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Dr. Mark L. Carreira, DDS Patient Registration Form 

Full Name: _______________________________ Date:  ___________________________________ 

Address: _________________________________ Home Phone: _____________________________ 

_________________________________________ Work Phone: ______________________________ 

Occupation: ______________________________ Birth Date: _______________________________ 

Employer: ________________________________ Social Security #: __________________________ 

Employer Address: _________________________ Spouse’s Name: ___________________________ 

_________________________________________ Spouse’s Employer: ________________________ 

How did you hear about us? _____________________________________________________________ 

Who was your previous dentist? __________________________________________________________ 

Medical Physician: _________________________ Telephone: _______________________________ 

Are you taking any medications? _____ Yes _____ No 

If “yes”, please list all medications and the ailment they treat: ___________________________________ 

____________________________________________________________________________________ 

Preferred Pharmacy: __________________________________________________________________ 

 

Physical Health Information 

Please check all that apply to you. Have you ever had… 

 Heart Disease  Rheumatic Fever  Anemia  Chemotherapy 

 Mitral Valve Prolapse  Heart Murmur  Cancer  Epilepsy 

 Abnormal Blood Pressure  Joint Replacement  Jaundice  Asthma 

 Respiratory Problems  Sinus Trouble  Ulcers  Tuberculosis 

 Hepatitis  Dental Implant  Arthritis  Herpes 

 Glaucoma  Bleeding Problems  Diabetes  Pregnant?  Yes  No 

 Thyroid Problems  HIV Positive  Dialysis  

Do you smoke?   Yes  No  Kidney Problems Frequent Headaches? Yes  No 

    
Are you allergic to:__ Penicillin?  Yes  No Latex?      Yes  No  

 Codine?  Yes  No Other _____________________________________ 
__________________________________________  Novocaine?  Yes  No 

    

Who may we contact in case of Medical Emergency? 

Name: __________________________________ Relationship: _______________ Phone: ___________ 

Address: ____________________________________________________________________________ 
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Medical History Update (to be updated at future visits) 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

Health Information Update:   No changes Patient Signature ______________________________ Date ____________ 

_________________________________________________________________________________________________ 

Dental Health Information 

Are you sensitive to: 

Hot?  Yes  No Sweets?  Yes  No 

Cold?  Yes  No Biting Pressure?  Yes  No 

Is food caught between your teeth bothersome?  Yes  No 

Do your gums bleed when brushing?  Yes  No 

Have you noticed any gum swelling around your teeth?  Yes  No 

Are you dissatisfied with the appearance of your teeth?  Yes  No 

Do you wish your teeth were whiter?  Yes  No 

Have you ever had any teeth removed?  Yes  No  If “Yes” when? _____________________________ 

Are you dissatisfied with the way your teeth function when eating?  Yes  No 

Do you brush your teeth less than twice a day?  Yes  No 

Do you feel you will eventually wear dentures?  Yes  No 

 If so, why? ___________________________________________________________________________________________ 

Do you notice any unpleasant taste or odor in your mouth?  Yes  No 

Do you have any concern about bad breath?  Yes  No 

Do you clench your teeth?  Yes  No 

Do you grind your teeth during the day or night?  Yes  No 

Do you have discomfort anywhere in your mouth or jaw?  Yes  No 

Please add anything else that you fell is important for us to know: ____________________________________________________ 

___________________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Primary Dental Insurance Secondary Dental Insurance 
  
___________________________________________________ ___________________________________________________ 
Insurance Carrier Name Insurance Carrier Name 
  
___________________________________________________ ___________________________________________________ 
Insurance Address Insurance Address 
  
___________________________________________________ ___________________________________________________ 
Insurance Phone # Insurance Phone # 
  
___________________________________________________ ___________________________________________________ 
Subscriber (employee) Name and Social Security Number Subscriber (employee) Name and Social Security Number 
  
___________________________________________________ ___________________________________________________ 
Subscriber Birth Date Subscriber Birth Date 
  
___________________________________________________ ___________________________________________________ 
Employer Employer 
  
___________________________________________________ ___________________________________________________ 
Group Number Group Number 
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PAYMENT POLICY ACKNOWLEDGEMENT 

Welcome to our office!  We are committed to providing you with the best possible dental care 

utilizing the most modern materials and latest techniques and we seek to provide these services 

at the most affordable fees. In order to accomplish these goals, we ask for your understanding 

and cooperation. 

FINANCIAL ARRANGEMENTS: 

Payment for your visits are due at the time of service. There are several methods of payment 

available. In order that we may have a definite understanding regarding the payment of dental 

fees, please choose one of the following: 

A.  CASH/CHECK PAYMENT PLAN:  Payment for dental services may be paid for at each 

appointment by cash or personal check. We also accept  VISA, MASTERCARD, AND 

DISCOVER for your convenience. 

B.  MONTHLY PAYMENT PLAN:  We offer a variety of monthly payment plans with no money 

down and some with no interest. It will be necessary to discuss all payment plans with our 

Financial Coordinator. We can usually arrange a plan that will fit your budget, for our aim is to 

work with you to enable you to have the Dentistry you need and want done for you now and 

then pay for it monthly. 

DENTAL INSURANCE: 

Should you have dental insurance, we would be happy to help you receive your maximum 

allowable benefits. We will do all the paper work for you. However, as you know, most dental 

insurance companies pay only a portion of the dental investment.  

To avoid disappointment, we strongly suggest that patients contact their insurance company to 

make certain their dental insurance assumptions are correct. We will estimate for you before 

each appointment what we feel the insurance will cover and therefore, what portion will be your 

responsibility. We require that this portion be paid in full at each visit. Co-payments and 

deductibles will also be due at the time services are rendered. 

ABOUT DENTAL INSURANCE: 

Our staff understands dental insurance and will be glad to assist you in obtaining the maximum 

benefits specified in ;your contract. It is important that you realize, however, that... 

1.  Your dental benefit program is a contract between you, your employer and the insurance 

company. We are not a party to that contract. You, therefore, not the insurance company, are 

ultimately responsible to pay us for all fees incurred for services rendered. We cannot render 

services on the assumption that the charges will be paid by an insurance company. 
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“Professional services are rendered to a person, not to a insurance company. Hence, the 

insurance company is responsible to the patient and the patient is responsible to us.” 

2.  Our fees do not necessarily fall within the usual and customary fee structure determined by 

your carrier. “Usual and customary” means average fees for average dentistry. We do not do 

“average” dentistry. 

3.  In many instances, the insurance companies still pay for procedures that have been 

outmoded and do not pay for modern procedures. We offer only modern procedures. While we 

recognize that economics surely must be considered in any treatment plan, the quality of our 

procedures will not be governed by whether or not they are covered by insurance. You, the 

patient, are a co-planner of your dental treatment and all decisions are yours. 

4.  Please understand that the estimate we give you for expected insurance benefits is just that-

an ESTIMATE. As you know, insurance companies seek to collect as much as possible in 

premiums and to pay out as little as possible in claims. Nevertheless, we will be as accurate as 

possible in our estimates. We will always gladly discuss your proposed treatment plan and its 

cost and answer any questions you may have. If we work together, we can accomplish our 

goals of providing you with the best dental treatment available at an affordable cost. We want to 

be concerned with your dentistry, not financial responsibilities. 

5.  We require 24 hour notice should you need to cancel your appointment. If we should 

receive no call of cancellation and you do not show, there will be a $50.00 broken 

appointment charge. Should you miss more than 3 appointments with no notice, you will 

be dismissed as a patient. 

6.  If your balance becomes outstanding for more than 90 days in arrears, we reserve the right 

to send such information to a debt collection agency. Any fees associated with their collection 

attempts will be your responsibility and added to your balance. 

If at any time you have questions regarding any treatment, fee, or service, please discuss them 

with us promptly and frankly. WE will make every effort to avoid a misunderstanding, to rectify 

an injustice, or to preserve a friendship! 

 

I understand and agree to this payment policy. 

  
__________________________________________ _________________ 
Signature Date 
 


