
Today’s date: ____________________ Nick Name: ____________________________________ 

Name (First, M, Last): _______________________________________________________________________ 
Birthdate: ________________ SSN: _____________________ Marital Status: _____________Sex: ( ) M   ( ) F 
Mailing Address with Zip-code:  _______________________________________________________________ 
__________________________________________________________________________________________ 
Cell Phone: _____________________Home Phone: _________________Work Phone:____________________ 
Email Address: _____________________________________________________________________________ 
Patient’s Spouse/Parent’s Name: ________________________________________ DOB: _________________ 
Relationship to Patient: ________________________________Contact phone: __________________________ 
Address (if different than patient): ______________________________________________________________ 
Whom may we thank for referring you? _______________________________________________________ 

ACCOUNT Responsible Person: _______________________________________DOB: _________________ 
Address: __________________________________________________________________________________ 
Cell phone: __________________________________ Home/work phone:  _____________________________ 

DENTAL Insurance Information (not Medical):  
Dental Insurance name: ____________________________DENTAL Insurance ID: ______________________ 
Subscriber’s name: ___________________________________SSN: __________________________________ 
Subscriber’s DOB: _________________________ Relationship to Patient: _____________________________ 
Subscriber’s Employer: ___________________________________Work Phone: ________________________ 
Employer’s Address: ________________________________________________________________________ 
Group Name on card: _________________________________ Group no: _____________________________ 

Do you have any additional or secondary Insurance? _______________________________________________ 
Dental Insurance name: ____________________________ DENTAL Insurance ID: ______________________ 
Subscriber’s name: ___________________________________SSN: __________________________________ 
Subscriber’s DOB: _________________________ Relationship to Patient: _____________________________ 
Subscriber’s Employer: ___________________________________Work Phone: ________________________ 
Employer’s Address: ________________________________________________________________________ 
Group Name on card: _________________________________ Group no: _____________________________ 

Medical Insurance name: _____________________________________ID: _____________________________ 

Person to Contact in case of EMERGENCY: 
Name:  _______________________________________________Relationship: _________________________ 
Address: __________________________________________________________________________________ 
Cell phone: ________________________Home: _______________________ Work: _____________________ 

PATIENT’S/ GUARDIAN’S Signature ____________________________________ DATE: _____________________ 





Dental History Form 

3DWienW NDPe� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB '2%� BBBBBBBBBBBBBBBBB

1). REASON Ior WoGD\¶s YisiW� BBBBBBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

2). Previous Dentist/Practice Name: ___________ 
__________________________________________ 
&onWDFW nXPEer� BBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Please share the following dates: 
/DsW GenWDl FleDning� BBBBBBBBBBBBBBBBBB 
/DsW orDl FDnFer sFreening� BBBBBBBBBBBBBB 
/DsW seW oI [�rD\s�BBBBBBBBBBBBBBBBBBBBB 

3). <oXr GenWDl FKeFNXS IreTXenF\�       7ZiFe�\eDr� 
     2nFe�\eDr�       2nl\ iI SroEleP e[isWs�       NeYer 

4). 'o \oX smoke or Xse chewing tobacco" BBBBBB 
+oZ PXFK" BBBBBBBBBBBBBBBBBBBBBBBBB 
)or KoZ long" BBBBBBBBBBBBBBBBBBBBBBB 

5). +oZ oIWen \oX ErXsK" BBBBBBBBBBBBBBBBBBBBB 
'o \oX )loss"  <es   No 

6). Please check any of the following problem 
that apply to you: 

o 7ooWK 3Din�GisFoPIorW�  ,I <es� ZKere" 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

o 6ensiWiYiW\ �KoW or FolG or sZeeW�
o %roNen WooWK or Iillings
o /oose� 7iSSeG or sKiIWeG WeeWK
o %leeGing� sZollen or irriWDWeG gXPs
o %DG EreDWK or EDG WDsWe in \oXr PoXWK
o 0oXWK 8lFers or FolG sores
o )reTXenW +eDGDFKes

7). Jaws related concerns (TMJ/TMD): 
o 3Din �MoinW� eDr� siGe oI IDFe�
o &liFNing
o &lenFKing�*rinGing oI \oXr WeeWK�
o 'iIIiFXlW\ oSening DnG Flosing�
o 'iIIiFXlW\ in FKeZing

8). +DYe \oX eYer KDG Dn\ GiIIiFXlW e[WrDFWion in WKe 
SDsW" BBB <(6    BBB N2 

9). +DYe \oX eYer KDG Dn\ SrolongeG EleeGing 
IolloZing e[WrDFWion"   BBB <(6   BBB N2  

10). 'o \oX KDYe or KDYe \oX eYer KDG Dn\ oI WKe 
IolloZing WreDWPenWs"  

o %rDFes�orWKoGonWiF WreDWPenW
o *XP WreDWPenW�*XP sXrger\
o NigKW�2FFlXsDl *XDrG
o &oPSleWe 'enWXre
o 3DrWiDl 'enWXre

11). :KDW is WKe PosW iPSorWDnW WKing Wo \oX DEoXW 
\oXr IXWXre sPile DnG GenWDl KeDlWK" BBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

12). Are \oX sDWisIieG ZiWK WKe DSSeDrDnFe oI \oXr 
WeeWK" BBBBBBB,I N2� +oZ ZoXlG \oX liNe Wo 
FKDnge WKe DSSeDrDnFe oI \oXr WeeWK"  

o 0DNe P\ WeeWK ZKiWer
o 0DNe P\ WeeWK sWrDigKW
o &lose sSDFes
o 5eSlDFe 0eWDl )illings ZiWK WooWK FoloreG
o 5eSDir FKiSSeG WeeWK
o 5eSlDFe Pissing WooWK
o 5eSlDFe olG FroZns WKDW Go noW PDWFK
o +DYe D 6Pile 0DNe 2Yer �7rDGiWionDl

9eneers or /XPineers�

13). ,I \oX FoXlG ZKiWen \oXr WeeWK Ior Dn DIIorGDEle 
rDWe� ZoXlG \oX" BBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

14). ,I \oX FoXlG sWrDigKWen \oXr WeeWK Ior Dn 
DIIorGDEle rDWe� ZoXlG \oX" BBBBBBBBBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

PATIENT’S/ GUARDIAN’S Signature BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'A7(� BBBBBBBBBBBBBBBBBBBBB





PATIENT MEDICAL HISTORY 

Patient’s Name: __________________________________________________________Gender: ____M ____F 
Physician Name: __________________________________________________Phone: _______________________ 
Physician’s Address: ____________________________________________________________________________ 
Last Date of Exam: ______________________________Reason of Exam: _________________________________ 
Name of Parent (If Minor): _______________________________________________________________________ 

1). Are you currently under the care of a physician? __________ If yes, Please explain: _______________________ 
_______________________________________________________________________________________ 

2). Have you been admitted to a hospital or needed emergency care during the past two years? __________________ 
If yes, Please explain: _____________________________________________________________________ 

3). Do you need ANTIBIOTIC medications 1 hour before dental treatment? ____YES ___ NO 

4). Are there any change in your health in the past year?  ____YES ___ NO If yes, Please explain: _____________ 
    ___________________________________________________________________________________________ 

5).  Have you ever taken Fosamax, Boniva, Actonel or any other medications containing Bisphosphonates ? 
___YES ___ NO,  If YES, Which One and How long?___________________________________________ 

6). Are your ALLERGIC TO or Have you had any unusual REACTION to the following? 
( ) Penicillin ( ) Amoxicillin ( ) Sulfa ( ) Codeine ( ) Aspirin ( ) Clindamycin 
( ) Iodine ( ) Latex ( ) Any Metal ( ) Fluoride ( ) Novocain ( ) Local Anesthetics 
( ) Other (please list) ______________________________________________________________________ 

7). Any history of  Anaphylaxis ? __________________________________________________________________ 

8). Have you ever been diagnosed or treated for any of the following conditions? 

YES NO YES NO 
Anemia Diabetes (Sugar problem) 
Sickle Cell Anemia Frequent Hypoglycemia (Low Sugar) 
Leukemia or Blood Cancer High Blood Pressure (Hypertension) 
Other Cancer or Tumor Low Blood Pressure Problem 
Chemotherapy Kidney Disease or Dialysis treatment 
Radiation Treatment Liver disease, Hepatitis C/B 
Bleeding Disorder Liver Failure or Cirrhosis 
Excessive Bleeding Liver or Kidney Transplant 
Bruise Easily Short of Breath or Short Winded 
Arthritis / Gout Asthma 
Bone Disease / Osteoporosis Lung Disease like COPD, Emphysema or 

Bronchitis  
Chronic Inflammatory Disorders like 
Lupus, Rheumatoid arthritis etc. 

Stomach Problems like Acid reflux, 
GERD 

Chronic Steroid (Prednisone) 
Treatment? 

Stomach Ulcers or Peptic Ulcers 

No 'rXg Allergies



YES NO YES NO 
Hip or Knee Joint Replacement Thyroid Disorder (Hyper or Hypo) 
Sinus Problems Glaucoma 
Depression or Bipolar disorder Tuberculosis 
Nervousness or Anxiety Herpes (Fever Blisters) / Cold Sores 
Other Mental Health Problem Hives or Hay Fever 
Convulsions / Epilepsy / Seizure AIDS  or HIV Positive 
Recreational Drug use (Cocaine, 
Marijuana or Heroin etc.) 

Sexually Transmitted Disease (like 
Gonorrhea or syphilis etc.) 

HEART Problems: YES NO YES NO 
Angina (Chest Pain) Mitral Valve Prolapse 
Heart Murmur Other Heart Valve Problems? 
Rheumatic Heart Disease Artificial Heart Valve 
Heart Attack? How many times? Pacemaker or Defibrillator or ICD 
Heart Failure? Bypass Surgery (Open heart Surgery 
Stroke? Syncope 
Dizziness, Lightheadedness or Fainting 

9). If needed, please explain any of the above answers in details.  Or   Have you ever had any serious illness not 
listed above? _________________________________________________________________________________ 
_____________________________________________________________________________________________ 
____________________________________________________________________________________________B
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

1). Do you take birth control pills? ______YES ______ NO 
2). Do you take any hormone pills? _____ YES ______ NO 
3). Are you or do you think you are pregnant? ______YES _____NO 

If yes, what is due date? _________________ 
4). Currently, nursing (breast feeding) your baby ? ______YES ______ NO 

AUTHORIZATION AND RELEASE: I certify that I have read and understand the above information to the best 
of my knowledge. The above questions have been accurately answered. I understand that providing incorrect 
information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis 
and the records of any treatment or examination rendered to me or my child during the period of such Dental Care to 
third party payors and/or health practitioners. I authorize and request my insurance company to pay directly to 
dentist or dental group insurance benefits otherwise payable to me. I understand that my dental insurance carrier may 
pay less than the actual bill of services. I agree to be responsible for payment of all services rendered on my behalf or 
my dependents.  

Patient’s or Guardian’s Signature: _______________________________________ Date: _________________ 

WOMAN ONLY:





MEDICATIONS 

Patient’s Name: ___________________________________________________DOB: ____________________ 

Physician’s full Name: _______________________________________________________________________ 

Physician’s Phone No: _______________________________________ Fax No: ________________________ 

Please list all PRESCRIPTION or OVER THE COUNTER medications you are currently taking. This included 
vitamins, herbal, dietary supplements and sexual enhancement drugs. Include the DOSAGE, Frequency taken 
and the REASON for taking medications. 

DRUG NAME 
(BRAND & GENERIC) 

DOSE FREQUENCY REASON OF TAKING 

PATIENT’S/ GUARDIAN’S Signature ____________________________________ DATE: _____________________ 





 Informed Consent of Dental Treatment 

Dentistry to be performed: I, hereby, grant consent for Dr. Patel and/or staff member in charge of my care to 
obtain all necessary diagnostic information, such as radiographs (x-ray), as needed in order to reach a diagnosis 
of my condition. I understand that the doctor will visually examine my mouth, teeth and gum. I will be asked to 
review all benefits, pertinent risks and alternatives to proposed treatment. I consent to start treatment.  

Please Initial: ____________ 

Change During/After Treatment: I understand that during treatment it may be necessary to change or add 
procedures because of conditions, which were not evident during the initial examination or in x-ray. If such 
change or addition should occur the doctor will discuss the benefits, pertinent risks and alternatives in which 
tooth cannot be restored and need to be pulled. I consent for change during or after treatment is started. 

Please Initial: ____________ 

Anesthesia or Medications: I understand that I may require injections of local anesthesia, the use of nitrous 
oxide, prescribed antibiotics, antianxiety medications and/or analgesic medications. These medications can 
cause untoward or unusual or allergic reactions including, but not limited to: nausea, vomiting, bruising, 
hematoma, itching, tissue irritation, prolonged muscle soreness, temporary or rarely permanent numbness, 
accidental tongue or lip biting while numb, drowsiness, cardiac stimulation or respiratory problems. I 
understand that occasionally needles break which may require surgical retrieval with oral and/or general 
surgeon. If I suffer any of these symptoms, I will contact the doctor immediately for evaluation of my 
symptoms. I acknowledge that I have been informed of the risk and possible operation proposed and do 
authorize the doctor to proceed. 

Please Initial: ____________ 

Basic Restorations (Fillings): The Twin Hickory Dental does not use or offer the amalgam (metal/silver) 
material for restorations. I understand that if my insurance carrier provides lesser alternative benefits for 
amalgam (metal/silver) restorations, I will be responsible for the difference between the silver amalgam to the 
composite resin restoration (tooth colored material) fee. I understand if my cavity is very deep or close to my 
tooth nerve, my tooth may need Root Canal Treatment in future after filling. I acknowledge that I have been 
informed of the risk, benefit, and alternative of the proposed procedure and do authorize the doctor to proceed. 

Please Initial: ____________ 

Signature of Patient (or Parent/Guardian if Minor): ________________________________________________ 

Patient’s Name: ________________________________________________________ Date: _______________ 





Financial Policies and Dental Insurance Information 

7hDnk \oX Ior FhooVLnJ oXr oIILFe DV \oXr GenWDl heDlWh FDre SroYLGer� 2Xr SrLPDr\ reVSonVLELlLW\ LV 
SroYLGLnJ Whe hLJheVW TXDlLW\ GenWDl FDre Ior \oX DnG \oXr GeSenGenWV� PDrW oI oXr FoPPLWPenW LV \oXr 
XnGerVWDnGLnJ DnG reVSonVLELlLW\ Ior Whe SD\PenW oI \oXr DFFoXnW EDlDnFe� 

Dental Insurance: ,nVXrDnFe LV D FonWrDFW EeWZeen \oX� \oXr ePSlo\er� DnG Whe LnVXrDnFe FoPSDn\� We 
hDYe no FonWrol oYer \oXr FoYerDJe DnG EeneILWV� 2Xr oIILFe GoeV noW JXDrDnWee WhDW \oXr LnVXrDnFe 
FoPSDn\ ZLll SD\ Ior Whe WreDWPenW \oX reFeLYe� We ZLll Ee hDSS\ Wo ILle or FhDrJe Wo \oXr LnVXrDnFe DV D 
FoXrWeV\ Wo \oX� +oZeYer� \oX ZLll Ee reVSonVLEle Ior \oXr DFFoXnW EDlDnFe Ior \oXr GeGXFWLEle� Fo�
SD\PenW DnG LnVXrDnFe XnGerSD\PenWV� PleDVe knoZ WhDW \oXr eVWLPDWeG SD\PenW ZLWh GeGXFWLEle ZLll Ee 
GXe DW Whe WLPe Whe VerYLFe� ,I \oXr FlDLP LV GenLeG or Whe WreDWPenW LV GoZnJrDGeG DnG�or DlWernDWLYe 
EeneILWV Dre SDLG E\ \oXr LnVXrDnFe FoPSDn\� \oX ZLll Ee reVSonVLEle Ior Whe rePDLnLnJ EDlDnFe DPoXnW 
leIW on Whe DFFoXnW DW WhDW WLPe� 

_____________________ (Please Initial) 

For some dental procedures, which includes cosmetic dentistry and orthodontic services (Veneers, 
Lumineers, Six Month Smiles Cosmetic Braces, Invisalign, Clear Correct and/or any kind of aligner or 
braces treatment), you will be charged office fee regardless of what your insurance pays or fees are. 

For an emergency visit, 100% is due at the time of service. 

For Minors: The adult accompanying the minor is responsible for the payment. For unaccompanied 
minors, non-emergency treatment will be denied. 

Monthly Payments: If you need to make long-term payment, we can offer depending on each case. We ask 
your credit card on file for monthly payments option.  

Accepted methods of payment:  Cash, personal check, credit card (Visa, MasterCard, American Express 
or Discover), and CareCredit. 

Cancellation & Broken appointments: There will be a $50.00 per hour charge for a broken 
appointment if two business days’ notice is not given. You will receive reminder email, text and/or 
telephone call as a courtesy for your upcoming appointment. However, you are ultimately responsible for 
remembering your scheduled appointment.  

I authorize and release information and payment of my dental insurance to the dentist. , DJree Wo DFFeSW 
reVSonVLELlLW\ Ior SD\PenW oI P\ ELll LnFlXGLnJ GeGXFWLEle� Fo�SD\ DnG�or non�FoYereG VerYLFeV� , 
XnGerVWDnG WhDW Ln Whe eYenW P\ DFFoXnW EDlDnFe EeFoPeV �� GD\V oYerGXe IroP Whe GD\ oI VerYLFe� P\ 
DFFoXnW ZLll LnFXr ��� GelLnTXenW Iee DnG D ���� PonWhl\ ���� $nnXDl� ILnDnFe FhDrJe on Whe XnSDLG 
EDlDnFe� )XrWherPore� P\ DFFoXnW ZLll Ee IorZDrGeG Wo FolleFWLon DJenFLeV DnG , ZLll Ee reVSonVLEle Ior 
DWWorne\¶V IeeV� FoXrW FoVWV DnG Dn\ oWher FhDrJeV LnFXrreG Wo FolleFW WhLV DFFoXnW�

Patient/Guardian Signature: _____________________________________________ Date: ________________ 

Patient’s Name: ____________________________________________________________________________ 

, hDYe reDG WhLV Financial Policy� , XnGerVWDnG DnG DJree Wo Whe WerPV oI Whe Financial Policy of Twin Hickory 
Dental�  Picture ID is also required with your signature. 





ACKNOWLEDGMENT RECEIPT OF NOTICE OF PRIVACY PRACTICES 
____________________________________________________________________________________________________________________________________________________________________________________

Purpose: This form is used to obtain an acknowledgment of receipt of our Notice of Privacy Practices or to document our 
good faith effort to obtain that acknowledgment. 
____________________________________________________________________________________________________________________________________________________________________________________ 

I, __________________________________________________(Print Name), have read a copy of this 
office’s notice of privacy practices.  

Patient Signature: __________________________________________ Date: ____________________ 

 

Authorization for Release of Protected Health Information & Dental Records 

I, ___________________________________________ (Patient name) give permission to the following people 
to access my dental records. This authorization will remain in effect until I revoked in writing again.  

Patient Signature: ________________________________________________ Date: _____________________ 

1). Name: _________________________________________________ Relationship:_____________________________ 

Phone Number: ______________________________________________________________________________ 

2). Name: _________________________________________________ Relationship:_____________________________ 

Phone Number: ______________________________________________________________________________ 

3). Name: _________________________________________________ Relationship:_____________________________ 

Phone Number: ______________________________________________________________________________ 

For Office Use Only 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but 
acknowledgment could not be obtained because:  

________ Individual refused to sign 

________ Communications barriers prohibited obtaining the acknowledgement  

________ An emergency situation prevented us from obtaining acknowledgement 

________ Other (Please specify): ____________________________________________________________ 

Prepared by: _________________________________________________Signature: ________________________ 
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