
TIME 01:58 PM DA TE 5/6/2020 
PATIENT REGISTRATION 

ID: Chan ID: 

First Name: Last Name: Mi<ldlc Initial· 

Patient Is: I J Policy l lol<ler ' l Responsible Pany Preferred Name: 

Responsible Party ( if someone other tha11 the patient ) --------------------------------------� 

First Name: Last Name: IV1iddle Initial: 

Address. Address 2: 

City, State. Zip: Pager: 

Home Phone: Work Phone: l:xt: Cellular: 

Uirth Date: Soc Sec: Drivers Lie: 

Rc�ponsiblc Party is �lso a Policy Holckr for Pmicnt . i Primary Insurance Policy l !older ' -� 
L.i Secondary Insurance Policy Holder

Patient lnfonnmion ---------------------------------------------------

Address: 

City: 

l Jome Phone:

Birth Date: 

E-mail:

Work Phone: 

[ ]Female 

Age: 

Address 2: 

State/ lip: 

Marital Status:[7Married 

Soc Sec: 

[JSingle 

Pager: 

Ext: Cellular. 

l ]Divorced [ _,Separnted :=1Widowecl 

Drivers Lie: 

:=11 ,,ould like to receive correspondences via e-mail. 

Section 2 Section 3 
Referred By 

Previous Dentist 
Emergency Contact 

Employmcntf7Full Time
Status: 

Student Statu�: Full Time 

t\,1etlica1d ID· 

Employer ID: 

Carrier ID: 

r., Part Time !,Retired 

[ )Part Time 

Pref. Dentist: 

l'ref. Pharmacy: 

Pref Hyg: 

Emergency Contact # 

Primary ln�urancc Information ----------------------------------- ------------, 

Name of Insure.I: 

lns1m.:d Soc. Sec 

Emplo�·cr: 

Address: 

Addr�-ss 2: 

City. Stnte. Zip: 

Rem. 13cncfils: 

Secondary Insurance Information 

Name of lnsun:d: 

Insured Soc. Sec: 

Employer: 

Address: 

J\ddn .. -ss 2: 

City. State. Zip· 

Rem. Benelits 

Insured Birth Date: 

Rem. D�-duct: 

ln�ured 13irtll Date: 

Rem. Deduct: 

Relationship to Insured:� Self 

Ins. Company: 

Addn:ss: 

Address 2: 

City. State. Zip: 

Relationship lo Insured: [J Self 

Ins. Company: 

Address: 

Address 2: 

City, State. Zip: 

[J Spouse L J Child 

[____ Spouse [ ] Child 

Uother 

; 70ther 



Toe l:SSPM 

Pabe!lt Name: 

Northwest Dental Inc., 

Primary Medical History Fom1

Birth Date: Date Created: 

D<lte S{6/20W 

A,tt,ougn deo�I personnel prinariv u·eattj,e area ln end around vour moutl1, YO<¥ mouth is a part of 1·0:s enti-e body. Health problems that 1·ou �Y have, or medication that you may be 
talang. coud hiwe an lll)O!"lant inte<relationshp with the dentistry you wl receive. Thank vou for onswerin-1 tl,e followi'lg quesbons. 

�re fOU �nder a ph} sidan's care now? Yes ' Mo Jf yes 

Ha�t 1·ou ever been hospitalii,d or had a major operation? l' Yes Ho lfves 

Ha ... e �ou ever had 3 serious head c.r neck 1njuff? Yes t,lo lf •1es 

�re you takiQg any medications, pills, or drugs? Yes llo tf ves 

Do �ou take. or have you taken, Phen·Fen or Redux? Yes , No If ves 

Have i·ou ever tak.en fosamax, Boniva, Actonel or any other Yes No !hes 
rncd1cations cc-ntainrng t' S:)"IC sono�es!' 

Are you on a sp�dal dlet'? "fes • 110 

Do 1·ou use tobacco? Yes No 

\'/omen: Ate. ','OU •• , 

Prcg nanl/Tr;rng to get pregnant? Nursing? TakJng orol contracepm·es? 

Are f0<.1 /1!;1?rg.c to M'/ of the folowr.g? 

tspir," P•nicrllin Codeinf t.crvlic 

Mttal Latex Suifa Orugs Local Anesthe!iG 

Do vou use cortroll,d sabstances? Yes No If ves 

Other? If yes 

Do '/W h.,1e, o.- l',q,,e you Mad. any of tl,e fo,'lo,,.,ng? 

.!.11)5:'Hf-.1 Positrvt Yes No Cortisone Med,dne Yes No Hemophl�a , Yes No Rad,ation Tr,atmeots ' Yes 

!. :� ef!'1e" -s Disca�e Yes ·No Diabetes Yes No Hepatitis A Yes No Recent 'NeightLOSS Ye,; 

,!oophl'IUOS Yes tlo Dru� . .!.dd1cuo11 •Yes \, No H;pat,t:s 6 or C Yes ·No Renai C-ialy s,s 'res 

An!!=mict y,,. 'tJo Easily ,Vinded Yes No Htrpes , Yes No Rheumatic fever Yes 

ingirH1 Yes •No EmphyHma Yes No High Blood PrHsure -Yes No Rheumatism Yes 

Arthntis;Gout Yes No Epileps}' or Seizures · Yes ' No tiigh Cholesterol Yes No Scar1tt Fever Yes 

!rtifici al HeartVal·,e Yes No Excessive Bleedii.J Yes •No Hives or Rash -Yes No Shingle Yes 

t:.rt1'ici!I Jotnt Yes -No Excess ,ve Thirst Yes No Hypoglvc= Yes No Sloe!, Cell D1se<%e ·res

!s:llma Yes tJo Fa,.,t1ng S:,tllsJOi�ress Yes No lrregul•r Heartbeat Yes No Sinus Trc.uble Yes 

B•ood o,se�se Yes -tla Frequent Cough Yes ' , No K1dnev Probl.!!11S , Yes No Spin� Bd1da Yes 

61 ootl Transfu�o11 �es No Freque11t D1an+ea '• Yes \. No L,cken1la Yes \} No stomach/Intestinal Dis.ease Yes 

8realhi119 Problems Yes No Frequenl Headaches ·Yes No Lil·er Dise�st Yes " �lo strok• ·1es

Br�ist Easilv y"" No G,rnital Htrpes Yes No Low Blood Pressure · Yes No S,·,elling ofUmbs Yes 

Caocer Yes No Glaucoma l'es No Lung Disease Yes No Thyroid Oi5ease 'fes 

CneirothtraP'i ,es • r1o Hay Fev,r Yes No Mitra I Valve Pro laps, Yes No Tor.s1Hitis Y�s 

Crest>'a1ns Yes No Hurt .Attack/Failure Yes No 0,teoporos:S Yes "'° Tub�rcuJosis Yes 

Cc-lci Sore�,tFe�•�r 811�� Yes t.o Heart Murmur • Yes ' Pa,n In Ja,, Joints Yes No Turi1ors orGro,·,ths- Ye; 

Congenr.al 1-ieart DisO!der Yes No Heart Pacer,,aku ·r,,. , No Parathyroid Disease , Yes ('No Ulcers Yes 

Ccr:�·uLsions Yes ,tJo HeartTroubletDise.�e -Yes No Ps�thm!ic cue Yes No Venereal Disease Yes 

�ello,. Ja"ndice les •No

11a,n·ou e·,er had any senous illness not listed abo·,o:? Yes t.io If yes 

Comments: 

No 

No 

No 

tlo 

No 

t-lo 

No 

No 

No 

No 

No 

No 

No 

No 

No 

1-lo 

No 

No 

No 



Northwest Dental 
4821 Butler Road, Suite 2B 

Glyndon, MD 21071 
410-833-6200

FINANCIAL POLICY 

We appreciate the opportunity to provide dental care to you and your family. We offer the 
following clarifications regarding our financial and insurance policies. Our office strives to 
maximize your insurance benefits and make any balance easily affordable. Our primary goal is 
not to allow the cost of treatment to prevent you from benefiting from the quality care you need 
or desire. 

Please note, because the insurance policy is an agreement between you and your insurance 
company, we expect all patients or their guardian to be fully responsible for knowledge of your 
insurance benefits, as well as fully responsible for all charges regardless of insurance overage. 
Please know that we will do everything possible to see that you receive the full benefits of your 
policy by electronically filing your claim the day of your appointment.. 

Payment is due at the time services are rendered unless prior arrangements have been made. We 
accept cash, checks and credit cards. Checks that are returned due to insufficient funds will be 
assessed a $25.00 fee to cover processing fees. 

We realize that temporary financial situations may affect timely payment of your account. If 
such problems do arise, we encourage you to contact us promptly for assistance in the 
management of your account. Often, financial misunderstandings can be managed with a phone 
call. 

We require a minimum of 24 hours notice for cancellations. Failure to give a 24 hour notice will 
result in a fee up to $100.00 for each occurrence. Families with multiple appointments on the 
same day will be charged for each appointment on that day that is missed. Appointments that 
are longer than one hour may be charged an additional fee. Additional appointments will not be 
made until this fee has been paid. 

I have read and understand the above information regarding Northwest Dental financial policy. 

Patient Name: 
--------------------

Signature of Patient or Responsible Party Date 



NOTICE OF PRIVACY PRACTICES 

Northwest Dental Inc. 
4821 Butler Road 

Suite 2 B 

Glyndon, MD 21071 
410-833-6200

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 

CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

PATIENT RIGHTS 

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may rC(Juest that we provide copies in a 
format olher than that of photocopies. We will use the format you request unless we cannot practicably do so. (You must make a request in writing to 
obtain access to your health information. You may obtain a form to request access by using the contact information listed at the bottom of this notice. 
We will charge you a reasonable cost-based fee for expense such as copies and staff time. You may also request access by sending us a letter to the 
address at the top of this notice. Jf you request copies, we will charge $0.50 for each page, $2.00 per hour for staff time to locate and copy your health 
information, and postage, if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing 
your infonnation in that format. 
Disclosure Accounting: You have the right to receive n list of instances in which we or our business associates disclosed your health information for 
purposes other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. lfyou 
request this accounting more than once in a 2 month period, we may charge you a reasonable, cost-based fee for responding to these additional 
requests. 
Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not to 
agree to these additional restrictions, however if we do, we will abide by our agreement (Except in an emergency). 
Alternative Communications: You have the right to request that we communicate with you about your health information by alternative means or 
to alternative locations (You must make the request in writing). Your request must specify the alternative means or location, and provide a 
satisfactory explanation how payments will be handled under the alternative means or locations you requested, 

USES AND DISCLOSURES OF HEALTH INFORMATION 

We use and disclose health information about you for treatment, payment, and healthcare operations. 
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you. 
Pnyment: We may use and disclose your health information to obtain payment for services we provide to you. 
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations 
include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating 
practitioners and provider performance, conducting training programs, accreditations, certification, licensing or credentialing activities. 
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written 
authorization to use your b1formation or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any 
time. Y out· revocation will not affect any use or disclosures permitted by your authorization while it was in effect Unless you give us written 
authorization, we cannot use or disclose you1· health information for any reason except those described in this notice. 
To Your Friends and Family: We must disclose your health information to you, as described in the "Patient's Rights" section of this notice. We 
may disclose your health infom1ation to a family member, friend, or other person to the extent necessary to help wilh your healthcare or with 
payment for your healU1care, by only if you agree that we may do so. 
Person Involved In Care: We may use or disclose health information to notify, or assist in the notification ([ncluding identifying or locating) a 
family member, your personal representative, or another person responsible for your care, your location, your general condition, or death. However if 
you are present, then prior to use or disclosure of your location, your general condition, or death. If you are present, then prior to disclosure of your 
health information we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency 
circumstances, we will disclose health information bases on a determination using our professional judgment disclosing only health information that 
is directly relevant to the person's involvement in your healthcare. We will also use our professional judgment and our experience with common 
practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other 
similar forms of health information. 
Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization. 
Required by Law: We may use or disclose your health information, when we are required by the law to do so. 
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of 
abuse, neglect, domestic violence, or the possible victim of other crimes. We mny disclose your health information to the extent necessary to avert a 
serious threat to your health or safety, or the health or safety of others. 
Nntional Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may 
disclose to authorize federal officials health information required for lawful intelligence, counterintelligence, and other national security activities. 
We may disclose to a Correctional Institution or law enforcement officials having lawful custody of protected health information of inmate or patient 
under certain circumstances. 
Appointment Reminders: We may use or disclose your health infonnation to provide you with appointment reminders (Such as voicemail 
messages, postcards, texts, or letters). 



NOTICE OF PRIVACY PRACTICES 

Northwest Dental Inc. 

4821 Butler Road, Suite 28 

Glyndon, MD. 21071 

410-833-6200

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED ANO HOW 

YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY. 

We are required by applicable federal and state law to maintain the privacy of your health Information. We are also required to 
give you this notice about our privacy practice, our legal duties, and your rii;ht concerning your health Information. We must 
follow the privacy practices that are described In this notice whlle It Is In effect. This notice takes effect April 14, 2003, and will 
remain In effect until we replace It. 

We reserve the right to change our privacy practices and the terms of this notice at any time, provi ded such changes are 
permitted by applicable law. We reserve the right to make changes In our privacy practices and the new terms of our Notice 
effective for all health Information that we maintain, Including health Information we create or received before we made the 
changes. Before we make a significant change In our privacy practice, we will change this Notice and make the new Notice 
available upon request. 

ACKNOWLEDGEMENT OF RECEIPT 

I acknowledge that I have read and agreed to Northwest Dental's Notice of Privacy Practices 

Patient Name: _________________ ( PRINT) 

Patient Signature: __________________ Date: __________ _ 

CANCELLATION POLICY 

Northwest Dental requires a 24 hour notification of cancellation of your appointment. If your appointment Is on Monday, you 
are required to call the previous Friday. Failure to give a 24 hour notice will result In a fee up to $100.00 for each occurrence. 
Famllies with multiple appointments on the same day will be charged for each appointment on that day that ls missed. 
Appointments that are longer than 1 hour In time may be charged an additional fee. Additional app ointments will not be made 
untll this fee has been paid. 

Patient Name: _________________ (PRINT) 

PatlentSigneture; __________________ Date: _________ _ 

INSURANCE POLICY 

Northwest Dental submits to all PPO Insurance plans as a courtesy, Effective May 5, 2011, we will no longer submit claims that
are 6 months or older. Patient wlll be responsible for all fees that have not been paid when the claim has reached 6 months 

from lnltlal 3ubmlsslon date, 

Patient Name: ___________________ (PRINT)

PatlentSlgnature: _________________ oate: _________ _ 



Northwest Dental 

Today's Date 
-------

Due to the coronavirus outbreak, we are screening all patients for risk 

factors. Please answer the following questions: 

l)Do you have a fever? Yes __ No __

2)Do you have any symptoms of respiratory illness(e.g. cough, shortness of
breath, difficulty breathing)? Yes __ No __ _

3) Have you traveled outside of the Mid_Atlantic region or returned from a
cruise within the last 14 days? Yes __ No __

4) Have you been in close contact with a person confirmed to have or
possibly could have COVI0-19? Yes __ No __

1 
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