
TIME 2:21 PM

 PATIENT REGISTRATION

DATE 1/23/2017

Patient Information

Additional Comments:Cell Phone #:

Physician #:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder
Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

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

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:



TIME 2:22 PM DATE 1/23/2017

 MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Central Baldwin Dental Center P.C.

Do you have, or have you had, any of the following?

Yes No

Are you allergic to any of the following?

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 ______________________

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 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:
Yes No If yes, please explain:
Yes No If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

HerpesAnemia
Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatic Fever
Renal Dialysis

Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No

Hepatitis B or C

High Blood Pressure

Yes No
Yes No
Yes No
Yes No

Hemophilia
Hepatitis A

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Yes No
Yes No
Yes No

Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other

Aspirin

If yes, please explain:

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

Are you on a special diet? Yes No
Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any other
medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No



INDIVIDUAL PATIENT’S AUTHORIZATION 
 
 

THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR DISCLOSE YOUR PROTECTED 
HEALTH INFORMATION FOR A SPECIAL PURPOSE 
 
 
 
1. INDIVIDUAL PATIENT (OR PERSONAL REPRESENTATIVE) CONFIRMING THE 

AUTHORIZATION 
 
I give my authorization to use or disclose my protected dental information as described in Section 2 below.  I give 
this authorization voluntarily. 
 
Patient Name  ___________________________________________________________________ 

Street Address ___________________________________________________________________ 

City  ___________________________________  State __________  Zip _____________________ 

Telephone Number (______)_________________  Cell Phone (______)________________________ 

Email Address____________________________________________________________________ 

 
 
2. THE USE AND/OR DISCLOSURE AUTHORIZED 
 
 
Describe in detail the protected dental information you are authorizing to be used and/or disclosed. 
______________________________________________________________________________

______________________________________________________________________________ 

 
Please list the persons authorized to disclose the protected dental (example Joe Smith – Grandfather) information 
described above. 
______________________________________________________________________________

______________________________________________________________________________ 

 
Please list the persons that you are authorizing to receive and use your protected information. 
______________________________________________________________________________

______________________________________________________________________________ 

 
Describe the purpose for which you are authorizing protected health information to be used and/or disclosed. 
 
______________________________________________________________________________

______________________________________________________________________________ 



3.  ENDING THIS AUTHORIIZATION 
 
Select one of the following two choices. 
 
� This authorization will end on the following date: __________ 
 
� This authorization will end when the following event happens.  The event must relate to the individual or the 

purpose of the authorized use and/or disclosure.  Describe the event below: 
 
 ___________________________________________________________________________ 
 
4.  CHANGING YOUR MIND ABOUT THIS AUTHORIZATION 
 
I understand that I may revoke this authorization at any time by giving written notice to the Privacy Officer at 
your office.  However, I understand that I may not revoke this authorization for any actions taken before receipt of 
my written notice to revoke this authorization.  In addition, I understand that if I am giving this authorization as a 
condition of obtaining insurance coverage, and I revoke this authorization, the insurance company has a right to 
contest my claims under the insurance policy. 
 
5.  SIGNING THIS AUTHORIZATION IS NOT A CONDITION OF TREATMENT 
 
I understand that under most circumstances a dental care provider may not condition treatment, payment, 
enrollment, or eligibility for benefits on my signing this authorization.  However, I understand that signing an 
authorization that permits the use and/or disclosure of my protected health information for research purposes 
may be a condition of my treatment if I am undergoing research-related treatment.  Also, I may be required to 
sign an authorization if my treatment is provided solely for the purpose of creating protected health information 
for disclosure to a third party.  And under some circumstances, a health plan may condition my enrollment in a 
health plan or my eligibility for benefits on my providing an authorization permitting the health plan to make 
enrollment and eligibility determinations. 
 
6. POSSIBILITY OF REDISCLOSURE 
 
I understand that information disclosed under this authorization may be redisclosed by the recipient. Federal 
privacy rules may not protect the privacy of my health information once the recipient rediscloses my health 
information. 
 
7.  INDIVIDUAL PATIENT’S SIGNATURE 
 
I have had the chance to read and think about the content of this authorization form and I agree with all 
statements made in this authorization I understand that, by signing this form, I am confirming my authorization 
for use and/or disclosure of the protected health information described in this form with the people and/or 
organizations named in this form. 
 
 
Signature: _________________________________________  Date: _________________________ 
 
If this authorization form is signed by a personal representative for the individual patient: 
 
Personal Representative’s Name: _________________________________________________ 
         Print name 
 
     __________________________________________________ 
         Signature 
 
Relationship to Individual Patient: __________________________________________________ 
 

 
YOU HAVE A RIGHT TO HAVE A COPY OF THIS FORM AFTER YOU SIGN IT. 

Submit this authorization to the Privacy Official and include a copy in the individual patient’s dental record. 



Central Baldwin Dental Center  
18100 Hwy 104  

Robertsdale, AL 36567 
251-947-5940 

 
Privacy Practices Acknowledgement  

 
Acknowledgement Form 
 
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it 
 
 
Name    _____________________________________________   Birthdate 
__________________________ 
 
Signature 
________________________________________________________________________________ 
 
Date  ____________ 
 
 
My Above signature covers all that i am guarantor, subscriber, or responsible party for:  
 
Name  ___________________________________________  Date of Birth  _________________ 
 
Name  ___________________________________________  Date of Birth  _________________ 
 
Name  ___________________________________________  Date of Birth  _________________ 
 
Name  ___________________________________________  Date of Birth  _________________ 
 
Name  ___________________________________________  Date of Birth  _________________ 
 



Central Baldwin Dental Center  
Payment Policy 

 
We believe it is important not only to provide the highest quality of dental care, but also to make 
the care affordable to our patients.  
 
 
For those patients not covered by dental insurance: The total fee for service is due when treatment is 
rendered. We can provide you with a payment option of Care Credit. Care Credit is a credit card for dental 
and medical services. It is you have to apply for before treatment begins.  
 
For patients that have dental insurance: We will be happy to process your insurance claims for you. Any 
co-pay and deductibles are due on the date of your service. Our estimate of your portion is based on the 
information we receive from your insurance company when we verify your coverage. It is only an estimate. 
Unfortunately, with some insurance companies posterior composites are downgraded to amalgams, leaving 
the patient/guarantor responsible for those differences. It is always a good idea to do a pre-estimate for 
services over $250.00. 
 
Your insurance is a contract between you/the subscriber, your employer, and your insurance company. This 
office is not a party to that contract. The filling of your insurance is a courtesy which we will extend to you, 
however: All charges are your responsibility. 
 
All patients: Should you fail to pay fees for services in accordance with the foregoing you agree to pay all 
cost and expenses we incur in collection you account, including any attorney’s fee. 
 
 
 
By signing, I understand and agree to the above: 
 
 
For Patient  ________________________________________ 
 
Guarantor  _________________________________________ 
 
Date  _____________________________________________ 


