
Patient Registration Form Arnerican De al Association
www.ada.org

Today's Date:
Email:

PrEl€rred Name: D Miss D Mr. I urs. D us_ E o. Refened by:

Home Phong: trrldr dB! codo() Cgll Phone: inciude are. cod,()
Name:

Address Crty: zip:

Date of Birth: Sex: M F

Business Phono: bcrrd, rE6 code()
Employer:

Home Phon€: /ncfrda a,r, cod6() Call Phone: i"drd. aE cod.()
Emerg€ocy Contact: Relationship:

Employrnent Status: I Fu{l l'ime O part time O Rstir€d

Marital Status: I Msried 3 Single fl Divorced tr S€par&ed I widowed

Pref. Pharmacy: Phone: ( )

College Student Status: fl Full Time D Part Time Please provide school info: School Name

Address 2

City, State,

Dental lnsurance lnformation
Prianary lnsrlt-ance lrformatiarn

Name oI lnsured:

lnsurod Soc- S€c.

Relationship to Patient: ]J Self E Spouse ll Child D Other

lnsured Birth Date

Address

lns. Compan!,;

Addrcss:

Addr€ss 2;

City, Stat€, zp:

Address 2;-
Clty. State. Zp:-
tD# Gr{

sacondary lngnrafl co lrforma6or

Name o, lnsured Relationship to Patient: O Sel{ 3 Spouse O Child D Other

lnsured Soc. Sec.; lnsured Birth Date

Address

lns. Company:

Address:

Address 2:

City, Stat€, Zp:

Address 2:

Citv- St te. ZD:

ID' Gr*

Dental lnfOfmatiOn For the Iorowing que.stions, mark (E yow responses ro the fo owing questions

Do your gums blsed when you brush or floss?. . . . . . -..
AlE your teeth sensitive to cold, hot, s,rreets or prcssure?

ls your mouth dry?

Have you had arry pododontal (gum) treatm€nts? . - - ...
Have you ever had orthodontic (braces) trBatments?. . . .

Have you had any problems associated with prBvious

dentalteatment? .. tl D U
ls your home wats supply fluoridated? .... U U A
Do you drink bottlod or filtered water? . . . . . U Ll A
llyes, how often? Circle ons: DAjLY / WEEKLY / OCCASIONALLY

Are you cunently exp€riencing dental pain or discomfort? il O O

Yes No DK

-J-JU
.JJf,
uaf,
o.Ja
.l r-l lJ

Do you hav6 earaa*res or neck pains?

Do you have arry clicking, popping or discomlort in the iaw?
Do you brux or gdnd your t€€th? .

Do you have sores or ulce6 in your mouth?. .

Do you wear dentures or partials?

Do you participate in aclive recreational activities? . . . . . .

Have you ov6r had a serious injury lo your head or mouth?

Yos llo DK

Ll tt tJtruuuBo
AEtr
UEI]
IJBtr
DtrU

Date of last dental x-rays:

What is the reason tor your dental visit today?

How do you Ieel about your smile?

State:

ss#:

Date ol your last dental exam:

!ryhat was done at that tims? I



lnformation Ptease marr. to indicate it You have or hav

(Check DK it You Dont Know tho answer to tho que.tion) Y€3 No DK

e not had any of the following diseases or Problems.

Yes No OK

Have you had a serious illoess, operation or been
Utrf,hospitalized in the past 5 y€ars?. . . .'.

lf yes, what was the itlness or probl€m?

ire you taking or have you recefldy takgn any prescription

or over the counter medicin€ls)? f-l:J
lf so. pl€ase list all, including vitamins' natural or herbal preparations ancy

or diet supploments: ,- 
----

Are you now under the care of a physician? -

Phone ,,6rrdeare @d. (-\--

oita

Addresvchy/StateziP:-

Physician N

Are you in good health? .. ...--.--
Has lhere been any change in your general health within

thepastyear?. -..............
lf yes. what condition was treated?

Date ol last physical exami 

--

olJ

Do you wear contact lenses? - l:io
Are you taking, or have you takon, any di€t drugs such as

Pondimin fenfluramine), Redux (dexphenfluramine) or f€n-phon

(Ienffuramine-phenterrnine combination)? . . . . . - . . . . ., . . . . . U f,tr

Do you use tobacco (smokhg, snufi, chew, bidis)2 ..........I J O

lf so, how interestod are you in stopping?
Ciircle one: VERY / $I4EWHAT / NOT INTERESTED

Doyou drink alcoholic beverages? . . . . . . . . . ll It J
It yes, how much alcohol did you drink in the hst 24 hours?

ll ves how much do vou tvDicellv drink in a u/e€k?
Are you taking or sch€duled to b€gin taking either of the
medications alendrontate (Fosamax@) or risendronate (Actonel@)

for osteoporosis or Paget's dis€ase? .......Q -.1 ll
Since 200 1 , w€re you trcatod or are you presently scheduled to begin
treatment with the intravenous bisphosphonates (Arediao or Zometa@)
for bone pain. hypercalcemia or skeletat complications rssulting fiom
Pagot's dis€ase, multipl€ m,6loma or m€tastic canc€r? . . . . . . I 3 -J

Date Treatment Began:

Number of w€eks: 

-

WOMEN oNLY A16 you:

Pregnant? .. -. ........

Taking birth control pills or homone replacoment?

Nursing? . ..

f,JJ

f,.lD
39tr

Joinl Redacement Have you had an orthop€dic total joinl replacement (hip, knee, elbow, finger)? JJ.J
Date ll yes, have you had any complications?

Allergies - Are you allergic to, or have you llad a r€action to: Y6s No DK
To all yes respons€s, sp€cify type o{ reaction.

Local anesthetics

Aspirin

Penicillin or other antibiotics
Barbiluates, sedatives. or sleoping pills-

Sulfa drugs
Codeine or other narcotics_ _.__

Yes No DK
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Latex (rubber)

lodine

Hay tevor / seasonal

Animals

Food

Other

Cardiovascular diseaso.

Angina....
Art€riosclerosis.......
Congestive heart failure

Coronary artery dis€ase

Damaged heart valves. .

Heartattack...... -...
Low blood pressurc. . . .

High blood pressuro . . .

Congenita! head def ects

Pacemaker

Rheumatic head disease

Abnormalbl€eding....

Hemophilia.........
AIDS or HIV inloction . .

Arthrhis............
Auloimmune dis€ase. .

Rheumatoid arthritis . .

Systemic lupus

erythematosus.....
Asthma.......--...
Bronchitis ..... -.. -.
Emphysems-........
Sinustroublo........
Tuberculosis ... .....
Cancer/Ch6moth€rapy/

Yes No DK
chest pain upon €xertion 3 I U
Chronic pain ..... .. . .

Diabeies Type I or ll. . .

Eatingdisorder .,.....
Malnutrition..........
Gastrointeslinal disease

G.E. Reffux/Persistent

heartbum.........,
Ulcers ..............
Thyroid problems .....
St@ke..............
Glaucoma..........
Hepatitis, iaundice or
liverdisease.........
Epilopsy. . . . . . . . . . . .

Faintinq sp€fls or

ffu

Y.s No DK
Neurological disorders . D 'J J

It yes. specify:

Sleep disorder. . . . . . . . A :l f,
Menlal heatth disordels. it I O

lf yes. specityl

R€cunent irf€ctions .., al :i J
Typg of infection:

Yes No Dl(
Anemia ............. f X Ll
Blood transfusion - -.. J f, ,J

If yes, date: _ _
J]U
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Kidney problems .

Nightsweats....
OstEoporosis. . . .

P€rsistent swo{len

glands h neck...... J J 3

Radiation treatment. . f, f U serzurcs

SeveB headachev

Mlgraines..........
Sovore of radd u/e&H loss

S€xualy tran$dted dseaso

Excessive urination....

Has a physician or previous dontist r€commended that you take antibiotics prior to your dental trealrflent?
Name of physician or dentisl making recommend6tion:--___

OJtr

Please explain

NOTe Bo$ Doctor aod pat e,i are encouragBd to discuss any and aH relevenl patl€nt hoalth issuros p.ior to treat nent.
I certify thal I have read and undsrstand the above and thal the irfomation given on this lorm is accurate. I undeEland th€ importance of a truthful
health history and that my dentist and his/her staff lrill reyl on this intormatioo tor lreating me. I acknovrledge that my qu€stiorE, if any, about inquiries set
forth above have b€en answered to my satisfuction. I will not hold my dentist, orany olher member of his/her stat . rosponsible tor any action they take
or do not lake because of errors or omissions that I may have made in the cofipletion ol this form.
Signature of Patienvlegal Guardian Date:

Do you use controlled substances (drugs)? ......1 I J

Medical

f3tr

Metals

Heartmurmur . -......'J f
Mitral valve prolapse . . . C 3
Arlificial heartvalvss.. - Q -l
nheumstic fever ...... D D

Phone: ( _ )_
Do you have any disease, condition, or problem not listed abov6 lhal you think I should know about?. . . . . . . - . . . . . .......-.D I3



Cl Holland, DDS
General €t Family Dentistry

402 South Main

Winnsboro, Texas 75494

When our office books your appointment, we are setting aside a dedicated chair and time slot just for you.

We only ask that if you must reschedule your appointment that you please provide us with at least 24 hour

notice. This courtesy makes it possible to give your reserved time slot to another patient who would be more

than happy to accept.

- 
Repeated cancellations or missed appointments will result in loss of future appointment privrleges.

Every patient in our practice received this unique reservation. When your appointment is made, a time is
reserved, your materials are ordered, and we make special anangements to be ready for your visit. Except for
emergency treatment for another patient, you can expect us to be prompt. We, of course, would appreciate
the same courtesy from you.

Assignment of Benefits / Consent for Treatment

I hereby voluntarily consent lo treatmenl at this ofiice and authorize such examinalions and/or treatments,
as ordered by the attending dentist. This assignment will remain in effect until revoked by me in writing. I

understand that I am responsible for all charges not paid by my insurance. lauthorize this office to release
all information necessary to secure treatmenl and payment of services.

Date:

Office or Other Witness Signature Date

I have been provided the opportunity to read, or it has been read lo me, the Policies and Procedures, and I

understand the Policies and Procedures at the office of CJ Holland, DDS.

PatienUGuardian Signature Date

0ffice or Other Witness Signalure Date

PatienUGuardian Signature:



CJ Holland, DDS
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

AND
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Patient Name:

PATIENT OR GUARDIAN GIVING CONSENT (PLEASE REAL THE FOLLOWING STATEMENT CAREFULLY)

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practrces before you decide whether to sign

this Consent. our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses

and disclosures we may make ofyour protected health information, and ofother important matters about your protected health

information. A copy of our Notice is available upon your request. We encourage you to read il carefully and mmpletely before

signing this Consent.

We reserve the right to change our privacy practices we described in our Notice of Privacy Praclices. lf we change ourprivacy

practices, we will issue a revised Notice of Privacy Practices, which will mntain the changes. Those changes may apply to

any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Praclices at anytime by contacting our offrce at (903) 342-3509

I wish to be contacted in the following manner (check all that apply):

tr Home Telephone

! 0K to leave message with detailed information

o Leave message with call back number only

r Work Telephone

tr 0K to leave message with detailed information

r Leave message with call back number only

tr Written Communicatlon

o 0K to mail to my home address

o 0K to mail to my woruoff ce address

r 0K to fax to number

r Other (Fax/Cell, etc.)

--As 
a service to our clients, we provide a courtesy appointment reminder call and possibly other important calls that may be

placed using a prerecorded message. By providing your cell phone number, you mnsent to receiving such calls or texts at

this number. # (Please inilial)

I allow you to give my clinical informatron to or answer questions from (check allthat apply):
n Spouse u Parent n Child n None n Other (specify):

I allow you to give or discuss my financial information lo or answer questions from (check all that apply):
r Spouse r Parent n Child o None a Other (specify):

SIGNATURE

have had full opportunity to read and consider the contents of this Consent form and your

Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and

disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature Date.

Purpose of Consent: By signing this form, you will mnsent to our use and disclosure of your protected health infomation to
carry out treatment, payment activities, and healthcare operations.


