Akil A. Patel, D.D.S., P.C.

Cosmetic & Family Dentistry

Patient Name:_________________________________________ Date of Birth:________

The following information is essential for this office to provide dental care in a manner that is compatible with your general health.  Your cooperation in providing accurate information is necessary to meet your dental needs safely and efficiently.  Incorrect information can be dangerous to your health. 

Medical History

· Circle the answer to each question provided

· If the question is not understood or if you are not certain of the answer, please leave the space blank and discuss with the doctor

Name of your Medical Doctor:________________________ Phone#:_____________________

Address:___________________________________________________________________

Date and Reason of Last Visit:___________________________________________________
Do You Now, Or Have You Ever Had, Any of the Conditions Listed
 (Please circle appropriate corresponding answer): 

Yes
No
Rheumatic fever, scarlet fever, rheumatic heart disease, congenital heart disease

Yes
No
Heart murmur, irregular heartbeat, mitral valve prolapse

Yes
No
Heart attack, angina, heart surgery, pacemaker, or other heart problems

Yes
No
High/Low blood pressure, excessive bleeding, anemia

Yes
No
Diabetes, High/Low blood sugar

Yes
No
Hepatitis, jaundice, liver disease

Yes
No
Stomach or intestinal problems, ulcers

Yes
No
Breathing or sinus problems, asthma, tuberculosis

Yes
No
Cancer, radiation therapy, chemotherapy:
Type of cancer:_____________________________ Date:___________

Yes
No
Kidney problems, dialysis

Yes
No
AIDS, positive HIV status, venereal disease

Yes
No
Stroke, convulsions, epilepsy, fainting spells, seizures

Yes
No
Tumors or growths

Yes
No
Eye surgery or glaucoma

Yes
No
Arthritis, rheumatism, inflammatory joint disease, fibromyalgia

Yes
No
Artificial joints, hip replacements, etc.

Yes
No
Do you smoke or use other tobacco products?

Yes
No
Do you habitually use any controlled substances?

Yes
No
Have you had any serious operations, or head or neck injuries?



Please describe:___________________________________________________________________________

Yes
No
Are you under a physician or medical specialist’s care? For what reason?_________________________________

Yes
No
Are you currently taking any medications? Please include any herbal supplements:___________________________



________________________________________________________________________________________

Yes
No
Are you allergic to any medications? Please list:_______________________________________________ 

Yes
No
Are you allergic to latex, or any metals or chemical agents?

Yes
No
Have you ever been advised to take antibiotics prior to dental treatment?

Yes
No
Have you ever taken the medications “redux” or “phenfen”?

Yes
No
Are you, or do you suspect that you might be pregnant?

Yes
No
Is there anything else we should know about your health that is not covered in this form?



______________________________________________________________________________

Signature of Patient, Parent or Guardian_____________________________ Date__________

Reviewed By:_______________________________________________ Date_________________________


Akil A. Patel, D.D.S., P.C.

Akil A. Patel, D.D.S., P.C.

Cosmetic & Family Dentistry

It is important that one registration form be completed per patient.  If the responsible party and insurance is the same for several family members, then these need be completed only once.  However, the patient information section must be completed and the release signed for each individual patient.

Patient Information

Patient Name_______________________________________________    Date of Birth_________________

How Do You Wish To Be Addressed?______________________________
   Spouse______________________

Address (street)____________________________________________
Soc Sec #____________________

City, State, Zip_____________________________________________     Phone #_____________________

Employer__________________________________________________    Bus Phone #__________________

E-mail Address_____________________________________________     Cell Phone #__________________

Previous Dentist/Address___________________________________________________________________

Date of Last Visit_____________________ Purpose of Last Visit______________ Were X-rays taken?_______

Responsible Party Information

Person responsible for this account____________________________________________________________

Address (if different from above)_____________________________________________________________

Method of payment:
__Check     __Credit Card     __Cash

Name, Address and Telephone # of Nearest Relative Not Living With You________________________________

_______________________________________________________________________________________

Whom May We Thank for Referring You?________________________________________________________

Insurance Information

Insured’s Name____________________________________________
Date of Birth____________________

Employer_________________________________________________
Soc Sec #______________________

Insurance Company_________________________________________
Group #________________________

Ins. Co. Address___________________________________________
Phone #________________________

**If You Have Two Insurance Coverages, Please Give Our Office Manager The Secondary Information**

Release

I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.

I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment provided for the 


purpose of administering claims for insurance benefits.

I authorize release of any information concerning my (or my child’s) healthcare, advice and treatment to another health care professional.

I hereby authorize payment of insurance directly to the dentist or dental group, otherwise payable to me.

I understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services.  I understand that I am financially responsible for payment in full of all accounts.  By signing this agreement, I revoke all previous agreements to the contrary and agree to be responsible for payment of services not paid, in whole or in part by my dental care payor.

I understand that fees for professional services are due at time of service.  I understand that account balances over 60 days past due are subject to a monthly rebilling fee.

I understand that 48 hours notice is required when canceling/changing an appointment.  I understand that there may be a $50 fee incurred for broken appointments.

I attest to the accuracy of the information on this page.

Patient or Guardian Signature_______________________________ Date_______________
