
 

PATIENT REGISTRATION 

First Name: 

ID: 

Patient Is: 
 

 

Policy Holder 
 

 

Responsible Party 

Last Name: Middle Initial: 

Preferred Name: 

Chart ID: 

Responsible Party ( if someone other than the patient ) 
  

 

First Name: Last Name: Middle Initial: 

Address: Address 2: 

City, State, Zip: Pager: 

Home Phone: Work Phone: Ext: Cellular: 

Birth Date: Soc Sec: Drivers Lic: 

 

 

Responsible Party is also a Policy Holder for Patient 
 

 

Primary Insurance Policy Holder 
 

 

Secondary Insurance Policy Holder 

Patient Information 
  

Address: Address 2: 

City: State / Zip: Pager: 

Home Phone: Work Phone: Ext: Cellular: 

Gender: 
 

 

Male 
 

 

Female Marital Status: 
 

 

Married 
 

 

Single 
 

 

Divorced 
 

 

Separated 
 

 

Widowed 

Birth Date: Age: Soc Sec: Drivers Lic: 

E-mail: 
 

 

I would like to receive correspondences via e-mail. 

Section 2 
  

Section 3 
 

 

Employment Status: 
 

 

Full Time 
 

 

Part Time 
 

 

Retired 

Student Status: 
 

 

Full Time 
 

 

Part Time 

Medicaid ID: Pref. Dentist: 

Employer ID: Pref. Pharmacy: 

Carrier ID: Pref. Hyg: 

CELL# 

Language Spoken 

Emergency Contact & Phone   _________________________ 

 

Primary Insurance Information 
  

  

   

 

   

  

  

    

  

  

    

    

    

 

 

 

 

 

 

 

 

 

How were you referred to our office?   

 
__________________________________________________ 

 

Name of Insured: Relationship to Insured: 
 

 

Self 
 

 

Spouse 
 

 

Child 
 

 

Other 

Insured Soc. Sec: Insured Birth Date: 

Employer: 

Address: 

Address 2: 

City, State, Zip: 

Rem. Benefits: Rem. Deduct: 

 

 

Ins. Company: 

Address: 

Address 2: 

City, State, Zip: 

 

 

 

 

 

 

 

 

 

 

 

 

Insured Birth Date: 

Employer: 

 

 

Other 

Insured Soc. Sec: 

Address: 

Rem. Benefits: Rem. Deduct: 

Address 2: 

City, State, Zip: 

  

 

Secondary Insurance Information 

Name of Insured: 
 

 

Spouse 
 

 

Child Relationship to Insured: 
 

 

Self 

 

 

 

 

 

 

 

 

 

Ins. Company: 

Address: 

 

 

Address 2: 

 

 

City, State, Zip: 

 

 

  
 

 

  

 

 

 

 

 

 

 

 

 





CONSENT FORM 

PATIENTS NAME 

  Last                           First                        Initial                                 Date of Birth  

I hereby authorize Dr. Danilo Almeida and Dr. Lorraine Celis  
And whomever he/she may designate as his/her assistants, to perform upon me the following operation 
and or procedures: 

I request and authorize him/her to do whatever he/she deems advisable if any unforeseen 
condition arises in the course of these designated operations and or procedures calling, in their 
judgement, for procedures in addition to or different from those now contemplated. 

I consent to the above treatment after having been advised of the risks, advantages and 
disadvantages of the treatments and consequences if this treatment were withheld. 

I further consent to administration of local or general anesthesia, antibiotics, analgesics or any 
other drugs that may be deemed necessary in my case, and understand that there is a slight element of risk 
inherent in the administration of any drug or anesthesia. This risk includes adverse drug response (e.g., 
allergic reactions), cardiac arrest, and aspiration, and thrombophlebitis (e.g. irritation and swelling of a vein), 
pain, discoloration and injury to blood vessels and nerves which may be caused by injections of any 
medication or drugs. 

I am informed and fully understand that inherent in any type of surgery are certain unavoidable 
complications. In oral surgery, the most common of these complications include post-operative bleeding, 
swelling or bruising, discomfort, stiff jaws, loss or loosening of dental restorations. Less common 
complications can include infection, loss or injury to adjacent teeth and soft tissues, nerve disturbances 
(e.g., numbness in mouth and lip tissues), jaw fractures, sinus exposure and swallowing or aspiration of 
teeth and restorations, and small root fragments remaining in the jaw which might require extensive surgery 
for removal. 

I realize that in spite of the possible complications and risks, my contemplated surgery/treatment 
is necessary and desired by me. I am aware that the practice of dentistry and surgery is not an exact science 
and I acknowledge that no guarantees have been made to me concerning the results of the operation of 
procedure. 

I have provided as accurate and complete a medical and personal history as possible including 
those antibiotics, drugs, medications and foods to which I am allergic. I will follow any and all instructions 
as explained and directed to me and permit prescribed diagnostic procedures. 

I have had the opportunity to ask questions and receive answers to and responsive explanations 
for, all questions about my medical condition, contemplated and alternative treatment and procedures, 
prior to signing this form. 

I understand that I may be charged a $50.00 fee for failed appointments or appointments 

 

cancelled without a 48 hour notice. 

 








