
 

 

 

 

Registration Information 
Patient Name: ______________________________________________ Preferred Name: 
________________________________________ 

​ ​        Last                       First                          MI 

Male: ________​ Female: _______​ 

SSN: _________________________ Date of Birth: ___________________________ Driver’s License: 
______________________________ 

Phone (Home): ____________________________ (Work): ______________________ Ext: ________ (Cell): 
__________________________ 

E-mail Address: _______________________________________ 

Home Adress: ________________________________ City: _____________________ State: _______ Zip_________ 

Emergency Contact Name and Phone: _____________________________________________________________ 

Please list other members of your immediate family who are patients in our office: 

_________________________________________________________________________________________________ 

Can we thank someone for referring you? 

___________________________________________________________________________________________________________
__________ 

Dental History 

Why have you come to the dentist today? ___________________________________________________________ 

Please answer the questions or circle the answers below: 

Are you currently in any pain? ​ Yes​ No 

Describe your current dental health:​Excellent     Good    Fair​ Poor 

Do your gums ever bleed? ​ Yes​ No 

How many times a week do you floss? _____________ 

How many times a day do you brush? ______________ 

How long has it been since your last dental cleaning? ______________________ 

Have you ever been diagnosed with periodontal/gum disease?​Yes ​ No 

Has a dentist ever recommended that you  have your teeth cleaned more often than every 6 months?   Yes    No 

Have you ever had a complication associated with any previous dental work? If yes, please explain 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

____________________ 

Which of the following oral health conditions have you experienced since your last dental exam? Please check all that apply. 

o​ Tooth ache o​ Loose, chipped, cracked or broken fillings 



o​ Grinding teeth 
o​ Clicking or popping jaw 
o​ Clenching 
o​ Headaches 

o​ Snoring or sleep apnea 
o​ Sensitivity to hot, cold, or sweet foods 
o​ Red, puffy, or tender gums 
o​ Teeth have moved 

Insurance Information 

Primary Insurance Policy 

Name of Policy Holder: __________________________________   Is the Policy Holder a patient?    Yes ​No 

Policy Holder’s Date of Birth: _____________________ Policy Holder’s ID#: ______________________ Group # 
___________________ 

Policy Holder's Employer: ________________________ Patient’s relationship to policy Holder: 
________________________________ 

Dental Insurance Company Name: ____________________________________________ Phone 
#________________________________ 

Secondary Insurance Policy 

Name of Policy Holder: __________________________________   Is the Policy Holder a patient?    Yes ​No 

Policy Holder’s Date of Birth: _____________________ Policy Holder’s ID#: ______________________ Group # 
___________________ 

Policy Holder's Employer: ________________________ Patient’s relationship to policy Holder: 
________________________________ 

Dental Insurance Company Name: ____________________________________________ Phone 
#________________________________ 

Please be aware that we collect the full amount of the balance at each visit. Your insurance policy is a contract between 
you and your insurance company. You are responsible for any unpaid balances, regardless of the original estimate of 
insurance benefits. As a courtesy to you we will file your claims with your insurance company. Insurance payments will be 
sent to the address that you have on file with your insurance company and are normally received within 30 to 45 days. A 
completed claim form or copy of your insurance card will need to be kept on file in our office. We try to answer any 
questions you many have about your insurance, however you may need to contact your insurance company for additional 
information. If your insurance changes, it is your responsibility to provide updated information to our office. 

Assignment of Benefits: Please read and sign to have our office file your insurance: I authorize the release of information 
and understand that I am responsible for all cost of dental treatment. 

Signature of patient, parent or guardian: ___________________________________________ Date: 
____________________________ 

Financial Considerations and Payment Policies 

Our office has been designed, set-up and staffed to offer you the finest dental care available. Our goal is to deliver quality 
dentistry in a comfortable relaxed environment. We strive to work efficiently to complete your needs in as few 
appointments as possible. This office has an excellent, highly trained and experienced staff, chosen so you will receive 
courteous and competent treatment. Our fee in exchange for this care is based on our time, material cost, experience, 
skill, care, and judgment, all directed toward rendering you and excellent result. We feel that everyone benefits when there 
is a definite and clear financial agreement prior to treatment. Treatment can be offered in a comfortable efficient manner. 
An estimate of your fee will be given at the consultation. To make your financial agreement as easy as possible for you we 
have the following methods of payment: we accept cash, checks, and credit cards. We also have partnerships with 
Cherry, Proceed, and Care Credit which are financial companies that finance dental treatment. You can apply for them 
directly through our website and www.danosdental.com. 

If you have dental insurance, we will be happy to assist you in filing your insurance forms, but we ask that you pay using 
one of the methods listed above. If paying at the time of service is a hardship, please make prior arrangements with our 
Financial Administrator. 

I hereby acknowledge that I have read and agree with this policy. 

http://www.danosdental.com


Signature: ______________________________________________________________________ Date: 
______________________________ 

 


