NEW PATIENT REGISTRATION

FIRST NAME LAST NAME MIDDLE INITIAL BIRTH DATE
ADDRESS

ciTy STATE ze

[pHONE (1) (€) EMAIL

SOCIAL SECURITY NUMBER DRIVERS LICENSE NUMBER

SEX DM D F IS PATIENT POLICY HOLDER? D Y D N

IEMERGENOY CONTACT NAME EMERGENCY CONTACT PHONE

RESPONSIBLE PARTY INFORMATION (IF SOMEONE OTHER THAN PATIENT)

FIRST NAME LAST NAME MIDDLE INITIAL | BIRTH DATE
ADDRESS
oy STATE zie
|PrONE (1) () EMAIL
SQCIAL SECURITY NUMBER DRIVERS LICENSE NUMBER
SEX: DM I:] F RELATIONSHIP TO PATIENT D SPQUSE Dcun_o DOTHER

PRIMARY INSURANCE INFORMATION

EMPLOYER EMPLOYER ADDRESS

DENTAL INSURANCE COQ.
GROQUP NUMBER MEMBER 1D

SECONDARY INSURANCE INFORMATION

IEMPLQYER EMPLOYER ADDRESS

IDE.NTAL INSURANCE CO.
GRQUP NUMBER MEMBER ID




NEW PATIENT REGISTRATION

PATIENT NAME BIRTH DATE CREATION DATE

Nﬂim@hdentalpeﬂsmmmwneatmemeama\dmu\dmmmnh.mmmisapanofywmm. Health problems that you may have
or mediication you may be taking, can impact your dental health.

MEDICAL HISTORY

Are you undar a physician’s care now? Y N NYES:I I
Have you aver been hospitalized or had a major surgery? Y N thES:[ 1
Have you ever had a serious head of neck injury? Y N HYE&L |
Are you taking any medications, pills of drugs? ¥ N HYES:L ]
Do you take, or have you taken, Phen-Fen ar Redux? Y N lfYES:l I
Have you ever taken Fosamax, Boniva, Actonelor anyother Y N If YES:

medml.(x mmmmmphma%s? = I I
Are you on a special diet? Y N twe&L j
Do you use tobacco? ¥ N HYES:[ |
Do you use controfiod substances? Y N NYES:L |
WOMEN: Are you...

[[J Pregnant/Trying to get pregnant? [ Nussing? [[] rexing Oral Contraceptives?

Are you allergic to any of the following?

[JAseitin ] penicitin [Jcodeine Jaeryic

[Jete [Jratex (] suifia Drugs [] tocat Anesthetics

CJoter wves: [ |
DENTAL HISTORY

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

AIDS/HIV Positive Y N Cortizone Medicine ¥ N Hemophilia ¥ N Radiation Treatmants ¥ N
Alzheimer’s Disease Y N Diabetes Y N Hepatitis A Y N Recent Weight Less Y N
Anaphataxis ¥ N Drug Addiction ¥ N HepatiisBor C Y N Renal Dialysis ¥ N
Anemia Y N Easily Winded Y N Herpes Y N Rheumatic Fever Y N
Angina ¥ N Emphysema Y N High Blood Pressure Y N Rheumatism Y N
Arthiitis/Gout ¥ N Epilepsy/Saizures YN High Cholesterot Y N Scarlat Fever ¥ N
Artificial Hoart Vaive Y N Excessive Bleeding Y N Hives or Rash Y N Y N
Astificial Jaint Y N Excessive Thirst ¥ N Hypoglycemia Y N Sickle Cell Disease YN
Asthma Y N Fainting Spells/Dizziness Y N lrregutar Heartheat Y N Sinus Trouble Y N
Biood Disease Y N Frequent Cough Y N Kidnay Problems Y N Spina Bifida Y N
Blood Transtusion ¥ N Frequent Diarrhea ¥ N Leukemia Y N Stomach/Intestinal Disease Y N
Breathing Problems Y N Frequent Headaches YN Liver Disaase YN Stroke Y N
Bruise Easily ¥ N Gaenitat Harpes Y N Low Blood Prassure ¥ N Sweliing of Limbs Y N
Cancor ¥ N Glaucoma Y N Lung Disease Y N Thyroid Disease Y N
Chemotherapy Y N Hay Fever YN Mitral Vaive Pralaps Y N Tonsilitis Y N
Chest Pains ¥ N Haast Attack/Faiture YN Qsteoporosis Y N Tubercutosis ¥ N
Cold Sores/Fever Blisters ¥ N Heart Murmur ¥ N Pain in Jaw Joints Y N Tumars or Growths Y N
Congenital Heart Disease ¥ N Heart Pacemaker ¥ N Parathyroid Disease Y N Ulcers Y N
Convisions Y N Heart Trouble/Disease ¥ N Psychiatric Care Y N Venereal Disease YN

Yoliow Jaundice YN

Have you ever had any serious itness not listed above? Y N lfYES:l |

?oﬂmbestofmyknowhdge,ﬂnmnsﬁonsonmishmhaubmmme!ymm | understand that praviding incorrect information
can be dangerous to my (or patient’s) heaith. it is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Pastent or Guardian



Richard Goldin, DDS, Ltd.

Practice Limited to Periodontics

10684-C Crestwood Dr. 8298-C 0Old Courthouse Rd.
Manassas, Va. 20109 Vienna, Va. 22182
(703) 361-6866 (703) 821-8880

Welcome to our practice. The following is a statement of our
financial policies.

Insurance and Personal Payments:
Payment is to be made at the time the service is rendered.

As a courtesy to our patients we will submit your claim to your dental insurance
company. However, any outstanding balance or co-payment is your responsibility.
Accounts that are more than 90 days overdue are subject to a finance charge.

Insurance coverage is between you and your company. We will assist in determining what
portion your carrier will cover by submitting a pre-treatment estimate. This will help to
determine what your responsibility would be. If no pre-estimate is sent, or if the dental
work is performed prior to the return of the pre-estimate, you will be responsible - in full.

Statements are sent monthly.

We will accept payment from the PRIMARY insurance carrier, only.

Collections:

If we must refer your account to a collection agency or to a law office to collect the
unpaid balance, you will have to pay the unpaid balance as well as any interest charges
and collection fees. Your account will remain open until your debt is paid — in full.

- initial

Missed Appointments:

If you provide us with 48 hours notice, we will gladly reschedule or cancel your
appointment. However, if you fail to give us proper notice, we reserve the right to bill you
for the missed appointment.

- initial



