
DENTAL REGISTRATION AND HISTORY
PATIENT INFORMATION

Sex !M UF Age 

-

Birlhdale

Spouse's Employer_
Whom may we thank lor refening you?

Lasl Name

First Name Middle lnilial

zip

City

Date

SS#

State

Employer/School Phone ( )

Employer/School Address

Occupation

Patient Employer/School

E Single ! Minor

E Parhered for 

- 

years

SS/Hlc/Pati€nt lD #

Patient Name

Address

E-mail

Spouse's Name

Binhdate

n Manied ! Widowed

n Separaled ! Divorced

DENTAL INSURANCE

Group #

ls pati€nt covered by additional insurance? ! Y€s ! No

Subscribe/s Name

ASSIGN ENT At{D BELEASE
lcertily thal I, an(Uor my dependenl(s). have insuGnce coverage wilh

any, otheNise payable to me tor services rendered. I und€rstanal thal I am
financially responsible lorallcharges whelher or nol pald by insurance. I aulhorize
lhe us€ ol my signaturo on all insurance submrssrons.

The abow-named dentist may us€ my h€allh car€ intormation and may disclos€
such inlormation to the abov€-narhed lnsu6nce C,ompany(i€s) and lheir agents
lor th6 purpose ol obtaaning paymenl lor services and dete.mining insuEnce
benelits or the benefts payab{s ,or relat€d services. Thas consent wall 6nd when
my currenl treatmenl plan is cohpletgd ot one yeaa lrom tho date signed b€low.

Signalure ot Pationl, Fhrent, Guadian or Psrsonal Represonlalav€

Please pdnt name of Pati6nl, Parenl, Guardian or P€rsonal Represenlalive

Name ol lnsurance Company(ies)

Relationship to PalientOate

all insuranca bonelits, il

Who is responsible for this acrount?

Group #

and assign direclly to

Birthdate SS#

Relationship to Patient

lnsurance Co.

Relationship to Patient

lnsurance Co.

J Fpnoxe NUMBERS

Best time and place to reach you _

lN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your household.)

Cell Phone ( )Ext

Home Phone (_)
Name Belationship

Spousebwork ( )

work Phone (_)

Home (_)

DENTAL HISTORY
Burning sonsation on longue

Chew on one side ol mouth

Cigarette, pip€, or cigar smoking

Clicking or popping iaw
Dry mouih

Fingamail biting

Food collec'tion b€tv{een lh€ t6€ih

Foreign obiects

Grinding teeth

Gums svollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose leeth or broken lillings

Mouth brealhing

Moutl pain, brushing

Orthodontic treatmenl

Pain around ear

Periodontal treatment

S€nsitivity to cold

S€nsitivity to hoat

Sensitivity to $ reets

Sensitivity when biling

Sores or growths in your mouth

I Yes

E Y6s

E Yes

L Yes

E Yes

E Yss

tl Y6s

flYes
I Yes

flYes
E Yes

I Yes

E Yes

!No
!No
ENo
nNo
!No
nNo
[]No
nNo
!No
ENo
!No
nNo
nNo

n Y€s

n Yes

E Yes

E Yes

E Yes

n Yes

fl Yes

flYes
n Yes

n Yes

Reason for today's visit

How often do you lloss?

City/State

Place a mark on 'yes" or 'no" to indicate if you

nNo
!No
nNo
ENo
nNo

E Yes fl No

! Yes ENo
! Yes nNo

hai/e had any ol the ficllowing

Bad breath

Bleeding gums

BlisteG on lips or moulh

!No
nNo
!No
ENo
nNo

(V66.O2SSSoa) -ovER- *2055a -@2004 MedrcalAns Prest 1-8@-32&2179

( )

Date of lasl dental X-rays

How often do you brush? 

-

Former Oentjst _

Dale of last dental visil _



HEALTH HISTORY
\7
Physician's Name

Place a mark on ryes' or "no" to indicate it you have had any of the tollowing:

AIDS/HIV nYes E No Epilepsy nYes
Anemia E Yes n No Fainting or dizziness n Yes

Date ol last visit

Have you ever taken any of the group ot drugs cllleclively refened to as "r€n-phen?"These include combinations of lonimin, Adipex, Fastin (brand

names of pheniermine), Pondimin (fenfluramine) and Redux (dexienlluramine). EYes I No

Arthritis, Rheurnatism

Artificial H€art Valws

Artificia, Joinb
As rma

Back Probloms

Ble€ding abnormally, wiih
exlracliofls or surgory

Blood Ois€ase

Cancar

Chemical D€pendency

Chemotherapy

Circulatory Prouems

Congenital Heart Lssions

Cortisons Trealrnents

Cough, porsistent or bloody

Diabetss

Emptrysama

! Yes

! Yes

! Yes

n Yes

E Yes

! Yes

! Yes

n Yes

! Yes

! Yes

! Yes

! Yes

! Yes

I Y€s

! Yes

E Yes

!No
!No
lNo
UNo
ENo
!No

! Y€s ENo
n Y6s ENo
E Yes lNo
E Yes ENo
EYes ENo
EYes ENo
E Yes !No
! Yes ENo
! Yes UNo
n Yes UNo
!Y6s No

n Y€s ENo
! Yes ENo
n Y6s ENo

!No
!No
ENo

!No
!No
!No
ENo
!No
nNo
!No
!No
!No
ENo

nNo

Glaucoma

Headaches

Heart Murmur

Heart Problems

Hepatitis Type _
Herpes

High Blood Pressure

Jaundice

Jaw Pain

Kidney Disease

Liver Disease

Low Blood Pressure

MitralValve Prolapse

Nervous Problems

Pacemaker

Psychiatrac Care

Radiation Treatment

E Yes

! Y€s

! Yes

nNo
ENo
!No
ENo
ENo
!No
!No
!No
DNo
INo
nNo
nNo
!No
nNo
nNo
!No
nNo
fl No

!No

! Yes

! Y€s

! Yes

! Yes

! Yes

E YeS

! Yes

fl Yes

! Yes

n Y6s

! Yes

E Yes

! Yes

! Yes

Respiratory Disease

Rheumatic Fever

Scarlet Fever

Shortness ol Breath

Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles

Swollen Neck Glands

Thyroid Problems

Tonsillitis

Tuberculosis

Tumor or growth on head or
neck

Ulcer

Venereal Disease

Weighl Loss, unexplained

n Yss

E YeS

! Yes

Do you wear contacl lenses? n Yes

lYorn€n:

Are you pregnanP E Yes E No

Taking birth control pills? E Yes ENo
Due date- Are you nursing? nYes n No

MEDICATIONS ALLERGIES
Ust any medications you are currently taking and the conelating diagno-
sis:

Pharmacy Name

Phone ( )-

n Aspirin

E Barbiturales (Sleeping pills)

! Codeine

n lodine

! tatex

n Local Anesthetic

n Penicillin

E Sulfa

fl olher-

(r, UPDATES 1ro t" fitled in at future appointments)

Has there been any change in your health since your last dental appointment? E Yes ! No

Has lhere been any change in your health since your lasl dental appointm€nt? E Yes ! No

For what conditions?

Are )rou taklng arry nsv m€dications?_ ll so, whst?

Date

For whal conditions?

DatePatient's Signature

Doclo/s Signature

Patient's Signature

Doctor's Signature

Are you taking any new medicalions?_ lf so, what?



DR. FRED CURCIO

57 MOUNTVERNON STREET

RIDGEFIELD PARK, NJ 07660

(201)44S5533

OFFICE POLICY

Due to the amount of time restorative procedures take, we will require a NON-REFUNDABLE

deposit of $250. This deposit will be credited toward the cost of dental services rendered on the

day of the appointment. We will retain the deposit only if the appointment is not cancelled within

48 hours.

Print Name Date:

Signature



AUTHORIZATION TO CHARGE CREDIT/DEBIT CARI)

I, . GTVE PERMISSION FOR DR.
CURCIO TO CHARGE TIIE REMAINING BALANCE AFTER INSURANCE PAYMENT IF
I DO NOT REMIT PAYMENT WITHIN 45 DAYS. I UNDERSTAND THAT I AM
RESPONSIBLE FOR ALL CHARGES REGARDLESS OF TTIE OUTCOME OF MY
INSURANCE CLAIM.

CARD # CW

EXP. DATE ZIP CODE

SIGNATURE

PLEASE BE A,DWSED OF OAR OFFICE POLICIES:

. WE ASK FOR A 24 HOUR NOTICE OF CANCELLATION TO AVOID A BROKEN

APPONTMENT FEE ofS100 FOR THE FIRST HOUR AND $50 EVERY OTI{ER

HALF AN HOUR RESERVED FORYOU.
o PAYMENTS PAST 45 DAYS ARE SUBJECT TO A 1.5% MONTHLY CIIARGE.

r ALLACCOUNTS SENTTO COLLECTIONS WILLINCURANADMINISTRATIVE
FEE OF $75.

r TIIERE WILL BE A $ I .00 CHARGE FOR ALL NON-INSURANCE BILLING.
o I REALZE THAT FAILURE TO KEEP THIS ACCOTNT CURRENT MAY RES1JLT

IN THE OFFICE BEING TJNABLE TO PROVIDE ADDITIONAL SERVICES

EXCEPT FOR EMERGENCIES.

SIGNATURE



HIPAA Q6mpliance Patient Consent Form

Our Notice ofPrivacy Prsstic€E !trovides informEtion sbout hov we may us€ or disclose proteoted health information.
ftc noticc contains a patient'! rithts lcction dcscribing your rights undcr tho law. You asclrtain lhtt by your siEtatu.c thai you
have reviewcd our notice before signing this conscnt
The trrms ofths noticc E y ch8trge, ifso, you will b€ ootified at your qcxt visit !o updste your sigtrshE/date.
You hav€ tlc dght to rcstrict how your Fotectcd h€alth iDformation is uscd and di6clGad for hestmcnt, pslmcnt or hcalthcarc
op€rstioDs. We aro not required to sgrs€ qrith thie restriction; but if we do, we shsll hoflor this agreemenl The HIPAA (Health
Itrsur&ce PortEbility Etrd Acaounebility Act of 1996) lEw allows fol thc use ofthc inform8tion for treatsncn! paymen! or
hesthcarr opcrations.

By sigaiag this fom, you coDs€nt to our use 8t!d disclosur€ ofyour protected healthgare i[form8lion End potentially anonymous
usqgc itr a publicalio[. You have the right to rcvokc thi6 corse itr writing, 8igned by you, Howevar, such e rcvocation will Dot
be r€troectiv!.

By signing this forE, I utrdcntaad ftat:
. hotrcted hcslth informatioo may bc discloscd or us€d for bestncnt, paymcrt or healthc$c opcrations.
. Tho practic. rcs(rvos tbc light to chary€ th€ privacy policy as rllowed by law.
. Thc pmcticc has thc right to restrict fte usc oflhe information but lhe practice does not have to a8rce to thosc

restsictio[s.
. Thc pati€nt hrs &€ dght to rcvoke thir mlscnt h pdtilg at any tiDe and atl ftll disclosurs will the! cease.
. Thc practic€ may cotrditiol rcc€ipt oftlslment upon cxccution oftlris conscnt.

May we phoao, eaail, or serd e text to you to c!trfirm appoinhe[ts?

May wc l€avc a mcssage on your an$wering machine 8t home or on your ccll phonc?

May wc discurs your mcdical condition with any mcmbor ofyour family?

If YES, plla6c mmc the members allowed:

YES

YES

YES

NO

NO

NO

This conscnt was sigDcd by:
(PRINT NAME PLEASE)

Signature: Date:

Witnessi Date

for rto orly!

Prtt..t r.rfor.d t rl;r flo fullo;lr! 3l:ctr.t rcG. t?.llllt d tlc ,.ll.r1 ,r.r .llrlra tG
.olr.rl.d!r.rl:

otllcG PGtr.n!cl (31!!.trrG) Offl cG PGrtoDrGl (Frlrt)

D.lG:

YOU ARE ENIITLED TO A COPY OF TIIIS CONSENT AFTER YOU SIGN IT


