
BOWIE FAMILY DENTAL 
REGISTRATION FORM 

(Please Print) 

Today’s date:                                                          Primary Care Doctor/Phone:  

PATIENT INFORMATION 
Patient’s last name: First: Middle: � Mr. 

� Mrs. 
� Miss 
� Ms. 

Preferred Name: 

  

Home# Cell# Preferred method of contact Birth date: Age: Sex: 

Work#  Email:         /          /  � M � F 

Street address: PO Box City/State/Zip: 

   

Occupation  Employer Social Security# Drivers License# 

    

Chose office because/Referred to office by (please check one: � I was a Previous Patient � Website � Newspaper 

� Family � Friend � Close to home/work � Yellow Pages � Billboard � Other 

Whom may we thank for your referral?                                                              

 

RESPONSIBLE PARTY 
Person responsible for bill: Birth date: Address (if different): Home phone# 

        /         /  Cell# 

Is this person a patient here? � Yes � No   

Occupation: Employer: Employer address: Employer phone#: 

   (          ) 

Patient’s relationship to patient: � Self � Spouse � Child � Other  

 

DENTAL HISTORY 
Reason for today’s visit Date of Last Visit Date of Last X-rays Previous Dentist 

     

Have you ever had any complications with previous dental treatment?  If yes, please describe 
 
 
Have you ever had any unpleasant experiences with dental treatment?  If yes, what can we do to make you more comfortable? 
 
 

Please check if you have had trouble with any of the following: 

� Bad Breath                          � Food collecting between teeth                        � Dry Mouth                          � Sensitivity to biting 
� Bleeding gums                    � Grinding teeth                                                 � Sensitivity to cold               � Sensitivity to sweets                                      
� Clicking or popping jaw       � Loose teeth or broken fillings                          � Sensitivity to hot               � Sores or growths in your mouth 

IN CASE OF EMERGENCY 
Name of local friend or relative (not living at same address): Relationship to patient: Home# Work# 

  Cell#  

The above information is true to the best of my knowledge.  I understand that I am financially responsible for any balance.  

    

Patient/Guardian signature  Date  
 





Welcome to our practice!                                                            
 
1. Appointment Guidelines  

As a courtesy of our office, we will be contacting you 
before your appointment as a reminder. If for any reason you 
are unable to keep your appointment, we do request a two day 
notice of change as your appointment time has been 
specifically reserved for you. We will do everything we can to 
respect your time and ask that you do the same.  
 
2. Financial Guidelines  

If you wish to make use of insurance benefits as a financial assistance, we ask 
that you provide adequate benefit information so that we can maximize benefits and 
provide the most accurate estimation of coverage as possible. Any portion not covered 
with the estimated benefits will be due at the time of the service. Likewise, we ask that 
you keep in mind that insurance coverage for services provided at this office is only an 
estimation. Any leftover balance is the responsibility of the responsible party to make 
payment to in a timely manner. By signing below, you are authorizing this office to affix 
your name to any and all claims or documents as related to any of your dental benefits 
due to you and your dependents through your insurance.  You are also authorizing 
payment of dental benefits directly to Bowie Family Dental.  This “signature on file” 
will be valid from this date and continue to be valid until canceled through written 
notice to this office. 

 Any balance that is not paid within 25 days of the billing date will incur a 
service charge of at least $5 and at most $25 for each monthly billing period.  If you 
default, you promise to pay any and all collection costs incurred to affect the collection 
of your account. Payment can be made in the form of cash, check, debit, credit card, 
Care Credit, or American Healthcare Finance.  
 
To the best of my knowledge, I have answered the registration and medical questions 
accurately. I understand that providing incorrect information can be dangerous to my 
(or patient's) health. I understand that I am financially responsible for all services and 
remaining balances not paid for in entirety with my insurance benefits or without 
insurance benefits. 
 
 
 
___________________________________________________            _____________________________  
Patient or Responsible Party Signature                                               Date 



 

 

Acknowledgment  of Receipt of Privacy Practices 
*You may refuse to sign this acknowledgment* 

 

  I, _____________________________________, have read and understand this office’s Notice 

  of Privacy Practices. 

 

  I authorize the following people access to information regarding my treatment and account: 

  Name:   ____________________Relation_________________________ 

  Name:   ____________________Relation_________________________ 

  Name:   ____________________Relation_________________________ 

 

  Signature       _____________________________________________ 

 

  Date               __________________________ 

 

*This form is good for 2 years unless otherwise stated* 

 

Office Use Only 

 

  We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, 
  but acknowledgment could not be obtained because: 

  _______Individual refused to sign 

  _______Communications barriers prohibited obtaining the acknowledgment 

  _______Other (Please specify)___________________________________________________ 



 


