
Patient Registration Form 

First Name:_____________________Last Name:_________________Middle Initial:_______ 

Primary Care Physician:________________________Phone #:________________________ 

Emergency Contact:___________________________Phone #:________________________ 

Who may we thank for referring you to our practice: ________________________________ 

Patient Information 

Street Address:_______________________________Apt/Unit #:_______________ 

City:_______________________State:__________Zip Code:___________________ 

Birthdate:___________________Social Security number:______________________ 

Cell phone #: ________________Home phone #: ______________Work phone #: ___________ 

Email: _____________________  

How would you prefer to receive appointment confirmations: Text:_____Email:_____Phone call:_____ 

Primary Dental Insurance Information 

Name of policy holder:____________________________________DOB:___________________ 

Policy holder SSN:____________________Relationship to policy holder:  0 self 0 spouse 0 child 0 other 

Name of employer:___________________________Name of dental insurance:_______________________ 

ID# for insurance:____________________________Secondary insurance: YES:__________NO:_________ 

Informed Consent Form  

I do hereby authorize and consent to any x-rays, examination, prophylaxis (dental cleaning), non-surgical 

treatment of the gums, anesthetic, restorations, oral photographs, emergency services, or dental treatment 

rendered under the general, direct or indirect supervision of Dr. Brien Hedstrom and his staff members, as they may 

deem necessary to create a better health for my mouth. I understand that during treatment, un-foreseen conditions 

may arise which may necessitate procedures different than those discussed prior to treatment. I therefore consent 

to the performance of any additional treatment which Dr. Brien Hedstrom considers necessary.  I understand that 

some after treatment effect and complications do occur with regularity. I understand that it is vital that I give as 

accurate and complete medical and personal history as possible, follow any and all instructions and permit to 

prescribed diagnostic procedures.  Guarantees and assurances cannot be made by anyone regarding the dental 

treatment which you have requested and authorized.  It is essential that you keep your appointments and cooperate 

in your treatment to help ensure the best possible result.  My signature below confirms that I understand that no 

dental treatment is completely risk free and that my dentist will take all reasonable steps to limit any complications 

of my treatment and to provide competent dentistry with comfort and care.  

 

Signature: _______________________________________________Date: ________________________________ 

 





HIPPA OMNIBUS RULE 

        Patient acknowledgement of receipt of notice of privacy practice’s and consent/limited authorization and release form. 

*You may refuse to sign this acknowledgement, in refusing we may not be allowed to process your insurance claims.

The undersigned acknowledges receipt of a copy of the current effective Notice of Privacy Practices for this health care facility.  

A copy of this signed, dated document shall be as effective as the original.  My signature will also serve as a PHI document 

release should I request treatment or radiographs be sent to other attending doctors/facilities in the future.  

Date: __________________________ 

______________________________________________________________________________________________ 

           Please print your name        Please sign your name  

         ________________________________________________________________________________________________ 

         Legal representative         Description of authority 

Please list any other parties who can have access to your health information: (this includes step parents, grandparents and any 

other care taker who can have access to this patient’s records) 

 Name: ________________________________________________________Relationship: _____________________________ 

Name: ________________________________________________________Relationship: ______________________________ 

In signing this HIPPA Patient Acknowledgement Form, you acknowledge and authorize this office may recommend products or 

service to promote your improved health.  We, under current HIPPA Omnibus Rule, provide you this information with your 

knowledge and consent.  

Office use only: As privacy offer, I attempted to obtain the patient’s (or representatives) signature or this acknowledgement but 

did not because:  

It was emergency treatment: ________ I could not communicate with patient: __________ 

The patient refused to sign: _________          The patient was unable to sign because: _________ 
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