
06:33 PMTIME
PATIENT REGISTRATION

6/30/2016DATE

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:

Sex: 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:

Likes ultrasonic

Primary Insurance Information

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 ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





  Daniel Ardelean D.D.S._________________________________________________ 

                                                                                                                             41400 Dequindre Rd. Suite 101 Sterling Heights, MI 48314  
                                             Office: (586) 739-1111         Fax: (586) 726-9441 

                                                                                                                                      Email: info@amberdentalsmiles.com 
 

CONSENT FOR TREATMENT 

 

1. I hereby authorize doctor or designated staff to take x-rays, study models, 
photographs, and other diagnostic aids deemed appropriate by doctor to make a 
thorough diagnosis of my dental needs. 

 

2. Upon such diagnosis, I authorize doctor to perform all recommended treatment 
mutually agreed upon by me and to employ such assistance as required to provide 
proper care. 

 

3. I agree to the use of anesthetics, sedatives and other medication as necessary.  I 
fully understand that using anesthetic agents embodies certain risks.  I understand 
that I can ask for a complete recital of any possible complications. 

 
4. I give consent to the doctor’s or designated staff’s use and disclosure of any oral, 

written or electronic health records that are individually identifiable as mine for the 
purpose of carrying out my treatment, payment and health care operations.  I 
understand that only the minimum amount of information necessary to provide 
quality care will be used or disclosed and that a notice fully outlining the protection of 
my personal health information is available.   

 
5. I agree to be responsible for payment of all services rendered on my behalf or my 

dependents.  I understand that payment is due at the time of service unless other 
arrangements have been made.  In the event payments are not received by agreed 
upon dates, I understand that  a 1.5% late charge (18% APR) may be added to my 
account. If required, I also understand a check of my credit history may be made. 

 
 

_______________________________________________________________ 
Signature of Patient 
 
_______________________________________________________________ 
Signature of Parent/Responsible Party (please indicate relationship to patient) 

 
________________ 
Date 
 



  Daniel Ardelean D.D.S._________________________________________________ 

                                                                                                                             41400 Dequindre Rd. Suite 101 Sterling Heights, MI 48314  
                                             Office: (586) 739-1111         Fax: (586) 726-9441 

                                                                                                                                      Email: info@amberdentalsmiles.com 
 

ACKNOWLEDGE OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
**You May Refuse to Sign This Acknowledgement** 

 
I, ____________________________________________, have received a copy of this office’s Notice 
of Privacy Practices, have read them, and fully agree to comply with them. 
 
_______________________________________________________________ 
Signature of Patient 
 
_______________________________________________________________ 
Signature of Parent/Responsible Party (please indicate relationship to patient) 
________________ 
Date 
 

ACCESS TO PRIVATE HEALTH INFORMATION 
 
I,  __________________________, authorize the staff of Amber Dental to release Private Health  
 
information to the following family member(s)/friend(s): ______________________________________ 
 
Relationship of above: 
__________________________________________________________________ 

 
I authorize Amber Dental to contact me concerning Private Health Information through: 
 
Home/Cell/Voice mail Phone#: ________________  Leave a message: Yes/No (please circle one) 
 
Workplace/voice mail#: ______________________ Leave a message: Yes/No (please circle one) 

 
Refusal of Acknowledgement of Notice of Privacy Practices 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because patient has refused to sign.  
 
I, _____________________________________________, have refused to sign the Privacy Notice  
 
presented to me. 

 
________________________________________________________________ 
Signature 

 
________________________________________________________________ 
Date 
 


