
Internal Use Only: 

Copy of Photo I.D.  Yes  No 

Copy of Insurance Card  Yes  No 

PATIENT REGISTRATION 

All information requested within this form is essential to ensure quality patient care or required by federal law. It will 

be kept private and confidential as a part of the patient’s medical record. 

PATIENT INFORMATION AND DEMOGRAPHICS Please print. 

Legal Name (First, Middle, Last): _______________________________________________________________________ 

Previous Name(s): __________________________________ Preferred Name: __________________________________ 

Date of Birth (mm/dd/yyyy): ________________ Social Security Number (SSN): _________________________________ 

Mailing Address: ___________________________________ Physical Address: __________________________________ 

City: __________________________________________ State: _________________ Zip Code: ____________________ 

Marital Status:  S  M  D  W    Preferred Language: ________________________ Interpreter Needed:  Yes  No 

Please check which of the following best describes your sex assigned at birth:  

 Male      Female 

Please fill out any/all contact methods. Check box for preferred contact method. 

 Cellphone: _______________________________ May we text?  Yes  No  May we leave a voicemail?  Yes  No 

 Home Phone: _______________________________ May we leave a voicemail?  Yes  No 

Email Address: ______________________________________________________________________________________  

FINANCIAL RESPONSIBLE PARTY INFORMATION 

Complete this section only if the responsible party is different from the patient or the patient is a minor. 

First Name: ____________________________________ Last Name: __________________________________________ 

Date of Birth (mm/dd/yyyy): ________________ Phone Number: _________________________________ 

Mailing Address: ___________________________ City: ________________________ State: _______ Zip Code: _______ 

INSURANCE INFORMATION 

Name of Insurance Carrier: ______________________________________ Policy Number: ________________________ 

Policy Holder Name: _____________________________________ Date of Birth(mm/dd/yyyy): ____________________ 

Relationship to Patient: __________________________  None or uninsured 

HOUSEHOLD INFORMATION  
Collected for federal reporting and eligibility for the sliding fee scale 

What is your household gross income? ________________________ How many people live in your household? _______ 

PHARMACY INFORMATION 

Retail Pharmacy Name: ___________________________________________ Location: ___________________________ 

Mail Order Pharmacy Name: _______________________________________ Location: ___________________________ 



To comply with Federal Healthcare Program requirements, we are required to collect the following information. While 

providing this information is not mandatory, we strongly encourage you to do so. 

Please answer the following questions: 

Do you have any communication needs?  Yes  No     If yes,  Hearing  Vision   Other: ______________________ 

Have you served in the United States military, armed forces, or uniformed forces?  Yes  No 

Are you a: Migrant Worker?  Yes  No     Seasonal Worker  Yes  No 

Please check which of the following best describes your housing status: 

 Own     Rent      Public Housing      Homeless 

If you are homeless, please further describe your housing status: 

 Homeless Shelter      Street Homeless       Transitional      Doubling Up      Permanent Supportive Housing        

 Other Homeless: _______________________________ 

Please check which of the following best describes your gender identity: 

 Male      Female      Transgender Male/Female to Male      Other  

 Transgender Female/Male to Female      Unknown      Choose not to disclose 

Please check which of the following best describes your sexual orientation: 

 Straight/Heterosexual      Lesbian, gay, or homosexual      Bisexual      Other      Don’t Know      Unknown      

 Choose not to disclose 

Please check which of the following best describes your race. Select all that apply: 

 White      American Indian or Alaskan Native      Black/African American      Asian Indian      Chinese      

 Filipino      Japanese      Korean      Native Hawaiian or Other Pacific Islander      Samoan      Vietnamese        

 Guamanian or Chamorro      Choose not to disclose 

Please check which of the following best describes your ethnicity. Please only select one: 

 Hispanic/Latino or Spanish Origin      Non-Hispanic/Latino or Spanish Origin      Mexican      Mexican American    

 Chicano      Puerto Rican      Cuban      Choose not to disclose 

EMERGENCY CONTACTS AND AUTHORIZATION TO RELEASE MEDICAL INFORMATION  

First and Last Name 
Please print. 

Phone Number Relationship 
(Parent, Spouse, 

Friend, etc.) 

Emergency 
Contact 

Release Medical 
Information 

   
 Yes  No  Yes  No 

   
 Yes  No  Yes  No 

   
 Yes  No  Yes  No 

In order to disclose or discuss any personal information to your family or designee, we must have a signed consent on file 

allowing Horizon Health to share your information about your care at our office. This information can be changed or 

revoked at any time with your permission. 

 

________________________________________________________________  __________________________ 

Signature of Patient/Guardian/Legal Representative     Date 



CONSENTS AND ACKNOWLEDGEMENTS 

Financial Responsibility and Assignment of Payer Benefits: I agree that I am financially responsible for all charges 

related to services provided by Horizon Health (HH). I agree HH will bill and provide necessary health information to any 

Payers. “Payers” are any health care insurance, private or government health plan, or insurance policy that I have or 

another third party that will pay the charges I have incurred. I give my authorization for HH to file a claim and request 

for direct payment of benefits to HH. 

Sliding Fee Discount Program Policy: Horizon Health has a sliding fee discount program, and I may ask about it at any 

time. There is an application process for sliding fee, and eligibility is based on family size, family income, and other 

special circumstances. I may request a sliding fee application at any time. 

Consent to Treatment: I consent to exams, treatments, diagnostic tests, and medications that any provider at HH feels 

are necessary for the health of me or my child. I acknowledge that no guarantees have been made to me and I am 

aware that I have the right to ask my provider or nurse questions regarding my treatment or exam. I authorize HH to 

disclose my confidential information only for treatment, payments, or health care operations. I give consent to health 

supervision and assessments, immunizations, and release of information as indicated to the school district. 

Notice of Privacy Practices: My signature below acknowledges that I have been given the opportunity to receive a full 

disclosure of the privacy practices as outlined by the health insurance portability and accountability act of 1996. 

No Show/Late Policy: A “No Show” occurs when a patient fails to show up for a scheduled appointment and does not 

notify the clinic to cancel or reschedule their appointment a minimum of four hours before their appointment time OR a 

patient arrives ten (10) minutes after their designated appointment time. After three no shows in a 12-month period, the 

patient is placed into a six-month probation period on making scheduled appointments. 

Patient Rights and Responsibilities: We prioritize delivering high-quality, affordable primary health care that respects 

your individual preferences and needs, without discrimination. As a patient, you can expect timely access to care, 

respectful treatment, clear information about your care and costs, active participation in decision-making, and 

confidentiality of your health records. In turn, we expect you to provide accurate health information, actively engage in 

your care, attend scheduled appointments, treat others with respect—refraining from inappropriate behaviors such as 

yelling, cursing, threats, and violence—and fulfill your financial obligations. Your cooperation is essential in fostering a 

safe and respectful environment at Horizon Health. 

By my signature below, I acknowledge that I have read or had the opportunity to have this form read and/or explained 

to me. I understand its contents, and any questions I posed have been addressed satisfactorily. I fully accept all terms 

outlined herein. 

The individual signing this document is either the patient, a parent, the patient’s guardian, a power of attorney, or an 

individual legally authorized to make decisions on behalf of the person named in this document. 

________________________________________________________________ __________________________ 

Signature of Patient/Guardian/Legal Representative Date 

________________________________________________________________ 

Relationship to Patient if Guardian or Legal Representative  

*Documentation of your legal authority to act on behalf of the patient must be provided at time of service.



DENTAL HEALTH HISTORY 

PATIENT INFORMATION Please print. 

Patient Name: ______________________________________________ Date of Birth (mm/dd/yyyy): ________________      

Date of Last Dental Visit: ________________ Reason for your visit today: _______________________________________ 

MEDICAL HISTORY Please indicate your current and historical health conditions. 

 AIDS/HIV   

 Anemia 

 Artificial Joints 

 Asthma 

 Blood Disease 

 Bleeding Disorder 

 Cancer 

 Dementia 

 Diabetes (Type I or II) 

 Dizziness 

 Epilepsy 

 Glaucoma 

 Hay Fever 
 

 Head Injuries 

 Heart Disease 

 Heart Murmur 

 Heart Surgery 

 Hepatitis 

 High Blood Pressure 

 Jaundice 

 Kidney Disease 

 Liver Disease 

 Mental Disorders 

 Nervous Disorders 

 Osteoarthritis 

 Osteoporosis 
 

 Pacemaker 

 Radiation Treatment  

 Respiratory Problems 

 Rheumatic Fever 

 Rheumatoid Arthritis 

 Sinus Problems 

 Stomach Problems 

 Stroke 

 Thyroid 

 Tuberculosis 

 Tumors 

 Ulcers 

 Venereal Disease (STD) 
 

Are you currently? 

 On Birth Control 

 Pregnant 

 Breast Feeding 
 

Do you use tobacco? 

 Yes      No 

If Yes, are you interested 

in quitting? _______ 
 

Do you use vaping 

products? ☐ Yes ☐ No 
 

 Height - __________ 

 Weight - __________

ALLERGIES Check all that apply. 

 Penicillin      Aspirin      Tetracycline      Dental Anesthetics      Latex      Metals      Jewelry      Codeine 

Other Allergens: ____________________________________________________________________________________  

MEDICATIONS  

Please include all prescription medications, over-the-counter medications, vitamin supplements, and herbal remedies. 

Medication Dosage Route Frequency 

    

    

    

Have you ever been told by a physician to take antibiotics before EVERY dental appointment?      Yes      No 

Have you ever had any complications following dental treatment?      Yes      No 

If yes, please explain: _________________________________________________________________________________ 

Have you been admitted to a hospital or needed emergency care in the past two years?      Yes      No 

If yes, please explain: _________________________________________________________________________________ 

Name of Primary Care Provider: _________________________________________ Phone: ________________________ 

Are you now under the care of a healthcare provider for a specific health concern?      Yes      No 

If yes, please explain: _________________________________________________________________________________ 

Do you have any health problems not listed above?      Yes      No 

If yes, please explain: _________________________________________________________________________________ 


