
PATIENT LAST NAME:  FIRST:				        INITIAL:
Date of Birth

City State Zip

(Work) (Home)

SSN#

Address

Telephone (Mobile)

Email

How did you hear about our practice?  

INSURANCE INFORMATION

Please present your insurance card to be photocopied for our records.

RESPONSIBLE PART Y (If minor)
Last Name: First: Initial:

Address (If different) Date of Birth

City State Zip

Telephone (Home) (Work) (Mobile)

Email

EMERGENCY CONTACT
Last Name: First: Initial:

Telephone (        Mobile       Work       Home)	

AUTHORIZATION
I consent to the diagnostic procedures and dental treatment performed by my dentist, and to the release of information concerning my (or my child’s) health care, advice,
and treatment to another dentist, or for evaluating and administering any claims for insurance benefits. I consent to the direct payment of my insurance benefits to dentist or
dental group and understand that my insurance benefits may pay less than the actual bill for services and that I am responsible for any services not paid or covered by my
insurance benefits and any account balance.

ELECTRONIC COMMUNICATIONS. I consent to receiving HIPAA-compliant electronic communications, such as email and text messages regarding treatment, payment 
and health care operations. I understand that there is no obligation to receive these electronic communications. I may opt-out of receiving electronic communications at any 
time. 

I attest to the accuracy of the information on this page.

Signature Date
(Responsible Party, if under 18)

Primary Insurance

Subscriber Name

Subscriber ID

Date of Birth

Relationship to Subscriber	          Self       Spouse       Child       Other	

Employer Name

Employer Phone

Insurance Company

Insurance Group

Insurance Phone

Secondary Insurance

Subscriber Name

Subscriber ID

Date of Birth

Relationship to Subscriber	          Self       Spouse       Child       Other

Employer Name

Employer Phone

Insurance Company

Insurance Group

Insurance Phone

8701 Cypress Waters Blvd. Suite 140, Irving, TX 75063
Ph: (214) 496 0240  Email: palhan@enamel-dental.com

www.enamel-dental.com Patient Registration Form

Sex M F



         

  
  

 
  

 
 

  
 

 
   

   

MEDICAL HISTORY
Physician’s name _____________________________________________________________ Date of last visit ______________________________
Physician’s address  _____________________________________________ ____________________________Blood Pressure___________________
Have you had any serious illnesses or operations   Yes     No   If yes, please describe _________________________________________________
Have you ever had a blood transfusion   Yes     No   If yes, give approximate dates ___________________________________________________
(Women)  Are you pregnant?   Yes   No    Due date _________________     Nursing?   Yes     No      Taking birth control pills?   Yes     No

    
 

Chemotherapy

 

Circulatory problems 

 

Cortisone treatments 
Cough, persistent or bloody

 

Diabetes

Swelling of feet or ankles 

Please check if you have/had: 
Allergies/Anaphylaxis
Anemia
Arthritis, Rheumatism 
Artificial heart valves  
Artificial joints 
Asthma  

Emphysema 

Thyroid problems

Required Hospitalization   

Epilepsy 

Tonsilitis 

  Have you used steroids  

Fainting 

Tuberculosis 

Date of last episode _____  

Glaucoma 

Tumor or growth on head/neck 

Bleeding abnormally with operations or surgery   

 

Ulcer 

 

Venereal disease 

Blood disease, clotting disorders 

 

Weight loss, unexplained 

Cancer  

 

Tobacco Habit? 

Chemical dependency  

 

Do you consume alcoholic beverages?   
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 

 

 
 
 

Headaches

Heart murmur

Heart problems 

Hepatitis type ___________ 

Herpes 

High blood pressure 

HIV+/AIDS

Jaundice 

Kidney disease 

Liver disease 

Mitral valve prolapse 

Osteoporosis  
Osteopenia 

Pacemaker

 Radiation treatments 

Respiratory disease 

Rheumatic fever

Scarlet fever

Shortness of breath 

Sinus trouble  

Sickle cell anemia

Skin rash  

Slow healing wounds 

 
 
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 

Stroke
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 
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 

 

 

Are you currently under the care of a Physician?
Are you allergic/sensitive to Latex?
Allergic to Penicillin, Aspirin, or other drugs?
If Yes, please specify ________________________________ 
__________________________________________

__________________________________________

List any medications that you are taking: 
_______________________________________

_______________________________________

_______________________________________

AUTHORIZATION AND RELEASE
I have read and answered the above questions  to the best of my knowledge.

Patient/Guardian Signature ____________________________________________________________ Date  ______________________________

Reviewed by: _______________________________________________________________________ Date  ______________________________

Bad breath
Blisters on lips or mouth
Burning sensation on tongue
Chew on one side of mouth
Cigarette, pipe, or cigar smoking
Smokeless tobacco
Dry mouth
Food collection between teeth
Clench or grind teeth
Growths or sore spots in your mouth
Gums swollen, tender or bleeding

Head, neck, jaw pain, or aches
Lip or cheek biting
Loose teeth or broken fillings
Mouth breathing
Orthodontic treatment
Nitrous Oxide
Periodontal treatment
Sensitivity to pressure or irritants
(cold, heat, sweets)
How often do you floss? __________________
How often do you brush? _________________

Have you ever had an allergic reaction to Novocaine, local, 
or general anesthetics? Yes  No
If Yes, please explain _______________________________
_________________________________________________
_________________________________________________

Have you ever had trouble from previous dental care? 
Yes  No    If Yes, please explain __________________
________________________________________________
________________________________________________
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  
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


 


 

Yes   No Yes   NoPlease check if you have/had:

PLEASE COMPLETE ALL INFORMATION – THANK YOU

PATIENT LAST NAME:    ___________________________________ PATIENT FIRST NAME: _____________________________________

DENTAL HISTORY
Reason for today’s visit ________________________________________________________ Date of last dental visit __________________________

Former dentist _______________________________________________________________ Date of last dental x-rays ________________________

D E N T A L  &  M E D I C A L  H E A L T H  H I S T O R Y

 Yes   No Yes   No Yes   No







PATIENT CONSENT FORM 
(HIPAA) 

 
I understand that I have certain rights to privacy regarding my protected health information. These rights                               
are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I                               
understand that by signing this consent I authorize you to use and disclose my protected health                               
information to carry out: 
 

❖ Treatment (including direct or indirect treatment by other healthcare providers involved in my                         
treatment) 

❖ Obtaining payment from third party payers (e.g my insurance company) 
❖ The day to day healthcare operations of your practice 

 
I have also been informed of, and given the right to view and secure a copy of your  Notice of Privacy                                         
Practices , which contains a more complete description of the uses and disclosures of my protected health                               
information, and my rights under HIPAA. I understand that you reserve the right to change the terms of                                   
this notice at any time and that I may contact you at any time to obtain the most current copy of this                                           
notice.  
 
I understand that I have the right to request restrictions on how my protected health information is  
used and disclosed to carry out treatment, payment, and health care operations, but that you are not                                 
required to agree to these requested restrictions. However, if you do agree, you are then bound to comply                                   
with the restriction. 
 
I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that                                     
occured prior to the date I revoke this consent is not a�ected. 
 
 
 
 

 
Print Patient Name Relationship to Patient 
 
 

 
Signature Date 

 
 



APPOINTMENT CANCELLATION POLICY 
 

 
At Enamel Dental our goal is to provide exceptional dental care to each of our patients. In order to                                     
consistently provide an excellent experience, we have implemented an  Appointment Cancellation                     
Policy .  
 
Our policy requires a 24 hour notice in the event that an appointment needs to be rescheduled. In an                                     
appointment is on a Monday, cancellations must be made by 4 PM the Friday before. If any appointment                                   
is missed entirely or if a patient is more than 20 minutes late without the o�ce being contacted a $25.00                                       
fee will be charged to the account. This fee will be the patient’s direct responsibility, as it is not billable to                                         
insurance companies. In addition, no future appointments can be scheduled nor can records be                           
transferred if this fee is outstanding on the account.  
 
Our sta� will be glad to answer any questions regarding this policy to provide clari�cation if necessary,                                 
and we thank you for your consideration.  
 
 
 
I have read and understand the  Appointment Cancellation Policy of Enamel Dental and I                           
agree to be bound by its terms. I also understand and agree that such terms may be                                 
amended as necessary.  
 
 

 
Print Patient Name Relationship to Patient 
 
 

 
Signature Date 
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