
Daniel Humiston, DDS
Elliot Humiston, MMP, DDS

1337 N TAYLOR DRIVE * SHEBOYGAN WI 53081 * PHONE: 920-452-4688 * FAX: 920-452-4670

Today's Date / /_
Age:

PATIENT REGISTRATION

How did you hear about our office?
Date of Birth: / / _ M F

Patient's Name:_
First M.I. Last

If Child: Parent's Name
How do you wished to be addressed?
Single Married Separated Divorced Widow

Patient's Address Apt/Lot# City: State: Zip:
Primary phone number: Home Work Cell
Secondary number: Home Work Cell
Email address:
Is patient employed:                     Yes          No Employer
Employment status:

Full Time Part Time Self Employed
Student Active Military Retired

Who is legally responsible for the patient's dental healthcare decisions?
Self Parent Kinship Guardian Power of Attorney Case Worker

Name: Phone Number:
Address, City, State, Zip:
Preferred Method of Communication:              Telephone         Email
Patient lives at: Personal Home           Facility/Group Home      Other
**Please provide a copy of the custodial order documentation. For example: Guardianship order, POA Health Care
Agent designation, Medical Service Consent, etc.

Insurance Information
CURRENTLY DO NOT HAVEDENTAL INSURANCE

Primary Insurance Coverage:
Name of insurance company:

Group/Policy #:

Member ID #:

*If policy holder is someone other than patient, please complete the following information:
Subscriber of insurance:
Subscriber Date of Birth: / /
Subscriber Social Security Number: / /

*PLEASE CONTINUE ONTO OTHER SIDE



Secondary Insurance Coverage
Name of insurance company:

Group/Policy #:

Member ID #:

*If policy holder is someone other than patient, please complete the following information:
Subscriber of insurance:
Subscriber Date of Birth: / /

Subscriber Social Security Number: / /

CONSENT: -Please Initial-
I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care. _______

I consent to the dentist's use and disclosure of my records (or my child's records) to carry out treatment, to obtain
payment, and for those activities and health care operations that are related to treatment or payment. _______

I consent to the disclosure of my records (or my child's records) to the following persons who are involved in my care
(or my child's care)or payment for that care. ______

My consent of disclosure of records shall be effective until I revoke it in writing. _______
I authorize payment directly to the dentist or dental group of insurance benefits otherwise payable to me. I understand
that my dental care insurance carrier or payor of the dental benefits may pay less than the actual bill for services, and
that I am financially responsible for payment in full of all accounts. By Signing this statement, I revoke all previous
agreements to the contrary and agree to be responsible for payment of services not paid, by my dental care payor. _______

All co-pays are due at the time of services. If any payment arrangements need to be made, please speak with our financial
coordinator prior to your appointment date. We offer CareCredit & SUNBIT for our patients who choose to finance care.

I attest to the accuracy of the information on this form.

PATIENT'S OR GUARDIANS SIGNATURE:

___________________________________________________________________________________
DATE:____________________________________________________________________________

Thank you for choosing Taylor Drive Dental Care for you and your families Dental Care Needs!
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Daniel Humiston, DDS
Elliot Humiston, MMP, DDS

1337 N TAYLOR DRIVE * SHEBOYGAN WI 53081 * PHONE: 920-452-4688 * FAX: 920-452-4670

Today's Date:

Name: DOB:

Male Female

Purpose of today's visit:_

Medical History:
When was your last complete physical?:

Have you ever had a serious illness or major surgery? YES NO

If YES, reason:

Are you currently receiving care? YES NO

If yes, nature of care:

Please list all the names and phone numbers of the physicians who are currently providing care to you:

1.

2.

Please list all current medications and for what purpose:

Please list any dietary or herbal supplements you are taking, and for what purpose:

Women: Are you pregnant? YES NO
If no, are you planning a pregnancy in the near future? YES NO
Are you a nursing mother? YES NO
Are you taking birth control pills? YES NO

Are you allergic or have you had a reaction to:
a) Local anesthetic YES NO
b) Penicillin or other antibiotics YES NO

c) Aspirin, Ibuprofen or Tylenol YES NO
d) Codeine, Valium or other sedatives YES NO
e) Latex or Metals. YES NO

Other(please specify)

For the following questions, circle yes or no. Your Answers are for our records only and will be kept confidential. Please note
that during your initial visit you will be asked some questions about your responses. Our team may ask additional questions
concerning your health.

Anemia or Blood Disorder YES NO Joint Replacement? When? YES NO

Arthritis, rheumatism or other
inflammatory disease?

YES NO Do you have High or Low Blood Pressure?
(Please circle one)

YES NO

Asthma YES NO Kidney Disease YES NO
Abnormal Bleeding from a cut? YES NO Liver Disease(including Jaundice) YES NO
Cancer or Tumor YES NO Sore/Enlarged Lymph Nodes YES NO

Diabetes YES NO Radiation or Chemotherapy Treatment YES NO

Emphysema or other
Respiratory/Lung Illness

YES NO Rheumatic Fever YES NO

Epilepsy YES NO Slow-Healing mouth sores YES NO

Fainting or Dizzy Spells YES NO H.I.V. Infection/AIDS or ARC YES NO

Do you or have you or have you had TB? YES NO Have you had psychiatric treatment? YES NO



Do you have Thyroid disease? YES NO Hypo or Hyper Thyroid?

Have you had or do you test positive
for Hepatitis?

YES NO Have you ever taken Fosamax, Zometa, Aredia or
any other oral or intravenous
treatment(bisphosphonates)for bone tumors,
excessive calcium in your blood or osteoporosis?

YES NO

Abnormal Heart or Previous Bacterial
Endocarditis

YES NO Sleep Apnea YES NO

Heart Disease, Heart Attack, Heart Surgery YES NO Glaucoma YES NO

Do you have a Pacemaker or artificial heart
valve implant?

YES NO Have you taken any of the following: fenfluramine,
fenfluramine combined with phentemine(fen-
phen), dexfenfluramine(redux), or other weight loss
products?

YES NO

Have you been diagnosed with mitral valve
prolapse? (Heart Murmur)

YES NO Is there anything else we should know about your
health that we have not covered in this form?

YES NO

Heart Stent? When Placed? YES NO Would you like to speak to the Doctor privately
about any problem?

YES NO

Tobacco, Alcohol, Drugs
Do you use tobacco? If yes, circle type: smoke chew How much/day? For how long? YES NO
Do you consume alcohol? If yes, approximately how many alcoholic beverages per week? YES NO
Do you use any mood altering drugs other than those previously listed? YES NO

Dental History:

Last Dental Visit: Do you wear DENTURES? Y N If YES,           Partial(s)       Denture(s)
Are you interested in
replacements? Y    N

Do you have Dental Anxiety? Y N Do you have chronic
Hoarseness?

Y N

Current Dental Concerns? If
YES, please explain:

Y N How often do you BRUSH?
Daily x Weekly x
Rarely Never

Are you currently in PAIN? Y N Do you FLOSS? Y N
Do your gums BLEED? Y N If you floss how often?

Do you CLENCH OR GRIND? Y N Do you regularly drink:

Do have or had BRACES? Y N Soda Y N Energy Drinks Y N
Do you Snore? Y N Juice Y N Other

If you could change ANYTHING about your smile, what would it be?

Are you interested in Whitening? Are you interested in Invisalign?

Are you interested in Sedation?

Emergency Contact: Phone:

I have answered all questions to the best of my knowledge.

Patient/Guardian Signature: Date:

DENTIST SIGNATURE:_ DATE:

OFFICE NOTES:

1337 N TAYLOR DRIVE * SHEBOYGAN WI 53081 * PHONE: 920-452-4688 * FAX: 920-452-46



1337 N. Taylor Dr. * Sheboygan, WI 53081 * Phone: 920-452-4688 * Fax: 920-452-4670

HIPAA OMNIBUS RULE

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES AND CONSENT/ LIMITED AUTHORIZATION & RELEASE

FORM

You may refuse to sign this acknowledgement & authorization. In refusing wemay not be allowed to process your insurance claims.

Date:

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare

facility. A copy of this signed, dated document shall be as effective as the original.

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE
SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.
*FOR THE PROTECTION OF PATIENTS AND STAFF, CAMERAS ARE IN USE.

Please print name of Patient Please sign for Patient / Guardian of Patient

Legal Representative / Guardian Relationship of Legal Representative /

Guardian Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:

฀ First Name Only ฀ Proper Surname ฀ Other
PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH/FINANCIAL INFORMATION:

(This includes step parents, grandparents and any care takers who can have access to this patient’s records):

Name: Name: Relationship:

Relationship:

I understand I may revoke this authorization in writing at any time by contacting the practice at the address listed

above, except to the extent that action has already been taken in reliance of this authorization. If this authorization

has not been revoked,

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIR M MY APPOINT MENTS, TREAT MENT & BILLING INFOR MATION VIA:฀ Cell Phone Confirmation ฀ Text Message to my Cell Phone฀ Home Phone Confirmation ฀ Email Confirmation฀ Work Phone Confirmation ฀ Any of the Above



I AUTHORIZE INFOR MATION ABOUT MY HEALTH BE CONVEYED VIA:฀ Cell Phone Confirmation ฀ Text Message to my Cell Phone฀ Home Phone Confirmation ฀ Email Confirmation฀ Work Phone Confirmation ฀ Any of the Above
I APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on behalf of TDDC via:฀ Phone Message ฀ Any of the Above฀ Text Message ฀ None of the above (opt out)฀ Email
In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved health. This office may or may not receive third party remuneration

from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information with your knowledge and consent.

Office Use Only
As Privacy Officer, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not because: It

was emergency treatment
I could not communicate with the patient

The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer HIPAA made EASY™
©All Rights Reserved




















