
Pa�ent 
Name:

Date of Birth: Date:

Do you have or have you had any of the 
following? PLEASE CHECK IF YES

AIDS/HIV POSITIVE 

ANAPHYLAXIS 

ANEMIA 

ARTIFICIAL HEART VALVE 

ARTIFICIAL JOINT 

ASTHMA 

BLOOD PROBLEMS 

BREATHING PROBLEMS 

CANCER 

CHEMOTHERAPY 

CHEST PAIN/ANGINA 

CONGENITAL HEART DISORDER 

DIABETES 

DRUG ADDICTION 

EPILEPSY OR SEIZURES 

FAINTING SPELLS/DIZZINESS 

HEART ATTACK/FAILURE 

PACEMAKER 

HEART DISEASE 

HEPATITIS A, B OR C 

HERPES 

HIGH BLOOD PRESSURE 

HIGH CHOLESTEROL 

HYPOGLYCEMIA 

KIDNEY DIALYSIS 

KIDNEY PROBLEMS 

LEUKEMIA

LIVER DISEASE 

LUNG DISEASE 

OSTEOPOROSIS 

PAIN IN JAW JOINT 

RADIATION TXT. 

RHEUMATISM 

SHINGLES 

SICKLE CELL DISEASE 

SINUS TROUBLE 

SERIOUS HEAD/NECK INJURY 

STOMACH PROBLEMS 

STROKE 

TUBERCULOSIS 

TUMORS/GROWTH 

ULCERS 

OTHER MEDICAL CONCERNS:

PENICILLIN 
CODEINE 
LOCAL ANESTHETICS 
METAL 
LATEX 
SULFA DRUGS 
OTHER

HAVE YOU TAKEN FOSAMAX, 
BONIVA, ACTONOL, XGEVA, 
or PROLIA? 
IF YES, WHICH ONES?

DO YOU WANT NITROUS OXIDE (LAUGHING 
GAS)?     YES                          NO

ARE YOU PREGNANT?   YES                    NO

ARE YOU TAKING ANY MEDICATIONS? 
                   YES                          NO

ARE YOU UNDER THE CARE OF A PHYSICIAN? 
                   YES                          NO 
IF SO, WHY?

PLEASE LIST ALL MEDICATIONS YOU TAKE:

ARE YOU ALLERGIC TO THE FOLLOWING?

PHYSICIAN NAME & PHONE #:

MEDICAL HISTORY

SIGNED DATE

(PLEASE PRINT)
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ARE YOU NURSING?        YES                    NO

Pa�ent, Parent or Guardian



PATIENT INFORMATION

RESPONSIBLE PARTY INFORMATION

DENTAL INSURANCE INFORMATION (PRIMARY)

RELEASE SIGNATURE FOR DENTAL BENEFITS:

METHOD OF PAYMENT:  Cash, Check, Major Credit Cards, or Care Credit

INSURANCE PATIENTS ONLY:

Payment is due in full at each appointment.

I have read and understand I am responsible for all costs of dental treatments.

As a courtesy to our pa�ents, we will file your insurance, but you are responsible for all costs. 
Accounts must be cleared within 30 days!

I hereby authorize payment directly to Bivona Family Dental of the group benefits otherwise payable to me.

* I understand that there is a $50.00 per hour charge on cancella�ons without a 4 hour no�ce. I also understand that 
treatment  

The par�es hereto, whether maker, surely or endorser, waive all rights of exemp�ons which they have under the Cons�tu�on and laws of this 
state, or any other state, or of the United States and agree to pay all reasonable costs of collec�on including an a�orney’s fee, and court costs, 
and the unpaid balance shall bear a monthly service charge at the rate of 1.5% per month, 18% per annum.
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Name:

Name:

Pa�ent:

Pa�ent’s Signature:

Name of Insured:

Marital Status:

Rela�onship:

Insured:

Date:

Rela�onship:

Contract Number:

Sex:   M  /  F

DATE

Address:

Address:

Name & Address of Insurance Company:

D.O.B.:

D.O.B.:

Group Number:

(Work:)

SSN:

SSN:

City:

City:

Phone (Home):

Phone (Home):

D.O.B. of Insured:

Place of Employment:

Place of Employment:

Employer:

Email:

SSN: Driver’s License:

Who may we thank for referring you to our office?

State:

State:

(Cell):

(Cell):

Zip:

Zip:



No�ce to Pa�ent: 
 
We are required to provide you with a copy of our No�ce of Privacy Prac�ces which states how we may use and/or disclose 
your health informa�on. Please sign this form to acknowledge receipt of the No�ce. You may refuse to sign this 
acknowledgment, if you wish.

I acknowledge that I have received a copy of this office’s No�ce of Privacy Prac�ces.

We have made every effort to obtain wri�en acknowledgment of receipt of our No�ce of Privacy from 
this pa�ent but it could not be obtained because

The pa�ent refused to sign

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

FOR OFFICE USE ONLY

Please enter your name here.

Sign here once forms are printed out.

Date

DateEmployee signature

Due to an emergency situa�on it was not possible to obtain an acknowledgment 

We weren’t able to communicate with the pa�ent

Other (Please provide specific details)

HIPAA Acknowledgement of Receipt of the No�ce of Privacy Prac�ces 
This form does not cons�tute legal advice and covers only federal not state law.
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