Hilltop Dental of Auburn

Welcome! How did you hear about us?

Where do you work?

Hobbies you enjoy

What is important to you in your relationship with your dentist?

Why did you leave your last dentist's office?

Any dental fears?

What is your preferred pharmacy?

If there were one thing you could change about your smile, what would it be?

On a scale of 1-10 (10=very healthy), how healthy does your mouth feel?




Patient Registration

Patient Name Preferred name

Address City State Zip
Cell # Home # Work #

Birth Date Soc Sec# Email

Dental Insurance Information

Policy Holder's Name Birth Date
Soc Sec# Employer
Name of Insurance Company ID #

Responsible Party

Responsible Party Name (if other than the patient)

Address City State Zip

Cell # Home # Work #

Relationship to Patient




Time 1:19 PM Hilltop Dental OF Auburn Date 3/ 18/2026

Eaglesoft Medical History({Copy)
Patient Mame: Brth Date: Date Created:

Although dental persorned primarily treat the area n and around your mouth, your mouth & a part of your enline body. ;;Ipd:hﬂi;l;!;,jmﬂ_ﬂ;a;-ﬂ,t

_"-Fu}.:m______ Gm.a;.. E;i..._.__._ —e
Have you ever been hospitalized or had a major cperation? ) s () Mo If yes | : v
Have you ever had a serious head or neck injury? Oves OMo Ifyes
Are you taking any medcations, pls, o drugs? Oves Ot Hyes | ' ]
Have you ever taken Fosamax, Boniva, Actonel o any other Oives DM If yes
medications contanng bephosphonates? .
Do you use tobacco? O ves QMo
Do o ee ond betans? 0w Ore e | R |
[l Pregnant/Trying to get pregnant? [ Mursing? [ Taking oral contracepives?

| Are you derge to any of the folowng? - .

| [ Aspirn [ Penicilin [ Codeine [ Acryic

[ |CNe ClLatex [ Suifo Drugs [ Local Anesthetics
- ! [j “ﬂ

S —————— ——— sr———

| AIDSMIV Pasitive O ves (Jho |Cortisone Medicne Dves Ono |Hemophiia (ires (Ino |Radaton Treatments Dves Do
Alzheamer's Diseace Oves Do |Diabetes Oives Oho  |Hepatiis A O ves Oto | Anaphyimds Ovs ONe
Drug Addicton (O ves ()Mo |HepalibsBor C O ves QMo |Renal Dislyss Oves (Mo |Anemia Chves O Mo
Easly Winded (¥es (INo |Herpes O ves O Mo | Angna {)Yes O Mo |Emphysema O Yes D) e
High Bload Pressure (yves (o |Rheumatism O ves (INo  |Eplepsy or Sequres ) ves QMo |High Cholesterl Oives O Mo
Artifical Heart Valve (¥es (Mo |Ecessive Bleeding O Yes DN | Hves or Rash {Jves (Yo |Shingles Ofes DM
Artifical Joint {Ives (INe | Hypoglycemia ) Yes ONo | Sikle Cel Disease Oves Oibo | Asthma OiYes O Mo '
Fanting Spels/Dizzness () ves (Mo | Emeguiar Heartheat Oives QMo | Sius Trouble O ves QMo | Frequent Cough Oves Do
Kidney Problems Dves O Mo |Bood Transfusion D Yes Do |Leukemia ) ves (Yho | Stomach/Intestnal Disease  (7) Yes () Mo
Breathing Problems (O ves (Mo |Frequent Headaches O ves (iMoo  |Liver Disease O Yes QMo |Stroke Oves OMe |
Brusse Easly () ves Oibo | Low Blood Pressure (fes QMo |Cancer (ives (YNo |Lung Disease D fes OMe |
Thyrod Disease O ves (Mo | Chemotherapy O ves Oiho | Mitral Valve Prolapse Oves Odo | Tonslitis Oves ONe |
Chest Pains () ¥es DN | Heart AttackFaiure O fes Mo |Ost=opoross Oves Dho | Tuberadoss Oives O Mo
Cold SoresfFever Bisters () Yes (Mo | Heart Munmur (O Yes I Ne  |Panin Jaw Joinis O ves O Mo | Tumors or Growths Oes Mo
Congenital Heart Disorder () Yes (O Mo | Heart Pacemaker O ves (Mo |Parathyrod Dissase Oives QMo |Ulcers Ove OMe
|Heart TroubleDisease (O ves ) Mo

I. sl e aiibe sl oW i i i~ inly - = .' - e L PTT L W —

i’ ———— - - —_ - —————

To the best of my knowledge, the guestions on this form have been accurately snswered, | understand that providing incorrect information can be dangerous to my (or patient's) health. It s my
responsibiity to inform the dental office of ary changes in medical status.
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Hilltop Dental of Auburn

Offi | i ial Polici

At our practice, we are committed to providing high-quality dental care while maintaining clear
communication with our patients. The following policies help ensure efficient scheduling,
accurate diagnosis, and financial transparency.

Radiographic (X-Ray) Policy
To properly diagnose and monitor your oral health, we follow a routine preventative radiographic
schedule for all patients, regardless of insurance coverage:

Front-of-the-mouth X-rays (Periapicals) are taken once per year.
Side-of-the-mouth X-rays (Bitewings) are taken once per year.

A panoramic X-ray is taken once every 3-5 years, or as needed based on clinical
judgment.

Appointment Policy
We kindly request at least 24 hours’ notice if you need to cancel or reschedule your
appointment. This allows us to offer the time to another patient in need of care.

Financial Policy

e Patients are responsible for paying the estimated cost of services at the time of their
appointment.

¢ As a courtesy, we may submit insurance claims on your behalf, however, insurance
coverage is not guaranteed.

¢ Any remaining balance after insurance processing is the sole responsibility of the patient
and is due promptly upon notification.

Payment Methods

Cash or Check: There is a 5% discount for uninsured patients paying in full on the day of
service.

Credit Cards: There will be a 3% surcharge applied to credit card transactions. Debit cards and
health savings account cards will not have a surcharge applied.

Hilltop Dental of Auburn may update these policies at any time without notice. By signing below,
you acknowledge understanding and acceptance of these policies and responsibility for all
services rendered.

Print Name: Date:

Signature:




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

A copy of the office privacy practices can be seen upon request at the front desk.

I, (print name) , have read, received, or

declined a copy of this office’s Notice of Privacy Practices.

Signature: Date:




