
Patient Registration 

Patient Information: All Information in this section is Required. 
 

      

 First Name:  Last Name:  Middle Initial:  
      

 Preferred Name:  Gender:  Male  Female 
        

 Address:  Address 2, e.g. PO Box:  
        

 City:  ST:  Zip Code:   
        

 Home Ph:  Work Ph:  Ext:  Cell:  
      

 Best # to call for appt reminders?  Home  Work  Cell  Other:  
     

 Birth Date:  Age:  Social Security:     
     

 Drivers License:  ST:  Are you a full-time student?  Yes  No  
     

 Marital Status:  Married  Single  Divorced  Separated  Widowed  
      

 Email Address:  
      

 Would you like to receive correspondences via:  Email?  Text Message to Cell?  Both?  
         

 
      

 *Is the Patient the Responsible Party?  Yes  No **If NO, Responsible Party Information Must Be Completed 
   

 

Responsible Party Information: All Information in this section is Required. 
 

      

 First Name:  Last Name:  Middle Initial:  
      

 Birth Date:  Social Security:     
     

 Home Ph:  Work Ph:  Ext:  Cell:  
     

 Relationship to Patient:  Parent  Spouse  Other:  
     

 Is the address the same as the patient?  Yes  No **If No, put the Responsible Party Address Info Below 
     

 Address:  Address 2, e.g. PO Box:  
     

 City:  ST:    Zip Code:   
     

 

Insurance Information 
 

      

 Primary: If the Patient is NOT the Policy Holder: Relationship, Date of Birth and Social Security MUST be completed.  
      

 Name of Insured:  Relationship to Patient:  
   

 If Insured is not the patient: Date of Birth:  Social Security:      
   

 Employer:  Ins. Company:  
    

 Address:  Group #:  
     

 City, ST & Zip:  Patient ID #:  
      

 
      

 Secondary: If the Patient is NOT the Policy Holder: Relationship, Date of Birth and Social Security MUST be completed.  
      

 Name of Insured:  Relationship to Patient:  
   

 If Insured is not the patient: Date of Birth:  Social Security:      
   

 Employer:  Ins. Company:  
    

 Address:  Group #:  
     

 City, ST & Zip:  Patient ID #:  
      

 
      

 Patients Signature:  Date:  
   

 Responsible Party Signature:  Date:  
   

 



 
 

Medical History 

 
Name:   Date of Birth:  

  
 

Although dental personnel primarily treat the area in and around your mouth, your mouth is part of your entire body.  Health problems that you may have, or 
medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the following questions. 
 

 

 
 
 

 
 
 

 
 

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:  

 



 
 

Dental History 
 

 
Information below this line to be completed by Staff 

 
BP:  HR:   
 
ORAL CANCER SCREENING: 
Extra-Oral Examination: 
TMJ: 1 2 3 4 5 6 7 8 9 10 Pain Scale  
Temporalis: 1 2 3 4 5 6 7 8 9 10 Pain Scale  
Masseters: 1 2 3 4 5 6 7 8 9 10 Pain Scale  
Submandibular Nodes:  
Submental Nodes:  
Thyroid:  
Cervical Nodes:  
Vermillion borders:  
 
Intra-Oral Examination: 
Hard Palate:  
Soft Palate:  
Oropharynx:  
Buccal Mucosa:  
Tongue:  
Gingiva:  
Floor of Mouth:  
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All patients, please read the following… 
 

Payment is due at the time treatment is provided.  Cash, Visa and MasterCard are accepted.  Personal 
Checks are accepted upon office approval.  Please speak with our Office Manager, before you receive 
treatment, if you are planning to pay by check. 
 

If an extended payment plan is desired ask us about CareCredit or Chase Health Advance.  If treatment 
requires multiple appointments, payment may be divided over the number of appointments.  Please ask 
about discounts available when full payment is made prior to treatment.  A Financial Agreement, specific 
to each patient, will be made before any additional treatment is provided. 
 

If you have dental insurance… 
 

As a courtesy to our patients, we submit claims to most insurance carriers.  Please understand any portion 
you are asked to pay at the time of treatment is an estimate based on the general benefit information 
provided to us by your insurance carrier and not an exact amount or guarantee of your actual responsible 
balance.  Depending on the payment received from your insurance carrier, a statement for additional 
payment may be sent to you and is due in 30 days. 
 

For exact benefit information or questions, please contact your insurance carrier directly. 
 

If you have any questions regarding payment or insurance, please feel free to ask. 
 

 

I understand and agree that all treatment rendered me, my dependents or others assigned by me to my 
account are charged directly to me.  I further understand I am personally responsible for payment.  If I 
suspend or terminate care and treatment for any reason, fees for treatments rendered will be immediately 
due and payable.  Should the fees for treatment not be paid in accordance with the provisions herein, 
reasonable attorney’s fees, plus applicable finance charges and disbursements, allowances and costs 
provided by law shall be included in the computation of the amount due.  If the account is in default and 
turned over for collection, a collection fee may be added. 
 

I understand that insurance is an agreement between me and the insurance company.  I also understand 
that the insurance company is the entity that determines the amount of coverage based on my plan, and 
NOT the dentist. 
 
Date:  
 
Responsible Party Signature:  
 
If you are signing as a personal representative of the patient, describe your relationship to the patient and 
the source of your authority to sign this form: 
 
Relationship to Patient:  
 
Print Name:  
 
Source of Authority:  
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Dear Valued Patient: 
 
At Aesthetic General Dentistry we are determined to show each and every patient an outstanding 
experience.  We are seeing an unfortunate increase in cancellations and no shows for appointments and 
we wish we could figure out why. 
 
It's always been our contention that your time is valuable.  So we have one theory about scheduling, you 
deserve our undivided attention.  For this reason, we don't double-book like other practices and accept 
drop-ins only in the event of an emergency. 
 
When we schedule a dental visit, that time is yours.  It belongs to you.  So when cancellations happen, 
sometimes as little as an hour ahead of time, we feel like we have been stood up for a very important 
appointment, an appointment that has everything to do with your on-going dental health. 
 
Of course flat tires, sick children and family emergencies do happen and we understand.  But the cost of 
needlessly missed appointments is borne by us all in overhead, time, energy and eventually, in patient 
fees. 
 
Our staff has made a promise, professionally and personally, to give you the concern, respect and care 
that makes our office a comfortable and pleasant place to visit. 
 
We ask our patients to give us 24 hours notice, if they cannot keep an appointment.  We try very 
hard to keep to our schedule and hope our patients try, too.  If the 24 notice is not upheld and there 
is either a no show to the scheduled appointment or “less than” 24 hours notice then we may charge 
your account $50.00 or request a deposit of 50% of your balance for your next appointment be paid 
via credit card to reserve your next appointment. 
 
Our feeling is this, your dental health is important and it deserves respect–yours and ours. 
 
I have read and acknowledge the above statement. 
 
Date:  
 
Responsible Party Signature:  
 
If you are signing as a personal representative of the patient, describe your relationship to the patient and 
the source of your authority to sign this form: 
 
Relationship to Patient:  
 
Print Name:  
 
Source of Authority:  
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AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION 
 
 

Patient Name:       
 
Date of Birth:       
 
I authorize the professional office of my dentist named above to release health information 
identifying me (including if applicable, information about HIV infection or AIDS, information 
about substance abuse treatment, and information about mental health services) under the 
following terms and conditions: 
 

1. Detailed description of the information to be released. 
2. To whom may the information be released, names or classes of recipients. 
3. The purposes for the release, if the authorization is initiated by the individual, it is 

permissible to state “at the request of the individual” as the purpose, if desired by the 
individual. 

4. Expiration date or event relating to the individual or purpose for the release. 
 
It is completely your decision whether or not to sign this authorization form.  We cannot refuse to 
treat you if you choose not to sign this authorization. 
 
If you sign this authorization, you can revoke it later.  The only exception to your right to revoke 
is if we have already acted in reliance upon the authorization.  If you want to revoke your 
authorization, send us a written or electron note telling us that your authorization is revoked.  
Send this note to the office contact person listed at the top of this form. 
 
When your health information is disclosed as provided in this authorization, the recipient often 
has no legal duty to protect its confidentiality.  In many cases, the recipient may re-disclose the 
information as he/she wishes.  Sometime, state or federal law changes this possibility. 
 
I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.  I 
AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN 
THIS FORM. 
 
Date:  
 
Patient Signature:  
 
If you are signing as a personal representative of the patient, describe your relationship to the 
patient and the source of your authority to sign this form: 
 
Relationship to Patient:  
 
Print Name:  
 
Source of Authority:  
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ACKNOWLEDGEMENT OF RECEIPT  
 
I acknowledge that I received a copy of Dr. Brook Derenzy's Notice of Privacy Practices. 
 
Patient Name:  
 
Signature:  
 
Date:  
 
If you are signing as a personal representative of the patient, describe your relationship to 
the patient and the source of your authority to sign this form, i.e. Power of Attorney. 
 
 
Print Name:  
 
Relationship to Patient:  
 
Source of Authority:  
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