
TIME ___________
PATIENT REGISTRATION

DATE ___________

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

EMERGENCY CONTACT

CELL PHONE #

WORK PHONE #

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

HOME PHONE #

RELATION TO PT

PHYSICIANS NAME:

REFERRED BY



Time___________ 

Patient Name: 

Aaron C. Studer, DDS, PC 

Eaglesoft Medical History 

Birth Date: Date Created: 

Date ___________ 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be 
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions. 

Are you under a physician's care now? Oves QNo 

Have you ever been hospitalized or had a major operation? Oves QNo 

Have you ever had a serious head or neck injury? Oves QNo 

Are you taking any medications, pills, or drugs? Oves QNo 

Do you take, or have you taken, Phen-Fen or Redux? Oves QNo 

Have you ever taken Fosamax, Boniva, Actonel or any other Oves QNo 
medications containing bisphosphonates? 

Are you on a special diet? Oves QNo 

Do you use tobacco? Oves QNo 

Do you use controlled substances? Oves QNo 

Women: Are you ... 

D Pregnant/Trying to get pregnant? ONursing7 

Are you allergic to any of the following? 

□Aspirin □ Penicillin 

OMetal OLatex 

other? D 

Do you have, or have you had, any of the following? 

AIDS/HIV Positive Oves QNo Cortisone Medicine Oves 

Alzheimer's Disease Oves QNo Diabetes Oves 

Anaphylaxis Oves QNo Drug Addiction Oves 

Anemia Oves QNo Easily Winded QYes 

Angina Oves QNo Emphysema QYes 

Arthritis/Gout Oves QNo Epilepsy or Seizures QYes 

Artificial Heart Valve Oves QNo Excessive Bleeding Oves 

Artificial Joint Oves QNo Excessive Thirst Oves 

Asthma Oves QNo Fainting Spells/Dizziness Oves 

Blood Disease Oves QNo Frequent Cough Oves 

Blood Transfusion Oves QNo Frequent Diarrhea QYes 

Breathing Problems Oves QNo Frequent Headaches QYes 

Bruise Easily Oves QNo Genital Herpes QYes 

Cancer Oves QNo Glaucoma Oves 

Chemotherapy Oves QNo Hay Fever Oves 

Chest Pains Oves QNo Heart Attack/Failure Oves 

Cold Sores/Fever Blisters Oves QNo Heart Murmur QYes 

Congenital Heart Disorder Oves QNo Heart Pacemaker QYes 

Convulsions Oves QNo Heart Trouble/Disease QYes 

Have you ever had any serious illness not listed above? Oves QNo 

Comments: 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

If yes 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

QNo 

If yes 

Ocodeine 

D Sulfa Drugs 

Hemophilia 

Hepatitis A 

Hepatitis B or C 

Herpes 

High Blood Pressure 

High Cholesterol 

Hives or Rash 

Hypoglycemia 

Irregular Heartbeat 

Kidney Problems 

Leukemia 

Liver Disease 

Low Blood Pressure 

Lung Disease 

Mitral Valve Prolapse 

Osteoporosis 

Pain in Jaw Joints 

Parathyroid Disease 

Psychiatric Care 

D Taking oral contraceptives? 

□Acrylic 

D Local Anesthetics 

Oves QNo Radiation Treatments Oves QNo 

Oves QNo Recent Weight Loss Oves QNo 

Oves QNo Renal Dialysis Oves QNo 

Oves QNo Rheumatic Fever Oves QNo 

Oves QNo Rheumatism QYes QNo 

Oves QNo Scarlet Fever Oves QNo 

Oves QNo Shingles Oves QNo 

Oves QNo Sickie Cell Disease Oves QNo 

Oves QNo Sinus Trouble Oves QNo 

Oves QNo Spina Bifida Oves QNo 

Oves QNo Stomach/Intestinal Disease Oves QNo 

Oves QNo Stroke Oves QNo 

Oves QNo Swelling of Limbs Oves QNo 

Oves QNo Thyroid Disease Oves QNo 

Oves QNo Tonsillitis Oves QNo 

Oves QNo Tuberculosis Oves QNo 

Oves QNo Tumors or Growths Oves QNo 

Oves QNo Ulcers Oves QNo 

Oves QNo Venereal Disease Oves QNo 

Yellow Jaundice Oves QNo 

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health. It is my 
responsibility to inform the dental office of any changes in medical status. 

Signature of Patient, Parent or Guardian: 

X Date: ____ _ 



    !  
333 West Blvd, Suite 300A | Rapid City, SD  57701 

(605) 343-5415 | Fax (605) 718-8536 

FINANCIAL POLICY 

Thank you for choosing Advanced Dental Professionals.  Our primary mission is to deliver the 
best and most comprehensive dental care available.  An important part of the mission is making 
the cost of optimal care as easy and manageable for our patients by offering payment options. 

Payment Options: 

You can choose from: 

• Cash, Check, Visa, MasterCard, Discover Card, American Express. 
• No Interest Payment Plans from CareCredit:  

                                 Allow you to pay over time with NO INTEREST. 
                                 Convenient, low monthly payment plans also available. 
                                 No annual fees or pre-payment penalties. 

Please Note: 

Advanced Dental Professionals requires payment on the date of your treatment.   
  
For treatment plans over $1500, we require half down and the remainder may be paid in three 
payments.  For plans requiring more than 3 appointments, alternative payment arrangements may 
be provided.  On balances more than 90 days old, our interest charge is 20% APR. 

For patients with dental insurance, we are happy to work with your carrier to maximize your 
benefits and directly bill them for reimbursement for your treatment.  Co-payment is due at the 
time of service. 

All returned checks are submitted to Chexcel. 

If you have any questions, please do not hesitate to ask.  We are here to help you get the dentistry 
you want or need. 

Patient, Parent or Guardian Signature                                             Date 

Patient Name (Please Print)



!  
AARON C. STUDER, DDS, PC 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE 

I acknowledge I have received a copy of Advanced Dental Professionals’ Notice of Privacy Practices. 

____________________________________  _________________________ 
Patient Name or Minor Child (printed)   Patient’s Date of Birth 

____________________________________  _________________________ 
Signature of Patient or Parent of Minor Child  Date 

AUTHORIZATION FOR APPOINTMENT REMINDERS 

As required by the Health Insurance Portability and Accountability Act of 1996, Advanced Dental 
Professionals may not use or disclose your personal health information without your authorization except 
as provided in our Notice Of Privacy Practices.  Your signature on this form indicates that you are giving 
permission for the uses and disclosures described herein.  You may revoke this authorization at any time by 
signing and dating the revocation section on your copy of this form and returning it to this office. 

I herby authorize Advanced Dental Professionals to call my residence or cell phone for the purpose of 
reminding me of my dental appointment or send an e-mail or text via our web site.   In case I am not 
available, I also authorize Advanced Dental Professionals to communicate the reminder by leaving a 
message with the person who answers the phone call or on my answering machine/voice mail.  I understand 
the message will identify the call as coming from Advanced Dental Professionals and will include the date 
and time of my appointment.  If necessary, the message will also include special instructions regarding my 
appointment. 

____________________________________  _________________________ 
Patient Name or Minor Child (printed)   Patient’s Date of Birth 

____________________________________  _________________________ 
Signature of Patient or Parent of Minor Child  Date 

Only complete this section if you wish to revoke this authorization: 

I revoke this authorization effective ______________________________(date). 

____________________________________  __________________________ 
Signature      Date 



!  
AARON C. STUDER, DDS, PC 

AUTHORIZATION FOR THE USE AND DISCLOSURE OF PROTECTED 
HEALTH INFORMATION 

As required by the Health Insurance Portability and Accountability Act of 1996, Advanced Dental 
Professionals may not use or disclose your health information without your authorization except as 
provided in our Notice Of Privacy Practices.  Your signature on this form indicates that you are giving 
permission for the uses and disclosures described herein. You may revoke this authorization at any time by  
signing  and dating the revocation section on your copy of this form and returning it to this office. 

AUTHORIZATION SECTION 

I, ____________________________________________(print patient name or name of minor child) 
hereby authorize and request the use and disclosure of all of the health information that pertains to me.  I 
authorize and request Advanced Dental Professionals to make these disclosures of my health information.  I 
authorize and request the following persons to receive these disclosures of my health information and elect 
not to provide statement of purpose for the use of the disclosure to the following persons (please print): 

____________________________________________ ____________________________________ 
Name       Relationship 

____________________________________________ ____________________________________ 
Name       Relationship 

____________________________________________ ____________________________________ 
Name       Relationship 

I understand that information disclosed pursuant to this authorization may be re-disclosed to additional 
parties and no longer be protected. 

I understand that I may revoke this authorization at any time by signing the revocation section of my copy 
of this form and returning it to Advanced Dental Professionals.  I further understand that any such 
revocation does not apply to the extent that persons authorized to use or disclose my health information 
have already acted in reliance on this authorization. 

 I understand that I am under no obligation to sign this authorization.  I further understand that my ability to 
obtain treatment will not depend in any way on whether I sign this authorization or not. 

____________________________________                             ______________________ 
Signature of Patient or Parent of Minor Child                Date    

Only complete this section if you wish to revoke this authorization: 

I revoke this authorization effective ___________________________ (date). 

__________________________________________  ______________________ 
Signature      Date 
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