
TIME 04:29 PM

]D:

First Name:

Chart ID:

PATIENT REG!STRATION

Last Name:

DATE3t19t2024

Middle Initial:

Patient Is: [lPolicy Holder llResponsible party

- 
Responsible Party ( if someone other than the patient )

Pretbrred Name:

First Name:

Address:

Last Name: Middle Initial:

Address 2:

City, State, Zip:

Home Phone:

Birth Date:

Work Phone:

Soc Sec:

Pager:

Cellular:

LJ Responsible Parly is also a Policy Holder for Patient lJ Prirnary lnsurance Policy Holder [-*J Secondary [nsurance Policy Holder

- 

Patient htfonr:ation

Address 2:

State lZip: Pager:

Cellular':

Gender: [-]]Male f Female []Unknown Marital Stanrs:f-'lMarried i-""lSingte

Soc Sec:

f*loivorceo flSeparated flwidowed

Drivers Lic:Birth Date:

E-mail: i 
- 

1 I would like to receive correspondences via e-nrail,

Section 2

Ernploymentl lFrll Tjr,"
Status: " '

Student S tatus : l]].1 Full Tirne

[JPart Time

ffiPart Time

f Retired

Medicaid ID:

Enrployer ID:

Carrier lD: Pret, tlyg:

- 

Primary Insulance Infbrmation

Name of Insured:

Insr.rred Soc. Sec:

Employer:

Address:

Address 2:

City, Srate, Zipl

Rem, Benefits:

Insured Birth Date:

Relationship to lnsured: [*l Self []spouse ffictltta Iott r.

Ins. Company:

Address:

Address 2:

City, State, Zip:

Rern. Deduct:

- 

Secondary Tnsurance Itrtbrrnation

Relationship to Insured: l--J Self [_Jspors" [_lctrita llottrer
Insured Birth Date:

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Rem. Deduct:

Drivers Lic:

Section 3

NP in system



Tlnre 4: 27 Pfvl

Fitient Flame:

l'our rnorrth is B Fsr[ of yqu, errtir e Lrudy

Are you under E phyEiciatr's (BrE uo,ir'l

fio )qu hove, or h*rrre vcrr hed, arry tf ihe follot,.'n,;f

PEtrick I.liclrEl Dl'1D

2021 M€dical H'tstory Forn
Eir th gBtei

Date 3/19,11112C

Date CreitEdi

Have you ever been lrorptallled or hnd a mBJor speraUonl

DE you havE Eny $rglcally pleced metal ln your body? SuEh Es
metal pins, plate6, or joint rep{aEEmants

Have you ever been told ilrdt you rrecd arr anUblotjc
pr-emedicatiorl prior tD ciental tre8tmetrt?

Are yDu tBkjnq any mediEationE? If so deEEE liEt,

HEVe you e!,er t6kan Fos6max/ Bonlvd, AEtonel or any other
medirEtlons contElnhrg blEphoEphsnates?

Oo you usE or have you used tobaEEq or electl-onic cigarettel
If $ hEW much?

WoffiEnr Are you, ,,

i I*,< PreOnrntffrying to OetpreEn;nt?

,$ E you RllergiE io any sf thE followinpl
, i*_Asphin

: i' t Metal

FaodE

Other allerOles not lietrd aboye

() vee (i no It?es

lf yen

Do'rn 5?nclr8me

FreqLrPnt CoLtgll

HEart Attack

lddne,r'Disease

GERD/ilrid Reffux

SpEcial I,leedE

Shingles

Fa:emaker

PEriodontal Sur gery

I"tsu$ Sores

Ory lvlouih

Angins"flchest Pairr

ArxletypepreEElon

Artficial Joint

B, LJiEe Easily

ChentoUrerapy

COPD

Epileps?/selrures

Failiting SFElllspizztne6E

Hrglr Blood PressLtrE

Liver Disease

ost€oForosidpeuia

StomEEh/IntEsUn6l DiseasE

Sinus Trouble/Seasonal
Allergies

Olgan
TransplantG,ecipien ts

Alzlreinrer's lDenrentla

Arthritic/Goul

Autolfimune Olse6re

Blood Transfusiorr

Cold sore/ FEver BliEters

trldbetes

Excessi'#e Bleeding

GlauEEma

High ChslEstErol

Lo$ Bload Fressure

Raditiorx Tleatnents

Sboke

Tuberculssis

lvlental HE.lfl rPsychlab ic
Care

ADO/ADHD

AnEnlla

Autism

BEcterial Endocar di6s

congentidl Heart Disarder

Erug Additotr

Frequent Hedda(hes

Herpes

Hep.btr A, B or C

Lung BiEase

Renal Dlalysis

SJ6qren'E Syndrome

Thyroid Oisease

COt/ID - 19/CoronBVh'uE

CBrEEstreHeartFailute,,yEs ;l.to

Have you e,;zr irad or do 1,ou lrave any illness nol listerl
abo'rel

Please pr olide Eflel gency C.rlrtRct arld phorre ntrnber,

DenGl History

vVlten vras !,our lEEt dEntEl apFoilttnentT PleasE Ft svide
pr evious Lientist lrdme and phone nrrmher,

\ilhen nere your last derrl.al xrsys lakEn?

HEW qftEI dc you bruslr vour teetJrl

Holl often rlo yorr floss your tEEth?

f1o yrru hare cr ha,;e you had tJre folloninq?

lfyes

ConInEnt

CoBfrefrl

liv" iyfif I

i't Yes (J No I u.

i-) ves l.l ruo 
I

Do you ever {chooae all that apply)

: clendr

: MEUth BrE6ther
(.) Yes

tJI Yes

tla

1.,t0

Date:



Acknowle ent of Recei Pnactices

I hereby acknox,ledge that I have received or have been given the opporlunity to receive,'revieu'tr copl' c,f

NoticeofPrivacyPractices. Bysigningbelowlam"only"givingachrowledgrnentthatlhavereceivcdorhave
been given rhe opportunity to receive/review this organization's Notice o1'oltl'Plivacl'Prirctices.

Patient's Date o1' Il irtlr

Date Signed

Name of parent/legal guardiarr if signing for patient

FOR. OFFICE USN], ONLY

We attempted to obtain written acknowledgement of receipt of 0ur Notice ol'Privacy Practices, ltowever.

acknowledgment could not be obtained because:

tr Individual refused to sign

E Communications barriers prohibited obtaining acknowledgement

n An emergency situation preveuted us from obtaining acknou'ledgement

tr Other (please specity):

Notes:



Patrick 1r.,1. Michel, DfultD, PA

You may give Dr. Patrick Michel writlen authorizatiofl to disclose your protected health
intormation (PHl) to anyona that you designate and tor any purpose" lf you wish to authorize a
pgrson or entity to receive your PHl, please complete the inlormation below:

PLEASE PRINT:

Patient's Name: Middle lnitial: _ __[ast h!*me:

Patient's Date of Birth:__ J __,1
Patient's Address:_--_-

City: State:____-.__._- ._ ___Zip

Phone Nlrrrber:

Al rny request, I authorize Patrick M. ffichel, DMD, PA to disclose my Prolec(ed Health
lnformation to:

Name:*..*-

Name;

-_.Relationship to Patient:

.-Rdationship to Fatient:

l'larne:
-*Helationship to Paiient :

l , authorize Fatrick lvl. Micirel.
DMD, PA to disc{crse tt',* iottow-ingFftt io U* person/ errtity listed above, Check at1 that appty:

".,. _ __ Patienl I rdorrfi ati on
_- _Payrnent Inf ormation

--Claims 
lntormation

_- -_All services lrom a specific health care provider
__Benefit lnformation
__ Explanatiorr of lnsurance Benefits
_All lnfonnalion Requested

Paiien;'s
Signature, Date

(lf the patient is a minor. the guardian needs to sign.)



Parrick lrl. Michet, Dh/D, PA

3314 Healy Drive, Suite 10.|

Winslon-Salem, NC 27103

FINANCIAL POLICY

f hank you ior seleding our office as your dental provider. The toliowing is a statemeni of our
financial policy which we ask that you read, understand and sign prior to any treatment. We

are commified to the best possible dental care and we are happy lc discuss our prof essionai f ees

with you at any ime during our rrormal olfice hours. Yotr alear understandlng of our financiai
policy is important to our professional relationship. Please ask if you have arty questions abr:ut
our fees, our providing you with linancial pollcy, or your respoflsibility. Payment is requeste<j al
each appointment as service is rendered and can be made by Cash, Check, Master Card, Visa,
Arnerican Express, Dlscover, or Care Credit Please be aware that i, you are a parent blinging
a child to our office you are legally responsible for payments cn all charges. We cannot send
slaternents to other addresses.

DE,IITAL INSUH

As a cour"tesy to you, our palients, we will iila your denlal insL:rance clairn 1ot 'yxu" We als*, as a

courlesy toyau,lvll accept assignrnent of benefits. we will aily accap( this assignment of
benefits afler you are a patient of rgcord wlth us. Once we havevenlied your insurance benelits,
we will begin filing your claims for you" For appointments such as cleanings, we will bill the
irrsurance company. lf you need t0 relurn for reslorative, we will collect your yearly deductible al
the time the service js rendered. lt you are in need of a crown, bridge, or denture, lve ask lhat
you pay a porlion of what you will be responsible f or at the initial appoiniment, and that the
rernaining portion be paid at the delivery appointment. Please keep in mind we eslirnate what rle
think ihe insurance will pay. Or"lce the insurance company raimhursns us, you will be billed for
any remaining balance.

You, the patient, are responsible lor your eniire account i:alance. lf" for some reason, your
insuranco company becomes unduly diflicult to deal rvrth, we ask that you proceed vuith 'rvhatever
measures you deem appropriate to colleot on your ciaim. Please provide us with ihe lollowing
information in order to file your claim:

Patient's Name:
Employee Name:... -___-. 

_::::______
Etnpioyee Date ot Eirth:
Employee Social Security Number:
Corrr pany Whe-re f; mpioyeci:
Insurance Company lrlame & Nuntber:

I authorize lhe releaso oi any inf ormation colrcerning nrine or rny child's oental care, adlrice, and
treatment provided lor the puflposes oi evaluating and adnrinistering claims forinsurance benefits.
t hereby authorize payment ol insurance benelits directlv to the centist, oiherv,riue payabie lo me
and I tlnderstand that I arn financially responsible for payrnents irr full ot' ali accourrts.

Signature oi paIient, parent, or guardian_ __Date


