank for referring you to our practice?  (Please specify):        

HEALTH I NFORMATI ON 

Date of Last Dental Visit:         Reason for this visit:         

Have you ever had any of the following?  Please check  “Yes” or “No” below: 

Yes No  Yes No  Yes No  Yes No  

  AIDS   Fainting   Mental Disorders   Stroke 

  Anemia   Glaucoma   Nervous Disorders   Tuberculosis 

  Arthritis   Growths   Pacemaker   Tumors 

  Artificial Joints   Hay Fever   Pregnancy   Ulcers 

  Asthma   Head Injuries   Due Date:           Codeine Allergy 

  Blood Disease   Heart Disease   Radiation Treatment   Penicillin Allergy 

  Cancer   Heart Murmur   Respiratory Problem   Thyroid Deficiency 

  Diabetes   Hepatitis   Rheumatic Fever OTHER Allergies: 

  TYPE:  1    2   
High Blood 

Pressure 
  Rheumatism   SULFA Allergy 

  Dizziness   Jaundice   STD’s   LATEX Allergy 

  Epilepsy   Kidney Disease   TYPE:         PHEN PHEN Allergy 

  Excessive Bleeding   Liver Disease   Stomach Problems   Other:        

Do you smoke?     Yes     No 

Please list medications you are taking:    

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

Have you been admitted to a hospital or needed emergency care 

during the past two years?        Yes     No 
I f yes, please explain:         

Are you now under the care of a physician?      Yes     No I f yes, please explain:         

 Physician:         
Physician’s Phone # : 

       

Do you have any health problems that need further clarification?    

                                         Yes     No 
I f yes, please explain:         

To t he best  of  m y know ledge, al l  of  t he preceding answ ers and in form at ion prov ided are t rue and cor rect .  I f  I  ever  have any  

change in  m y healt h , I  w i l l  in form  t he doct ors at  t he nex t  appoin t m en t  w it hou t  f ai l . 

 

Signature of patient, parent, or guardian:                                                                       Date:         

* * * OFFI CE USE ONLY, BELOW THI S LI NE* * *  

Doctor Comments:    

 

________________________________________________________________________________ 

 

________________________________________________________________________________ 

 

________________________________________________________________________________ 

 

 

 

 

Doctor Signature:  ________________________ 

 

                 Date:             /            /  _________ 



SPOUSE OR RESPONSI BLE PARTY I NFORMATI ON 

The following is for:     the patient’s spouse      the person responsible for payment Social Security # :        

Name:       Relation:   Patient     Married to    Child of    Other  

Gender: Birthday:  Home Phone # : Work Phone # :  Cell Phone # :  

 M  F                                                ext.             

Address:                                                                                                                       

                  Street                                                                               Apt#                          City                                            State                     ZIP Code 

EMPLOYMENT I NFORMATI ON 

Employer:         Occupation:         Employer Phone # :                        ext.       

Address:                                                                                                                       

                  Street                                                                                                               City                                            State                     ZIP Code 

I NSURANCE I NFORMATI ON 

Primary Insurance Company:         

Name of Insured:         Birthday:         I s this person a patient here?     Yes    No 

ID # :         Group # :         Home Phone # :         

Insured’s Address (if different):                                                                                                            

                                                         Street                                                                                 City                                            State                     ZIP Code 

Insured’s Employer Name:        

Employer’s Address (if different):                                                                                                          

                                                         Street                                                                                 City                                            State                     ZIP Code 

Patient’s Relationship to Insured:   Self  Spouse  Child  Other:        

 

Secondary Insurance Company:         

Name of Insured:         Birthday:         I s this person a patient here?     Yes    No 

ID # :         Group # :         Home Phone # :         

Insured’s Address (if different):                                                                                                            

                                                         Street                                                                                 City                                            State                     ZIP Code 

Insured’s Employer Name:        

Employer’s Address (if different):                                                                                                          

                                                         Street                                                                                 City                                            State                     ZIP Code 

Patient’s Relationship to Insured:   Self  Spouse  Child  Other:        

CONSENT FOR SERVI CES 
As a condit ion of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care. 

Financial responsibility on the part of each patient must be determined before treatment. 
 

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed. 
 

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This 

office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account. However, this dental office 

cannot render services on the assumption that our charges will be paid by an insurance company. 
 

A service charge of 1½ %  per month (18%  per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied. 
 

I  understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination. 
 

I n consideration for the professional services rendered to me, or at my request, by the Doctor, I  agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the t ime 

said services are rendered, or within five (5) days of billing if credit shall be extended. I  further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writ ing, 

within the t ime for payment thereof. I  further agree that a waiver of any breach of any t ime or condit ion hereunder shall not constitute a waiver of any further term or condit ion and I  further agree to 

pay all costs and reasonable attorney fees if suit be instituted hereunder. 
 

I  grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form. 
 

We record all procedures for security and training purposes   _____ Initial 
 

I  have read the above conditions of treatment and payment and agree to their content. 

                 

 Signature of Patient, Parent, or Guardian  Date  Relationship to Patient  

                 

 Signature of Guarantor of Payment/Responsible Party  Date  Relationship to Patient  

 





Patient Consent Form:  Use and Disclosure of Health Information Protected Under 

HIPPA 

Pursuant to the information contained in the Notice of Privacy Practices, I give 
permission for the use and disclosure of Protected Health Information (PHI) in order to 
carry out Treatment, Payment, and Healthcare Operations (TPO). 
 
I am aware that I have the right to review the Notice of Privacy Practices prior to signing 
this consent.  Should the Notice of Privacy Practices be revised, I am aware that I may 
obtain a copy of the revised form by contacting the Medical Director of this facility. 
 
I give my consent for this organization to contact me by calling my home or other 
designated location in order to leave a message (mechanically or with another person) or 
to speak to me directly regarding any matter which will help with the conduct of 
Treatment, Payment, and Healthcare Operations. 
 
I hereby consent to the use and disclosure of my PHI for the purpose of Treatment, 
Payment, and Healthcare Operations (TPO).  This consent is good until revoked in 
writing, except to the extent disclosures have been made in reliance upon my prior 
consent. 
 
I hereby consent that photographs may be taken during my treatment to be used in a 
manner for medical programs developed on behalf of Smile Quest Dental  I give my 
permission for these photographs to be used for educational purposes.  I understand 
that my name will not be published on any of these materials beyond documentation for 
my chart.  
 
Services are provided without regard to sex, race, color, religion, national origin, or 

disability.   

Initial _________ 

 
 
I have been given the Dental Materials Fact Sheet as required by law dated May 2004. 

Initial __________ 

 

I give my permission to Smile Quest Dental to release information regarding my 
appointments or account information to   _______________________________.  

Initial __________ 

 

 
 
Patient Name: ________________________________________ Date: _______________              
 
Patient Signature or Legal guardian: ______________________________________ 
 



Smile Quest Dental Appointment 

Cancellation Agreement 
 

 
We request two-business day advance notice for any change or 
cancellation of your appointment. This allows us the time we 
reserve especially for you in our schedule to be filled by another 
patient who may have been waiting for this appointment time. We 
do, however, understand that illness and other emergencies occur 
and we do make exceptions for those rare instances. 
 
A fee will be charged to your account for not honoring this 
agreement.  For an appointment scheduled with our hygienists, the 
fee is $55.00. If your appointment is for laser surgery or any 
periodontal procedure scheduled longer than one hour, a fee of 
$100 will apply.  Appointments scheduled with the doctor will be 
charged a fee of $100.00. 
   
 
We reserve time in our schedule for you in advance in order to 
accommodate your busy schedule. We ask that you give us the 
same consideration when needing to change or cancel your 
appointment.   
 
Thank you so much for putting your faith and trust in Smile Quest 
Dental. 
 
 
 
 
 
_____________________________________________________ 
Patients Signature      Date 
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