
 
 

PATIENT REGISTRATION 
 
 

Patient’s Name: Date of Birth:    
 

Address:    
 

City: State: Zip Code:    
 

Cell Phone Number: Email Address:    
 

Responsible Party (person responsible for payment on account):    

 

Responsible Party Cell Phone Number:  Email Address:    
 

Primary Insurance Information: 
 

Subscriber Name: Subscriber Date of Birth:    
 

Employer: Insurance Carrier:    
 

Insurance Phone Number: Group Number:    
 

Subscriber ID Number or Social Security Number:    
 
 

Secondary Insurance Information: 
 

Subscriber Name: Subscriber Date of Birth:    
 

Employer: Insurance Carrier:    
 

Insurance Phone Number: Group Number:    
 

Subscriber ID Number or Social Security Number:    
 
 
 
 

 
Signature of Patient/Legal Guardian: Date:    



 

CONFIDENTIAL 

Medical Dental History Form for Adult Patients 
 

PATIENT 

Date    

Patient's Last name         First name             Middle initial     

Title Mr. Mrs. Ms. Miss. Dr. Other       I prefer to be called                        

Birth date  Sex: Male  Female  Social Security #                                    

Marital Status Single Married Separated  Divorced Widowed 

Home address   City, State, Zip code      

Cell phone ( )  -    Home phone ( ) -  

Work phone (  )  -   

E-mail address(es)    

Occupation Employer 

CLOSEST RELATIVE 

Spouse or closest relative’s name(s) 

Title Mr. Mrs. Ms. Miss. Dr. Other  Relationship to patient     

Address (if different than patient address)     

Cell phone ( )  -    Home phone ( ) -  

Work phone (  )  -   
 

DENTIST 

Patient’s Dentist                                     Address, City, State                                                                  

Last seen Reason         Next appointment                                 
 

Other dentists/dental specialists now being seen: Name         City, State         
Reason     

 

PHYSICIAN 

Patient’s Physician          City, State                            

Last seen Reason  Next appointment      

Most recent physical exam         

Other physicians/health care providers being seen now: 

Name  City, State  Reason  

Name  City, State  Reason    
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GENERAL INFORMATION 

What concerns you about your teeth?                                     

If applicable, who suggested that you might need orthodontic 

treatment?     

Have you had any previous orthodontic treatment? Please describe                    

Have any other family members been treated in this office? Please name them.                                     

Do you think that any of your work or leisure activities affect your teeth or jaws? Please explain.               
 

FINANCIAL RESPONSIBILITY 

Who is financially responsible for this account?      

Address (if different from page 1) City, State, Zip     

Cell phone ( ) - Home phone ( ) -  

E-mail address(es)    

Social Security # - - Employer    

Who will be responsible for bringing the patient to orthodontic appointments?    
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Your answers are for office records only, and are confidential. A thorough medial history is essential to a complete orthodontic evaluation. 

For the following questions mark yes, no, or don't know/understand (dk/u). 

 

MEDICAL HISTORY 

Now or in the past, have you had: 

yes no dk/u Have you ever taken intravenous medication for bone 

disorders or cancer such as bisphosphonates as 

Zometa (zolendromic acid), Aredia (pamidronate) or 

Didronel (etidronate)? 

yes no dk/u Have you ever taken oral medication for bone 

disorders such as bisphosphonates Fosamax 

(alendronate), Actonel (ridendronate), Boniva 

(ibandronate), Skelid (tiludronate) or Didronel 

(etidronate)? 

yes no dk/u Birth defects or hereditary problems? 

yes no dk/u Bone fractures, or major injuries? 

yes no dk/u Any injuries to face, head, neck? 

yes no dk/u Arthritis or joint problems? 

yes no dk/u Endocrine or thyroid problems? 

yes no dk/u Diabetes or low sugar? 

yes no dk/u Kidney problems? 

yes no dk/u Cancer, tumor, radiation treatment or chemotherapy? 

yes no dk/u Stomach ulcer, hyperacidity, acid reflux? 

yes no dk/u Immune system problems? 

yes no dk/u History of osteoporosis? 

yes no dk/u Gonorrhea, syphilis, herpes, sexually transmitted 

diseases? 

yes no dk/u AIDS or HIV positive? 

yes no dk/u Hepatitis, jaundice or other liver problem? 

yes no dk/u Polio, mononucleosis, tuberculosis, pneumonia? 

yes no dk/u Seizures, fainting spells, neurologic problem? 

yes no dk/u Mental health disturbance or depression? 

yes no dk/u Vision, hearing, or speech problems? 

yes no dk/u History of eating disorder (anorexia, bulimia)? 

yes no dk/u High or low blood pressure? 

yes no dk/u Excessive bleeding or bruising, anemia? 

yes no dk/u Chest pain, shortness of breath, tire easily, swollen 

ankles? 

yes no dk/u Heart defects, heart murmur, rheumatic heart 

disease? 
 

yes no dk/u Angina, arteriosclerosis, stroke or heart attack? 

yes no dk/u Skin disorder (other than common acne)? 

yes no dk/u Do you eat a well-balanced diet? 

yes no dk/u Frequent headaches or migraines? 

yes no dk/u Frequent ear infections, colds, throat infections? 

yes no dk/u Asthma, sinus problems, hayfever? 

yes no dk/u Tonsil or adenoid condition? 

yes no dk/u Do you frequently breathe through your mouth? 

 
Have you had allergies or reactions to any of the following: 

 

yes no dk/u Animals 

yes no dk/u Foods 

yes no dk/u Other substances     

 

 

 

DENTAL HISTORY 

Now or in the past, have you had: 

yes        no         dk/u Permanent or extra (supernumerary) teeth removed? 

yes        no        dk/u Supernumerary (extra) or congenitally missing teeth? 

yes     no     dk/u Chipped or injured primary or permanent teeth? 

yes        no         dk/u Any sensitive or sore teeth? 

yes no dk/u Bleeding gums, bad taste or mouth odor? 

yes no dk/u Jaw fractures, cysts, infections? 

yes no dk/u Any teeth treated with root canals or pulpotomies? 

yes no dk/u “Gum boils,” frequent canker sores or cold sores? 

yes no dk/u History of speech problems or speech therapy? 

yes no dk/u Difficulty breathing through nose? 

yes no dk/u Food impaction between the teeth? 

yes no dk/u Mouth breathing habit or snoring at night? 

yes no dk/u History of speech problems? 

yes no dk/u Frequent oral habits (sucking finger, chewing pen, 

etc.)? 

yes no dk/u Teeth causing irritation to lip, cheek or gums? 

yes no dk/u Abnormal swallowing (tongue thrust)? 

yes no dk/u Tooth grinding or clenching? 

yes no dk/u Clicking, locking in jaw joints? 

yes no dk/u Soreness in jaw muscles or face muscles? 

yes no dk/u Ringing in ears, difficulty in chewing or opening jaw? 

yes no dk/u Have you ever been treated for “TMJ” or “TMD” 

problems? 

yes no dk/u Any broken or missing fillings? 

yes no dk/u Any serious trouble associate with previous dental 

treatment? 

yes no dk/u Have you ever been diagnosed with gum disease or 

pyorrhea? 

yes no dk/u Have you ever had an orthodontic consultation or 

treatment before now 

 

yes no dk/u Latex (gloves, balloons)  

yes no dk/u Metals (jewelry, clothing snaps)   

yes no dk/u Acrylics   

yes no dk/u Local anesthetics (novocaine, lidocaine, xylocaine)   

yes no dk/u Aspirin   

yes no dk/u Ibuprofen (Motrin, Advil)   

yes no dk/u Penicillin   

yes no dk/u Other antibiotics   

yes no dk/u Plant pollens   
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PATIENT HEALTH INFORMATION 

List any medication, nutritional supplements, herbal medications or non-prescription medicines, including fluoride 
supplements that you take. 

Do you take antibiotic pre-medication before any dental procedures? Yes No 

Medication Taken for     Medication  Taken for     

Medication Taken for Medication Taken for     

Have you ever taken any medications to strengthen your bones? Please describe.                 

Do you or have you ever had a substance abuse problem?    

Have you chewed tobacco Yes No or smoked any substance or vaped? Yes No 

If yes, what is the frequency? ______ 

Have you noticed any changes in your face or jaws?    

Any other physical problems?    

 

 
FAMILY MEDICAL HISTORY 

Have your parents or siblings ever had any of the following health problems? If so, please explain. 

Bleeding disorders     

Diabetes   

Arthritis    

Severe allergies    

Unusual dental problems              

Jaw size imbalance    

Other family medical conditions?    

RELEASE AND WAIVER 
 

I authorize release of any information regarding my orthodontic treatment to my dental and/or medical insurance company. 

Signature _____________________________________________________________ Date___________________ 

 
I have read the above questions and understand them. I will not hold my orthodontist or any member of his/her staff responsible for 

any errors or omissions that I have made in the completion of this form. I will notify my orthodontist of any changes in my medical or 

dental health. 

Signature _____________________________________________________________ Date___________________ 

 

MEDICAL HISTORY UPDATES OR CHANGES 

Changes    
Patient Signature _______________________________________________________ Date___________________ 

Dental Staff Signature ________________________________________________________ Date___________________ 

 

Changes    
Patient Signature ________________________________________________________ Date___________________ 

Dental Staff Signature ________________________________________________________ Date___________________ 

 

Changes    
Patient Signature _______________________________________________________ Date___________________ 

Dental Staff Signature ________________________________________________________ Date___________________ 
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How often do you brush?     How often do you floss?    

Women: Are you pregnant? Yes No Are you trying to become pregnant? Yes No 

 



 

Notice of Privacy Practices 

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. 
Harmony Pediatric Dentistry and Orthodontics, hereafter referred to as “Practice,” is committed to preserving the privacy and confidentiality of 

your health information. This Notice of Privacy Practices (NPP) describes how we may use and disclose your protected health information, 

hereafter referred to as “PHI,” to carry out treatment, payment or health care operations and for other purposes that are permitted or required by 

law. 45 CFR§ 164.520. This Notice has been revised to conform to HIPAA’s Final Rule referred to as the “Omnibus Rule” published 01/25/13. 

This notice replaces previous versions of the Notice and is effective 10/15/2020. You may access or obtain a copy according to the following 

options: 1) our website at www.harmonybethesda.com 2) contact the office and request a copy to be sent to you by mail or email, 3) request a 

copy at the time of your next appointment. 

1. USES & DISCLOSURES OF PHI. How We 
Use Your Information: Your PHI may be used and disclosed by our 
Practice’s provider, administrative and or clinical staff and others 
outside of our Practice who are involved in your care and treatment 
for the purpose of providing healthcare services to you. 
A) Treatment: We will use and disclose your PHI to provide, 
coordinate or manage your care and any related services. We may 
disclose PHI to other providers who may be treating you such as a 
specialist. 
B) Payment: We will use your PHI to obtain payment for the 
services provided by this Practice. For example, if we are working 
with your insurance plan, we may verify eligibility or coverage for 
benefit determination. We may use or disclose your information so 
that a bill may be sent to you that may include services provided. 
C) Healthcare Operations: The Practice may use or disclose, as 
needed, your PHI in order to support its business activities such as 
quality performance reviews regarding our services or the 
performance of our staff. 

i) Business Associates: We may share your PHI with third party 
business associates such as answering services, 
transcriptionists, billing services, consultants, trainers and legal 
counsel. We obtain a written agreement with business 
associates to assure the protection and privacy of your PHI. 

 

Other Permitted and Required Uses and Disclosures That May Be 
Made Without Your Authorization or Opportunity to Agree or 
Object: We may use or disclose your PHI in the following situations 
without your authorization or providing you the opportunity to agree 
or object as follows: 
D) Required or Permitted by Law: We may use or disclose your 
PHI as required by law. This may include public health activities 
such as controlling a communicable disease or compliance with 
health oversight agencies authorized by law. We may disclose PHI 
to a public health authority authorized to receive reports of child 
abuse or neglect. We may disclose your PHI if we believe you have 
been a victim of abuse, neglect or domestic violence to a 
governmental agency authorized to receive such information in 
compliance with state and federal law. We may disclose your PHI 
to the Food and Drug Administration for the quality, safety, or 
effectiveness of FDA-regulated products or activities. We may 
disclose your PHI in the course of a legal proceeding in response 

to a subpoena, discovery request or other lawful process. We may 
also disclose PHI to law enforcement providing applicable legal 
requirements are satisfied. We may disclose PHI to a coroner or 
medical examiner for identification purposes. We may disclose PHI 
to researchers when the information does not directly identify you 
as the source of the information and such research has been 
approved by an institutional review board to ensure the privacy of 
the PHI. We may disclose PHI as authorized to comply with 
workers’ compensation laws. We may use and disclose your PHI 
if you are an inmate of a correctional facility and this information is 
necessary for your care. 

 

Authorization for Other Uses and Disclosures of PHI: Use and 
disclosure of your PHI not addressed in this Notice of Privacy 
Practices will be made only with your written authorization. You 
may revoke this authorization in writing at any time. If you revoke 
this authorization, we will no longer use or disclose your PHI; 
however, we are unable to retrieve previous disclosures made with 
your prior authorization. 

 

Other Permitted and Required Uses and Disclosures that Require 
Your Permission or Objection: 
E) Students: We may share PHI with students working in our 
Practice to fulfill their educational requirements. If you do not wish 
a student to observe or participate in your care, please notify your 
provider. 
F) Appointment Reminders: We may contact you as a reminder of 
your appointment. Only limited information is provided on an 
answering machine or an individual other than you answering the 
call. We may issue a post card or letter notifying you that it is time 
to make an appointment. You may provide a preferred means of 
contact such as a mobile telephone number or email address. 
Reasonable requests will be accommodated. 
G) Family, Close Friends, Personal Representatives & Care 
Givers: Our staff may disclose to person involved in your care your 
PHI relevant to that person’s involvement in your care or payment 
of the services providing you identify these individual(s) and 
authorize the release of information. If you are unable to agree or 
object to such disclosure, we may disclosure such information as 
necessary if we determine that it is in your best interest based on 
our professional judgment. If a young adult age eighteen (18) 



requests that his or her information not be released to a parent or 
guardian, we must comply with this request in compliance with 
state law. For minor children living in divided households, both 
parents (mother and father) have access to the PHI unless their 
parental rights have been terminated. Payment of services is 
addressed in your Final Divorce Decree; however, we obtain 
payment from the parent who brings the child in for treatment. We 
will provide you a statement to send to the other parent for your 
reimbursement. 
H) Disaster Relief: If applicable, we may use or disclose your PHI 
to an authorized public or private entity to assist in disaster relief 
efforts and to coordinate uses and disclosures to family or other 
individuals involved in your care. 

 
2. YOUR RIGHTS. The following is a statement of your rights 
regarding PHI we gather about you: 
A) Copy of this Notice: You have the right to a copy of this notice 
including a paper copy. 
B) Inspect and Copy PHI: You have the right to inspect and obtain 
a copy of PHI about you maintained by our Practice to include 
patient and billing records. You must submit a written request and 
indicate whether you prefer a paper or electronic copy. According 
to state and federal law, we may charge you a reasonable fee to 
copy your records. Our Practice does not transmit unsecure PHI 
via email. However, if you prefer this information emailed to you 
with encryption or security measures, we will comply with your 
request and will verify your email address. We suggest sending our 
Practice an email and we will reply with the attachment. (Note: 
Under federal law, you may not inspect or copy psychotherapy 
notes; information compiled in reasonable anticipation of, or use in, 
a civil, criminal or administrative action or proceeding. Please 
contact the Privacy Officer for more details). 
C) Amendment: You have the right to have your provider amend 
your PHI about you in a designated record set. Please consult with 
the Privacy Officer. We may deny this request and you may 
respond with a statement. We may include a rebuttal statement in 
your record. Reasons we may deny amending such information, 
but not limited to these reasons, is if we did not create the 
information, or if the individual who created the information is no 
longer available to make the amendment or it is not part of the 
information maintained at our Practice. 
D) Restrictions: You have the right to request a restriction of your 
PHI. If you paid out-of-pocket for a service or item, you have the 
right to request that information not be disclosed to a health plan 
for purposes of payment or health care operations and we are 
required to honor that request. You may request in writing to our 
Privacy Officer not to use or disclose any part of your PHI for the 
purposes of treatment, payment or health care operations such as 
to family members or friends involved in your care or for notification 
purposes as described in this Notice of Privacy Practices. 
However, your provider is not required to agree to this restriction. 
You may discuss restrictions with the Privacy Officer. 
E) Confidential Communications: You have the right to request to 
receive confidential communications from our Practice by 

alternative means or at an alternative location. For example, you 
may prefer our Practice to use your mobile telephone or email 
rather than a residential line. Please make this request in writing 
to the Privacy Officer. Our staff will not ask personal questions 
regarding your request. 
F) Disclosures: You have the right to request an accounting of 
disclosures of your PHI including those made through a Business 
Associate as set forth in CFR 45 § 164.528. The HITECH Act 
removed the accounting of disclosures exception to PHI to carry 
out treatment, payment and healthcare operations if such 
disclosures are made through the EHR. To request an accounting, 
submit your request in writing to the Privacy Officer. 
G) Breach Notification: According to the HITECH Act, you have the 
right to be notified following a breach of unsecured PHI that affects 
you. “Unsecured” is information that is not secured using 
technology or methodology identified by the Secretary of the U.S. 
Department of Health and Human Services to render the PHI 
unusable, unreadable and undecipherable to unauthorized users. 
Breach notification applies to our Business Associates who are 
obligated to notify our Practice if a breach of unsecured PHI occurs 
that affects you. 
H) Fundraising: If PHI is used for fundraising which is considered 
“health care operations,” basic requirements must be satisfied to 
include notice to you and a process for you to opt-out. If the 
individual consents, only specific parts of PHI may be used for 
fundraising. Note: Your PHI will not be used in this manner. 

 

3. COMPLAINTS. You have the right to file a complaint if you 
believe your privacy rights or that of another individuals’ have been 
violated. You may contact our Privacy Officer and your issue will 
be addressed. You may also file a complaint with the Secretary of 
Health and Human Services at: U.S. Department of Health & 
Human Services, Office of Civil Rights, 200 Independence Avenue, 
SW, Washington, D.C. 20201. Your complaint must be filed in 
writing, either on paper or electronically, by mail, fax, or e-mail; 
name the covered entity or business associate involved and 
describe the acts or omissions you believe violated the 
requirements of the Privacy, Security, or Breach Notification Rules; 
and be filed within 180 days of when you knew that the act 
occurred. Visit the Office of Civil Rights website at 
www.hhs.gov/ocr/hipaa/ for more information. 

 

If you have any questions, would like additional information or want 
to report a problem regarding the handling of your PHI, you may 
contact the Privacy Officer at: 

Harmony Pediatric Dentistry and Orthodontics 
4818 Del Ray Ave 

Bethesda, MD 20814 
301-664-4220 

smile@harmonybethesda.com 

You will not be penalized for filing a complaint. 



 
 

Your Privacy Is Important to Us 

Acknowledgement of Receipt of Notice of Privacy Policies 

I have received a copy of the Notice of Privacy Practices of Harmony Pediatric Dentistry and 
Orthodontics. I hereby authorize, as indicated by my signature below, Harmony Pediatric Dentistry and 
Orthodontics to use and to disclose my protected health information for any necessary clinical, financial, 
and insurance purpose, as authorized in the Patient Consent form. 

 

 
Print Patient’s Name  

 

 
Signature Date 

 
Please check your preferred means of communication: 

□ You may contact me at my home telephone number    

□ You may contact me on my mobile telephone number    

□ You may contact me on my work telephone number    

□ You may send me an unencrypted email/text message at:     

□ Other    

Please list authorized persons with whom we may discuss your Protected Health Information (PHI) 
in addition to custodial parents and legal guardians: 

 
1.   Date Added / Removed:   

 

2.   Date Added / Removed:    
 

3.   Date Added / Removed:    
 

4.   Date Added / Removed:    
 

* * * 
 

For Office Use Only: 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 

but acknowledgement could not be obtained because: 

□ Individual refused to sign 

□ Communication barriers prohibited obtaining the acknowledgement 

□ An emergency situation prevented us from obtaining the acknowledgement 

□ Other (Please Specify)    

Staff Person Initials    



FINANCIAL POLICY

Patient Agreement and Financial Policy
I hereby agree to be responsible for the costs of care provided by Harmony Pediatric Dentistry and
Orthodontics and/or the dental team for my dependent(s), whether or not I have a dental insurance benefit
available. I also understand that it is my responsibility to be aware of any limitations, and benefits of my
insurance policy. I understand that Harmony Pediatric Dentistry and Orthodontics is ONLY in network
with Cigna DPPO plans. Payment in full to this office is my responsibility and I am aware that if I have an
insurance plan other than Cigna, all benefits will be reimbursed directly to me.

I understand that there will be a $35 charge to all accounts in which a check payment is returned.

I understand that because appointments are not double-booked, I must provide notice of cancellation at least
48 hours prior to my child’s scheduled appointment time. At times a cancellation fee may be assessed, or I
may be required to put down a deposit in order to schedule my child’s treatment.

We make every effort to schedule appointments that are most convenient for you and that fit your personal
schedule.  Because we do not schedule several patients at the same time, all appointments are reserved
exclusively for you and your child.  In return, we ask that you make every effort not to change your reserved
dental appointment.

I understand that for any treatment, payment in full is due at the time of service. I understand that failure
to pay amounts due to this office will result in discontinuation of my child’s treatment and my account being
placed with a collection agency.  In the event that my account is further referred to an attorney, I agree to pay
all collection and attorney fees.

Date: _______________ Signature: ____________________________________________
Signature of patient/parent/legal guardian


