
PATIENT REGISTRATION

Version 1.1

Patient Information

Additional Comments:EMERGENCY CONTACT:

EMERGENCY PHONE:

CELL PHONE:

Open Patient Autho`s:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder

Responsible Party

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

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

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

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:



TIME 1:08 PM DATE 6/3/2013

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Peter C Certo Jr DMD

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

Yes No

Are you allergic to any of the following?

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 __________________________________________________ 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 

following questions.

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

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

Yes No If yes, please explain:

Yes No If yes, please explain:

Yes No If yes, please explain:

Comments:

Cortisone Medicine

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures

Excessive Bleeding

Excessive Thirst

Fainting Spells/Dizziness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever

Heart Attack/Failure

Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

AIDS/HIV Positive

Alzheimer's Disease

Anaphylaxis

Arthritis/Gout

Artificial Heart Valve

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

Convulsions

HerpesAnemia

Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stomach/Intestinal Disease

Stroke

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatic Fever

Renal Dialysis

Radiation Treatments

Recent Weight Loss

Yes No

Yes No

Yes No

Hepatitis B or C

High Blood Pressure

Yes No

Yes No

Yes No

Yes No

Hemophilia

Hepatitis A

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

Yes No

Yes No

Yes No

Hives or Rash

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Swelling of Limbs

Thyroid Disease

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

Yellow Jaundice

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Women:  Are you

Are you on a special diet? Yes No

Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No

Your typed name constitutes an electronic signature

LaurenceBanville
Highlight



CERTO DENTAL 
Peter C. Certo, Jr., D.M.D 
2211 Chichester Avenue Suite 204 
Boothwyn, PA 19061 
Phone:610-364-1345 
Fax:610-364-1347 
PCertoDMD@verizon.net  

TO ALL PATIENTS: 

DUE TO THE CONCERNS OF MANY PATIENTS WITH THE REGARDS TO 
MERCURY IN AN AMALGAM (SILVER) FILLING AND TO MOST PATIENT 
CONCERN FOR COSMETIC REASONS, IT IS OUR OFFICE POLICY SINCE 
JANUARY 1 ST  2007, THAT WE WOULD NO LONGER USE AMALGAM FILLINGS. 
SINCE MOST INSURANCE COMPANY ONLY ALLOW FOR AMALGAM 
FILLINGS ON POSTERIOR TEETH, THE PATIENT IS FINANCIALY 
RESPONSIBLE FOR THE DIFFERENCE OF WHAT THE INSURANCE COMPANY 
ALLOWES FOR AN AMALGAM FILLING AND THE (UCR) FEE FOR THE 
COMPOSITE (WHITE) FILLING. 

PATIENT SIGNATURE OR PARENT OR GUARDIAN 

PATIENT MUST BE 18 YEARS OLD TO SIGN 

Your typed name constitutes an electronic signature
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HIPAA Notice of Privacy Practices Acknowledgement 

CERTO DENTAL 
Peter C. Certo, Jr., D.M.D. 

2211 Chichester Avenue, Suite 204 
Boothwyn, PA 19061 

(610) 364-1345 

understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have 
certain rights to privacy regarding my protected health information. I understand that this information can 
and will be used to: 

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
• Providers who may be involved in that treatment directly and indirectly 
• Obtain payment from third-party payers 
• Conduct normal healthcare'1' 
• Operations such as quality assessments and physician certifications 

I acknowledge that I have received your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this organization has the 
right to change its Notice of Privacy Practices from time to time and that I may contact this organization at 
any time at the address above to obtain a current copy of the Notice of Privacy Practices. 
I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment or healthcare operations. I also understand you are not required to agree to 
my requested restrictions, but if you do agree then you are bound to abide by such restrictions. 

By signing this Acknowledgement Form, I give Consent to treat my condition as explained by Dr. Peter 
Certo, Jr. and/or the Certo Dental Staff. 
By signing this Acknowledgement Form, I give consent to have Certo Dental call my home or cell phone 
number provided to confirm appointments in the future, including leaving messages on an answering 
machines. 

Patient : 

Relationship to Patient (if not self) 

Signature: 	 Date: 	  

Office Use Only 
I attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices 
Acknowledgement, but was unable to do so as documented below: 

Date 	Initials 	Reason 

Patient ID# 

Your typed name constitutes an electronic signature
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CERTO DENTAL 
2211 Chichester Ave. Boothwyn, Pa. 19061 (610) 364-1345 

Written Financial Policy 

Thank you for choosing Certo Dental. 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 as possible by offering 
several payment options. 

Payment Options:  

You can choose from: 

Cash, check, Visa, MasterCard, American Express or Discover Card 
Citi Healthcard 
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: 

CERTO DENTAL requires payment prior to the beginning of your treatment. If you 
choose to discontinue care before treatment is complete, you will receive a full refund. 

We accept payment in thirds for treatments over $600.00 

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. 

CERTO DENTAL charges $30 for returned checks. 

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) 

Your typed name constitutes an electronic signature
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Thank You! 

Thank you for completing the above forms.  

In order to submit this to Certo Dental please do the following: 

1) Save this document to your computer in an easy place to find it.

2) Click on the link below to email.

3) Be sure to ATTACH the form to this email.

Note your forms will not automatically attach for security purposes. 

EMAIL FORM 

We look forward to seeing you soon. 

mailto:fran@certodental.com?subject=Certo%20Dental%20Patient%20Intake%20Forms
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