
Collins Street Dental Health History and

strictly confidential and wilt not be released to anyone.'Thank you fir takhg the time to completety fiil out this questionnaire.
nE^'T^'Ulc'^6

and Registration
PATIENT

PATIENT'S NA[,1E

Soc. Sec. #

Last First [4iddle liilial _ Nickname _ SEX: [I F

lf Patient is a Minor, give parent's or Guardianls Name

BIRTHDATE

TODAY'S DATE

\4.h0 l\/ay We lhank for Referring You to our Otfice?

RESPONSIBffi ra,{'@4=6ry}rl#atr"rawffi EE,&ffiSalsiEli

NAME Last First Middle Initial MARITAL STATUS
RESIDENCE STeeI Apt # City

City

State ?i^
MAlLlNc ADDRESS Streer State Zio
HOW tONG AT THIS ADDRESS

WORK PHONE

HOME PHONE' CELL PHONE

EMAIL

PREVIOUS ADDRESS (if tess rhan 3 yrs.)

SOCIAL SECURITY #

Street City state .- zip How Long_
BIRTHDATE .--_-- DRIVER'S LIQENSE # RELATION TO PATIENT

NO. YEARS EIVPLOYED

RESPONSIBLE PARTY'S SPOUSE
NAME

tASi

E[/PLOYER .

SOC, SEC, #

HOI\4E PH,

OCCUPATION / \
ilO YKS Eil4OYEO

BIRTHDATE :--------------
CELL PH,

-

E.MAIL 
.i 

.
WORK PH

EMERGENCY INFORMATTON: RELATTVE NOT LtVtNG W|TH yOU.

NAlr,lE RETAIIONSHI P

ADDRESS

HOME PH.

WORH PH.

CIry, STATE-...-

CEIL PH

DENTAL TNSURANCE TNFORMATTON (primary Carrier)
Insured's Name

lnsurance Co E-t\,'lAlL

lnsurance Co Address

Insured's Employer

lnsured's Soc. Sec. # Group f Local #

l, you have double denlal lnsurance coverage, complete thls for ths second coverage.

Insured's Name

lnsurance Co. E.MAIL

lnsurance Co. Address

Insured's Employer

lnsured's Soc. Sec. # Grouo f Local,

DENTAL HISTORY YES NO MEDICAL HISTORY
HOW LONG SINCE you have see4 a denlist?

Last C0l,,,lPLETE Dentat Exam, Date:

Last FULL MoUTH X,RAYS, oATE: ti6 smail r

Do you have any CURRENI HEALTH pROBLEi/S? n n
Are you under a PHYStCIAN'S CARE now? n n

Are you having PRoBLEMS now? n n wn*at MEDICATI0NS are you currenuy trkino?
WTIAT?

Haye you ever taken Fen-Phen/Redui?
ls your present dental health p00R? n n ATe vou PREGNANI?
Do you wear OENTURES? (Partials or Fult) n--fr Do you use cioars/cioarettes. Diori o't chewino
Are you UNHAPPY with your dentures? n T'l
Would you lite to know more about pERMANENT REPLACEMENT? nn ,. yra ,o 

,..rrr,,rr rrnrun ruu HAVE HAU,EuttfftESENTLy HAVE: 
yEs NoAIDS/HIVPos. n h Fainting n n psychiatriccare {.1rjAnaphylaxis Lt L:l Food ailergies u n Rapid weightgain/loss r-t r-lAnemia n n Glaucoma n n Radiationtreatment LlrlArthritis (Rheumatism) r: n Headaches n n nespiratony oiieale n t]A(iflcial Heart Valves n n Heart murmur n n Rheumatic/scarlet fever r nArtificialjoints LI U Heartproblemslpleaseoescrioel tr U shingles rr l-lAsthma n n

Atopic (Allergy prone) ; ir Henropirla reo^.,rrmrrrorg) n n 
shortness of breath 

:] 3Eack Problems n n Herpes -' n n Spina Bilida il n
Blood Disease n n Hepatitis u rr Stroke o L:lCancer n n High blood pressure n o Surgical implant n DChemicaldependency Ru Jawpain ;n swellingoffeetorankles ilrIChemotheropy n Ll Kidney disease or malfunction it D Thyroid disease or malfunction n []Circulatoryproblems n o. Liverdisease 1 n Tobaccohabit , l_tCortisonetrealments n .n... Materialallergies i: n Tonsillilis Ll t-]Cough (pereisteni) L] n (btet, woot, merat, chemicals) Tuberculosis n r.t
Cough up blood U Oi l\4itral valve prolapse R n Ulcer/Colitis il DDiabeteg n a. Nervous problems n n Venereal disease n L]Epilepsy , E o Pacemaker/heartsurgery o c.t

ARE YOU ALLERGIC TO OR HAVE YbU REACTEO AOVERSELY O IIIY OT TXE FOLLOWING MEDICATIONS?Aspirin Local Anesthelie Erylhromycin Latex (balloons,
Nitrous oxide Codeine . penicillin gtoves, etc.)
Are you aware of being altergic to any other medications or substances?
lfyes, Iist:

ls lhere: any other Medicar or Deitit inromarion that you leer r shourd know abour?

PHONE -- E-MAIL
FAMILY PHYSICIAN

Are you APPREHENSIVE about dental treatment? n n
Have you had any PER|oDoNTAL (GUM) keatments? n n
Do your gums BLEED, or feet TENDER or tRRlrATEo? 

-n 

F
Are your teeth SENSITIVE to hot, cold, sweets, pressure? lcircre) l-1 T.1

Are you UNHAppy wilh rhe AppEARANCE ot yo; re;ht------F---F
AreyouawareofGR|ND|NGorCLENqH|NGyourteelh? n n
Do you have HEADACHES, EARACHEg, or NECK PAINS? n- n
Have you worn BRACES on your teeth (ORTHODONIICS)? n n
DoyouhaveD|SCoLoREDteeththatbotheryou? 

-n--nWould you lake your smite ro LOOK BETTER or OtrrEnEW --11--EDo you REGULARLY use DENTAL FLOSS? ---------=-E-

Name of Previous Dentist?

City Slate

How do you feel about your teeth?

Please RANK the following in the order in which they would
KEEP y0U FR0[4 having dental treatment.

FEAR of pain # LACK of concern #

COST of treatment # [/tSSlNG work time fl

Date: =--- DENTTST Signature
PATIENT Signature (parent of Chitd)



Collins Street Dental

Financial policy

we are dedicated to providing the best possible care and servioe to you ancl regard your r:onrpletc Lrnclerstanding ofyour finanoial responsibilities as anesscntial elementofyourotrrcandtreatment' Ilyouhavequestions,pleasedii"cussihemrvithourof'ficemanager. Unlessotheranangementsharetreen
made in advance' FIILL PAI'N'{.ENT IS DUE AT' TIME bF sER\;lcE. Some procedures require a dorvn paymenr 2 days prior ro rhe appointnrenr. For
1'our convenience we accept Cash, Master Card. visa. Dir"o*., und cu." credit.

Your insurance policy is a contract between 1'ou and your insurance company, the doctor is not involved. As a courtesy, wc \l,ill bill in<lemnitv

:,T:*"::,1':,::*'..*l':;l:i:::li,r::::11-,1/or;1;insuralceor<leductibteispayabreatthetimcorservice. Accountspasrduemorethanei)
;;; ;iliili,il;: ;fi,ilfi.Tl lilfrll.}'otlR INStTRANCE lS S'rRlcrLY AN EST|I,|.\TE tiNTtL pA\'}IEN't RECEIYED FROI| lNSlrRAN(.F

Appointmcnt l)olicr'.

SECTION A: PATIENT GIVING CoNsEN.T

Namc: Date ol'Biflh

Signature olPatient (or guardian)

X:

paticnts' if 1'ou are I 5 rn in utes Iate fbr your schedu lecl appoin tinen t" \vc .ra) r""i ,o ,.i.n.Jri. y;;l;; .*, r,., ar" and time.

we request that our patients cull our office at least 48 hours prior to their scheduled time to cancel an appointment. Appointments that arecancelled with less than 48 hours notice are considered a Broken Appointment and may be subject to a cancellation fee of up to $25.

X:

SECTION B: 1'O THE PA'IIENl'- PLEASE ITEAD THE FOI,LO\\'INC STATEMEN'TS CAREFT]LLY

Purpose of Consent: By either printing and signing this lbnn. or submitting this fbnr eleotronically. you consent to our use and disclosurc .f.1.ourprotected health inlirnnation to canl'out treatment. pa),ment activities. anclf,ealth care operations.

carefirllv ancl completely befbre signing this Consent.

we reser'e the right to change our pri'acy practiccs as described in our Notice ofl'ri'ac1; practiees. ll'rre change our privar:1, practices. rvc r.vill issue a

You rnal obtain a copl'ol'our Notice of'Prir"acy Practices. including any revisions ol'our Nbticc. at any tinre on this rvebsite or by,oontacting:

Contact: Office Manager
Telephone. 81 7 -524 -665 4 Fa,r: 8 r 7-6 I 7-5390 Ernai I : info. coll i nsstreetdental.com
Address: 4050 S Coltins Sr Sre #300, Arlington, Tx 760r4

insurance carrier(s). including Mcdicare. private insurance and any other hearthTnreclioal ptan. ro issue paymen,';;;[i;il;:,",r:Li i'li]i,J'r"",r, ,u.scrvices rcndoretl to rnlscll'and/or m1'dependents regardlcss ,,f ,nl' insr.arcc benolits. if:any. Ln,l.rsio,ld that I am responsible lbr any amount notcovered bv insurance.

Right to Revokc: You ha"'e the right to revoke this consent.at any time by sending rrritten notice tll'yrur rcrocation to the contact person listecl abo'e.
Also. rve nray declinc to treat ),ou or to continue treating you. il'1.oir revske this conse.t.

I.;;illj..1H:,il.l,]:l,;?.?:li[Ii.::."xfl;l:::l}*.*..:l':i::T:..ii[:,i,;]i.liJi.,,
health inlbnnation to carry out treatment. payment activitles in<i rlarth.ur. op.roiiunr.. 

.

f:il:,;:'1"';*|i:fi:T*l;X"n''''and 
appointment p.licv and agree to abide b1,irs terms. r arso untrerstand this poricy may be amentrctr

Narne olPatient (prinr)

Date



Collins Street Dental

'rHIS Norrc, DESCRIBEs How HEALTH INF.RM^ irorl:llir??:r:Tlltrlti:t8TS3tr,r.ro.uo 
AND How you cAN GEr ACcEss ro rHrs

rHEpRrvAcy"."t'rTi,?Xi;n",XJ3f,0l?tr_.lrriroo*ro*rro*

A-UA!EGAtDUTY
wc rrc ruquired'y appricabrc t'edcrar and state raw to maintain the privacy ofyoLrr heaith inf,

received befole wc mrde the cltreqrresr, tanges Berore we make a signiricant.r,rre.-i, 
"r''p.i;;;;,;il;, ;;';iii:;:ilffiIuffi,1"" ono rnaki the ne* Noti"e a,airabre upon

we useand,ri..rot"ffi
'l rcirlnrerrl: wc nr.y usc n.Ji*.rn.. yorrr healrh in[orn:.tion ,]: ,Y::lli'and heallhcare operarions. For examPle:

LiliHx;.v;J:lr,ffii^$: ;t:i*l-"-iy:iiil!l,r i{rlffj;}}il:::iff:[il: ifii::T;; 
din8 

'lrea'[ 
nen'( 

'[' v'u

o;#lHtr[lfffili:ff.^ff:ii{iiu::: *!illi[lHflJtr;il:;$l;:'"J]J'r"unr'ni'ng;,.n;il;;.;:;;'n...ra.. p"',r",,,,,..'.",[,ri,,*,,,.,,,
lrcalth informalion o, ,o dir"l.,ol 

to our use of your health infonnarion for rrealmenr, payme

l;U[t;rrj]':'.ffHlrili{ri{:.'T#rltril *:l"nris;rurfdt}il+lili;.:l*[ur'Jr;iiil:i[:,iTjjilHllTfri[::j:l,[,.l*y,,"

il*.iff,[;ili ii:xi: :::[::Tji:*fi'.'d:x#I"1T;xfli:f.:]?,fiT;[:j,T[::," ,nake reasonab,e inrcrences or your best inre,..t in ,ro*i,,s a perso,] ro

r.t:l:l;ixi:11: fi,:tfii:qljl;*at*1lm**:l:;^iiJT::,?;T:i**;::ulfi.ns w ,h.u, v.ur w* en au,horiza, .nAbusc or Ncglccl: we rnav tlisclose you, r,,"'rr,n iri"ilrrr,io"n',o opprnp.i,,," ortrroriti'..r'ii *Jreasoheibly berieve rhat you are

ii:lflrllilijitfl?iJili;:u:rf";::iui*:ff]**i;:,,r#'nfl:*H::r,::ffi::i:ffHH: w",."yi,.i.*,;:l;::;;i:, s u.n.r;w

Access: You lrave the risht lo^look at ur ,et copies of your health information, with rimited-exceptions. you ,ray request that we provide copies in a fornlat orher than

:,iiillli"''):i".i:lT::i::::,:1.::r;;ruJ';rliilii*:i;i,ii',1",:HilJ,, 
ril1fii$;=Tffii:l;1ff:i::.ffi-i".,,.T::[:I.,ffi;ilhorrr ior stall rire io locare and copy y"ri 

',""f,f, 
i"i-,r",i.r,,ro postage if you *ur, ,h" I

i$:i,ir,i'!:,fi[liJ:flif]:;*'illll"i[:1i,':JinJ,,,,.",HTi* liH f::i111.,lJ:#:-li#t :"f :;];x i::',ii;',',",i;T:: ;ill]itii:lxiill "'Disclosure Accounting: You have rt. ,.igr,t to ..""i"J]'ii.i'or,,i.,or"", r"t*r,i"r, *"',,, 
",iluurir.r, associares discrosed v

,liXHiIili :l::;ii i'*'::i;;!i,!1,ffl;:f**it*U:*;l:,:,",;:;1 ,c,osure or your hearrh inronnation we are nor required to asree ro rhese

Illectrrrnic Nolice : Il you receive this Noticc o, ;;;;ilii; or by erecrronic rnail (e-rnair), you are enritrcd ro receive this Notice in written form,
QUESTIONS AND COMPL^INTS
ll yoll wal)t tno.e informrtion about our p.ivilcy prrcticcs or rravc quesrions or conccrls. prease contact us,

[il1ffi:::::'J;liliJ""i:1,1m;*:.Xit,:i#i,'r*"X1f:iru1;:*ilt[i""i.ion *" rnade about access ro your hearrh inrorn,ation or in response ro a

Contact: Office Manager
1'eleplrone: 817-524-6654 Fax: gl7-6l7-5390 llmail: info.corIinsstreetdentar.conr
Addressr 4050 S Collins Sr Sre #300, Arlingron, Tx76014


