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Burning sensation on tongue

Chew on one side of mouth

Cigarette, pipe, or cigar smoking

Clicking or popping jaw

Dry Mouth

Fingernail Biting

Food collection between the teeth

Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Date of last dental X-rays

Bad breath

Bleeding gums

Blisters on lips or mouth

Address

F

Date

Patient Registration and Dental History

Patient Information

Phone Numbers

Dental History

Dental Insurance

 

ASSIGNMENT AND RELEASE

Date

Mouth breathing

Mouth pain, brushing

Orthodontic treatment

Pain around ear

Periodontal treatment

Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sores or growth in your mouth

1111 2222

3333

4444
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Medical History

-

Other

Asthma

Cancer

Comments:

Heart Pacemaker
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Patient Consent Form

HIPAA Agreement

 

(OVER)
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Date:
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Notice of Privacy Practices

• 
• 
• 
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treatment

• 
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• 

• 

contact:
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Authorization for Release of Information  

 is authorized to release protected health information about the above named 

patient to the entities named below. The purpose is to inform the patient or others in keeping with the 

patient’s instructions.

Entity to Receive Information.   
Check each person / entity that you approve to 

receive information.

Patient Information

I understand that I have the right to revoke this authorization at any time and that I have the right to inspect or copy the protected 

I understand that information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and 

may no longer be protected by federal or state law.  

I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing. This 

Signature of Patient or Personal Representative  

Description of Personal Representative’s Authority (attach necessary documentation

Date:

Description of Information to be Released  
Check each that can be given to person / entity on 

the left in the same section

Patient Name Date of Birth

Home Phone

Mobile Phone

Work Voice Mail

Email (Provide Address)

Text Message

Appointment Reminders

Results of Lab Tests / X-rays

Financial

Other

Appointment Reminders

Results of Lab Tests / X-rays

Financial

Other

Appointment Reminders

Results of Lab Tests / X-rays

Financial

Other

Spouse (Provide Name):

Other (Provide Name):

For email and/or text communication I understand that if information is not sent in an encrypted manner there is a risk it could be 

accessed inappropriately. I still elect to receive email and/or text communication as selected.  



 

INFORMED CONSENT FOR GENERAL DENTAL PROCEDURES 

You have the right to accept or reject dental treatment recommended by your denƟst. This form is intended to 
provide you with an overview of potenƟal risks and complicaƟons. Prior to consenƟng to treatment, you should 
carefully consider the anƟcipated benefits, commonly known risks and complicaƟons of the recommended 
procedure, alternaƟve treatments or the opƟon of no treatment. 

 It is very important that you provide your denƟst with an accurate medical history before, during and aŌer 
treatment. It is equally important that you follow your denƟst’s advice and recommendaƟons regarding 
medicaƟon, pre and post treatment instrucƟons, referrals to other denƟsts or specialists, and return for scheduled 
follow up appointments. If you fail to follow the advice of your denƟst, you may increase the chances of a poor 
outcome. Please read the items below and sign at the boƩom of the form. Do not sign this form or agree to 
treatment unƟl you have read, understood and accepted each item carefully. Be certain your denƟst has 
addressed all of your concerns to your saƟsfacƟon before commencing treatment.  

During your course of treatment the following care may be provided to you:  

 EXAMINATIONS AND X-RAYS  Radiographs are required to complete your examinaƟon, diagnosis and treatment 
plan. A periodic examinaƟon will be provided by the denƟst at all rouƟne cleanings to evaluate your teeth for 
decay, gum disease, oral cancer and overall health. The denƟst will read and diagnosis any x-rays taken 

 DENTAL PROPHYLAXIS (CLEANING)   A rouƟne dental prophylaxis involves the removal of plaque and calculus 
above the gum line and will not address gum infecƟons below the gum line called periodontal disease. Some 
bleeding aŌer a cleaning can occur, however, should it persist and if it is severe in nature the office should be 
contacted.  

 PERIODONTAL TREATMENT   Periodontal disease is an infecƟon causing gum inflammaƟon and/or bone loss 
that can lead to tooth loss. At Ɵmes when a rouƟne cleaning is scheduled, the dental hygienist and denƟst may 
discover periodontal disease is present in all or certain areas of your mouth. If you present with an infecƟon 
during your rouƟne cleaning appointment it may be necessary for more extensive treatment to be performed. The 
dental hygienist will stop the rouƟne cleaning and explain to you alternaƟve treatment plans including nonsurgical 
cleaning below the gum line, placement of an anƟbioƟc below the gum line or a gross debridement (two part 
cleaning). If further treatment such as gum surgery and/or extracƟons are necessary, a comprehensive periodontal 
exam will be referred to periodonƟst specialist. The success of any periodontal treatment depends in part on your 
efforts to brush and floss daily, receive regular cleanings as directed, follow a healthy diet, avoid tobacco products 
and follow any other recommendaƟons. Some bleeding aŌer deep cleanings or scaling under the gum line can 
occur, however, should it persist and if it is severe in nature the office should be contacted. Untreated periodontal 
disease may have a future adverse effect on the long-term success of dental restoraƟon work.  

 RESTORATIONS (FILLINGS) A more extensive restoraƟon than originally diagnosed may be required due to 
addiƟonal decay or unsupported tooth structure that can only be found during preparaƟon of the tooth. This may 
lead to root canal, crown or both. SensiƟvity is a common aŌereffect of a newly placed filling. Occasionally aŌer 
receiving a filling, it may feel high and you may need to return to have the bite adjusted.  

 

FreeText
11



 CROWNS, BRIDGES and VENEERS It is not always possible to match the color of natural teeth exactly with 
arƟficial teeth. A temporary crown will be made aŌer the iniƟal preparaƟon appointment. Temporary crowns may 
come off and you should be careful chewing on them unƟl the permanent crowns are delivered. If a temporary 
crown should fall off call the office immediately. The final opportunity to make changes on crowns, bridges or 
veneers (including shape, fit, size, placement and color) will be done before permanent cementaƟon. In some 
cases, crowns, bridges and veneer procedures may result in the need for future root canal treatment, which 
cannot always be predicted or anƟcipated. AŌer a crown, bridge or veneer is permanently cemented someƟmes 
your bite may feel high and you may need to return to have the bite adjusted or fixed. ModificaƟon of daily 
cleaning procedures may be required and if so, will be explained to you by your provider.  

 TEMPOROMANDIBULAR JOINT DYSFUNCTION (TMD) Symptoms of popping, clicking, locking and pain can 
intensify or develop in the joint of the lower jaw (near the ear) subsequent to rouƟne dental treatment when the 
mouth is held in the open posiƟon. However, symptoms of TMD associated with dental treatment are usually 
temporary in nature and well tolerated by most paƟents. If a need for treatment should arise, you will be referred 
to a specialist, the cost of which is your responsibility. 

Changes in Treatment Plan 

 I understand that during treatment it may be necessary to change or add procedures because of condiƟons found 
while working on the teeth that were not discovered during examinaƟon. The most common being root canal 
therapy following rouƟne restoraƟve procedures. I give my permission to the denƟst to make any/all changes and 
addiƟons as necessary.  

Allergies/MedicaƟon 

 I have informed the denƟst of any known allergies I may have. I understand that anƟbioƟcs, analgesics and other 
medicaƟons can cause allergic reacƟons causing redness and swelling of Ɵssues; pain, itching, vomiƟng and/or 
anaphylacƟc shock (severe allergic reacƟon). They may cause drowsiness, lack of awareness and coordinaƟon 
which can be increased by the use of alcohol or other drugs. I understand and fully agree not to operate any 
vehicle or hazardous device for at least 12 hours or unƟl fully recovered from the effects of the anestheƟc or 
medicaƟon that may have been given to me in the office for my care. I understand that failure to take medicaƟons 
prescribed to me as directed may offer risks of conƟnued or aggravated infecƟon, pain or a negaƟve result on the 
outcome of my treatment. I understand that anƟbioƟcs can reduce the effecƟveness of oral contracepƟves (birth 
control pills).  

Consent   

 I have read each paragraph above and consent to recommended treatment as needed. I understand the 
anƟcipated benefits and commonly known risks and complicaƟons of each procedure.  

 

_____________________________________________________________________________________________
PaƟent Name  

 

PaƟent or Parent/Legal Guardian Signature     Date 
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CANCELLATION/LATE POLICY and FINANCIAL POLICY STATEMENT 

CANCELLATION/LATE POLICY: 

Your appointment Ɵme is reserved especially for you and your care.  When a paƟent does not show up for a 
scheduled appointment, another paƟent loses an opportunity to be seen.  We understand that unplanned issues 
can come up and you may need to cancel an appointment.  If you need to cancel or reschedule your 
appointment, we request that you let us know at least twenty-four (24) hours in advance, so that we can make 
the Ɵme available to another paƟent. 

PaƟents who do not show for their scheduled appointment or who cancel with less than 24 hours noƟce will be 
charged $25.00 for the missed visit.   

PaƟents who arrive for their appointments more than 15 minutes late may have to be rescheduled.  If you need 
to be rescheduled because of being late, you may be charged a fee of $25. 

Thank you for understanding and for being a valued paƟent.   

I have read and understand Six Forks Family DenƟstry’s CancellaƟon Policy. 

________ PATIENT INITIALS     

 

FINANCIAL POLICY STATEMENT: 

We bill insurance carriers solely as a courtesy to you.  You are responsible for the enƟre bill regardless if insurance 
is in effect or not.  If your insurance carrier does not remit payment within 60 days, the balance will be due in full 
from you.  In the event that your insurance company requests a refund of payments, you will be responsible for 
the amount of money refunded to your insurance.  It is your responsibility to know your insurance benefits and to 
provide us with the necessary and correct informaƟon to file your claim.  If your insurance changes we must be 
noƟfied of the change, and you must invesƟgate with your carrier as to whether or not you will be able to have 
treatment in our office.  There are numerous plans available under the same carrier and it is impossible to know 
the details of every plan.  Every effort will be made to help you through this process, but it is ulƟmately your 
responsibility to know your plan details. I understand my responsibility for the payment of my account 

I have read and understand the Financial Policy Statement.   

________PATIENT INITIALS   

 

Printed Name:_______________________________________________________________________________ 

Signed: _________________________________________________________Date: ______________________ 
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