
All Aspects Dental Group Patient Registration 

First name_________________________ Last name__________________________ Middle Initial______ 

Preferred name____________________     Patient is:  Policy Holder ¨ Responsible Party ¨ 

Address________________________________________ __________________________________ 

City_______________________   State/Zip____________/__________ Best time/place to reach you: _______________________________ 

Home Phone (_____) ______­________ Work Phone (_____) ______­_________ Cellular (_____) ______­___________ 

Sex:  Male ¨ Female ¨ Marital Status:  Married ¨ Single ¨ Divorced ¨ Separated ¨ Widowed ¨ 

Birth Date: ______________ Age: _______   Soc. Sec: ________________________ Driver Lic. _____________________________________ 

E­mail: ________________________________________    I would like to receive correspondence via E­mail ¨ 

Employer _________________________________ Employer Address_________________________________________________________ 

Employment Status: Full time ¨ Part time ¨ Retired ¨ Student Status: Full time ¨ Part time ¨ 

Spouse Name _____________________________________ Birth date: ____________________Soc.Sec.____________________________ 

Spouse Employer: __________________________ Preferred Dentist: _____________________ Preferred Hyg.________________________ 

Preferred Pharmacy: _____________________ whom may we thank for referring you? ___________________________________________ 

Responsible party (If someone other than patient) First Name: ____________________ Last Name: ______________________________ 

Address: ________________________________________________ City____________________ State/Zip: _______/_________ 

Home Phone: (____) _____­ ___________ Work Phone: (_____) ______­ ___________ Cellular: (____) ______­ ______________ 

Employer: _____________________________ Employer Address: ____________________________________________________________ 

Responsible party is also a Policy Holder for Patient ¨ Primary Insurance Holder ¨ Secondary Insurance Holder ¨ 

Primary Insurance Information Name of Insured: ________________________________ Soc.Sec._________________________________ 

Relationship to Insured:   Self ¨ Spouse ¨ Child ¨ Other ¨ Insured Birth Date: _________________ Group # ________________ 

Employer: ____________________________________   Insurance Company: ________________________Carrier ID __________________ 

Address: _____________________________________ Address: ____________________________________________ 

City/State/Zip: _________________________________ City/State/Zip: ___________________________ _____________ 

Secondary Insurance Information Name of Insured: ________________________________ Soc.Sec._________________________________ 

Relationship to Insured:   Self ¨ Spouse ¨ Child ¨ Other ¨ Insured Birth Date: _________________ Group # ________________ 

Employer: ____________________________________   Insurance Company: ________________________Carrier ID __________________ 

Address: _____________________________________    Address: ____________________________________________ 

City/State/Zip: _________________________________ City/State/Zip: ___________________________ _____________ 

I Authorize Release of Information to the above named Insurance Company X_________________________________________________ 

I hereby assign Insurance benefits to the attending Dentist X_______________________________________    Date: __________________



All Aspects Dental Group Patient Medical History 

Are you under a physician’s care now?  ¨ Yes  ¨ No 

If yes, please explain: _________________________________________________ 

Have you ever been hospitalized or had a major operation?  ¨ Yes  ¨  No 

If yes, please explain: _________________________________ 

Have you ever had a serious head or neck injury?  ¨ Yes  ¨ No 

If yes, please explain: ________________________________________ 

Are you taking any medications, pills, or drugs?  ¨ Yes  ¨ No 

If yes, please explain: _________________________________________ 

Do you take, or have you taken, Phen­Fen or Redux?  ¨ Yes  ¨ No 

Are you on a special diet?  ¨ Yes  ¨ No 

If yes, please explain: ________________________________________ 

Do you use tobacco?  ¨ Yes  ¨ No 

Do you use controlled substances?  ¨ Yes  ¨ No 

Women:  Are you  ¨ Pregnant/Trying to get pregnant?  ¨ Taking oral contraceptives?  ¨ Nursing? 

Are you allergic to any of the following? 

¨ Aspirin  ¨ Penicillin  ¨ Codeine  ¨  Acrylic  ¨ Metal  ¨ Latex  ¨ Local Anesthetics  ¨ Other 

If other, please explain: 
__________________________________________________________________________________________ 

Do you have, or have you had, any of the following? 

¨ AIDS/HIV Positive  ¨ Cold Sores/Fever Blisters  ¨ Glaucoma  ¨ Leukemia  ¨ Sickle Cell Disease 

¨ Alzheimer’s disease  ¨ Congenital Heart Disorder  ¨ Hay Fever  ¨ Liver Disease  ¨ Sinus Trouble 

¨ Anaphylaxis  ¨ Convulsions  ¨ Heart Attack/Failure  ¨ Low Blood Pressure  ¨ Spina Bifida 

¨ Anemia  ¨ Cortisone Medicine  ¨ Heart Murmur  ¨ Lung Disease  ¨ Stomach/Intest. Disease 

¨ Angina  ¨ Diabetes  ¨ Heart Pace Maker  ¨ Mitral Valve Prolapse  ¨ Stroke 

¨ Arthritis/Gout  ¨ Drug Addiction  ¨ Heart Trouble/Disease  ¨ Pain in Jaw Joints  ¨ Swelling of Limbs 

¨ Artificial Joint  ¨ Easily Winded  ¨ Hemophilia  ¨ Parathyroid Disease  ¨ Thyroid Disease 

¨ Asthma  ¨ Emphysema  ¨ Hepatitis A  ¨ Psychiatric Care  ¨ Tonsillitis 

¨ Blood Disease  ¨ Epilepsy or Seizures  ¨ Hepatitis B or C  ¨ Radiation Treatments  ¨ Tuberculosis 

¨ Blood Transfusion  ¨ Excessive Bleeding  ¨ Herpes  ¨ Recent Weight Loss  ¨ Tumors or Growths 

¨ Breathing Problem  ¨ Excessive Thirst  ¨ High Blood Pressure  ¨ Renal Dialysis  ¨ Ulcers 

¨ Bruise Easily  ¨ Fainting Spells/Dizziness  ¨ Hives or Rash  ¨ Rheumatic Fever  ¨ Venereal Disease 

¨ Cancer  ¨ Frequent Cough/Diarrhea  ¨ Hypoglycemia  ¨ Rheumatism  ¨ Yellow Jaundice 

¨ Chemotherapy  ¨ Frequent Headaches  ¨ Irregular Heartbeat  ¨ Scarlet Fever 

¨ Chest Pains  ¨ Genital Herpes  ¨ Kidney Problems  ¨ Shingles 

Have you ever had any serious illness not listed above?  ¨ Yes  ¨ No  If Yes, please explain: 
___________________________________ 

*To the Best of my Knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information 
can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status* 

Signature of Patient, Parent, or Guardian_________________________________________________Date________________________



All Aspects Dental Group Questionnaire 

*To be completed at every appointment 

Please initial after every question 

1)  Is there anything that you would like to speak to the doctors about today? Yes _____ No ______ 
If yes, please 
explain_______________________________________________________________________ 

Initials _____ 

2)  Are there any changes with your Insurance (if applicable)? Yes ______ No _______ 
If yes, please describe 
_____________________________________________________________________ 
*Failure to notify any changes will make you responsible for full charges for today’s procedures. 

Initials 

______ 

3)  Do you want to change anything with you smile? Yes _____ No _______ 
If yes, please check what you would like to change: 

A) Color _________ 
B) Position ________ 
C) Missing Teeth _______ 
D) Other (please describe) ________________________________________________ 

4)   Our office Policy is that any appointments that are not cancelled at least 24 hours in advance will be 
charged $25.00 per hour scheduled.  Initials _______ 

5)   In any litigation that All Aspects Dental Group is required to file to collect its fees due for services 
rendered or for any other reason that litigation is initiated or defended, All Aspects Dental Group shall 
be entitled to recover from the Patient or Guardian/Provider for Minors reasonable attorney’s fees, 
costs, and expenses.  Initials________ 

6)   We are an AMALGAM FREE dental practice. We ONLY use composite fillings. Your insurance may or 
may not cover this type of filling. The patient is responsible for any charges your insurance DOES 
NOT cover.  Initials ________ 

*Comments:_____________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
_______________________________________________________________________________ 

Signature ________________________________________________ Date _________________________ 

Print Name __________________________________________



All Aspects Dental Group Permission Form 

Do we have your permission to: 

Send a recall appointment reminder to your home?  Yes ________ No ________ 

Leave the following information on your home answering machine/voice mail: 

Appointment Information  Yes _____  No ______ 
Billing Information  Yes _____ No ______ 
Dental/Medical Information  Yes _____ No_______ 

Leave the following information on your work answering machine/voice mail: 

Appointment Information  Yes _____  No ______ 
Billing Information  Yes _____ No ______ 
Dental/Medical Information  Yes _____ No_______ 

I give permission to share appointment information with the person named below: 
Name: ___________________________________________________________ 

I give permission to share dental/medical information with the person named below: 
Name: ___________________________________________________________ 

I give permission to share billing information with the person named below: 
Name: ___________________________________________________________ 

Signature of Patient _______________________________________________ 

Date _____________________ 

How did you find out about our office? 

Yellow Pages ______, if yes, which one _________________________________ 
Advertisement ______, if yes, which one ________________________________ 
Person ______, if yes, who ___________________________________________




