
Provo Dental Care
Name:________________________Preferred Name:_____________Date:___________

Address:__________________________City:___________State:________Zip:_______

Birthdate:________________Social_Security_#________________________________

Marital Status:_________________Employer:__________________________________

Home Phone:_________________Cell_Phone:__________________Work_#_________

E-Mail Address:_____________________Who_Referred_You____________________

Do you have any family members  that are already  patients?  ____________________

Emergency Contact_Person:_____________________Phone_#____________________

Person Responsible_For_This_Account:

Name:                                      Address:________________________________________

City:                           State:__________    Zip:___________Phone#   ________________

Insurance_Company:_________________Phone_#______________________________

Name Of Insured:                             ID  #                              Birth date:_______________  

Medical History:  Please circle if you have a history of the following:

Aids   Asthma   Back Problems    Cancer   Diabetes   Epilepsy   Hepatitis   HIV    Jaw Pain  

Kidney Disease   Respiratory Disease   Rheumatic Fever   Thyroid Problems   

Tobacco Habit

If any of these were circled, Please Describe____________________________________

________________________________________________________________________

Are you currently pregnant? Yes____  No____

Heart Conditions: Please Describe____________________________________________

Artificial Joints:    Please Describe____________________________________________

Please List Other Conditions Not Listed:_______________________________________

Please List Medications You Are Taking:______________________________________

Please List Any Allergies You Have:__________________________________________

HIPAA: Acknowledgement of Receipt of Notice of Privacy Practices 

I__________________date_________have received a copy of Provo Dental Care’s Privacy Practices.  

Authorization

I certify that I have read and accurately answered the above questions.  I understand that incorrect information can be 

dangerous to my  health. I authorize the dentist to release any information including diagnosis and the records of any 

treatment or exam rendered to me  or my  child during the period of such dental care to third party payers and/or health 

practitioners.  I authorize and request my  insurance company to pay directly to the dentist.  I understand my  dental 

insurance carrier may pay less than the actual bill. I agree to be responsible for payment of all services rendered on my  

behalf or my  dependents.

Signature of Patient or Guardian  X____________________________Date__________


