
PATIENT REGISTRATION FORM

PATIENT NAME
ADDRESS E-MAIL
CITY STATE ZIP
HOME PHONE WORK PHONE        CELL 
BIRTHDAY SEX   M   F
SOC. SEC. # MARITAL STATUS
EMPLOYER HOW LONG (Employed)
SPOUSE EMPLOYER
EMERGENCY CONTACT PERSON  PHONE
REFERRING DENTIST

INSURED OR RESPONSIBLE PARTY INFORMATION

NAME RELATIONSHIP
ADDRESS CITY, STATE, ZIP
SOC. SEC. # PHONE #
BIRTHDATE EMPLOYER

I WILL BE PAYING TODAY BY:   CASH                    CHECK                   VISA/MC/DISC/AMEX

DENTAL INSURANCE CO.
ADDRESS CITY, STATE, ZIP
PHONE# GROUP#
SUBSCRIBER NAME ID#

(SECONDARY COVERAGE)
INSURANCE CO.
ADDRESS CITY, STATE, ZIP
PHONE# GROUP#
SUBSCRIBER NAME ID#

I UNDERSTAND AND AGREE THAT REGARDLESS OF INSURANCE STATUS, I AM COMPLETELY RESPONSIBLE 
FOR PAYMENT OF MY ACCOUNT FOR SERVICES RENDERED.  I CERTIFY THAT THE ABOVE INFORMATION IS 
TRUE AND CORRECT.  THIS SIGNATURE ON FILE IS MY AUTHORIZATION FOR THE RELEASE OF INFORMA-
TION NECESSARY TO PROCESS ANY OF THE INSURANCE BENEFITS.  MY SIGNATURE AUTHORIZES THAT ALL 
INSURANCE BENEFITS ARE TO BE MADE PAYABLE DIRECTLY TO DR. PULSIPHER.  THIS OFFICE RESERVES 
THE RIGHT TO VERIFY THE CREDIT STATUS OF POTENTIAL PATIENTS AND/OR PARENTS OF THE PATIENT 
PRIOR TO EXTENDING CREDIT FOR TREATMENT.  AT THE DISCRETION OF THE OFFICE, WE MAY USE THE  
SERVICES OF ONE OR MORE CREDIT REPORTING SERVICES.

SIGNATURE DATE



PATIENT HEALTH QUESTIONNAIRE

ARE YOU ALLERGIC OR HAD A REACTION TO ANY OF THE FOLLOWING?
LOCAL ANESTHETICS SULFA DRUGS
PENICILLIN OTHER ANTIBIOTICS
IODINE ASPIRIN
CODEINE LATEX RUBBER
BLEACH OTHER
ANY METALS (MERCURY, NICKEL, ETC.)

CHECK ANY OF THE FOLLOWING WHICH PERTAIN TO YOU PAST OR PRESENT
HIGH BLOOD PRESSURE LOW BLOOD PRESSURE
RHEUMATIC FEVER KIDNEY DISEASE
THYROID PROBLEM HEART MURMUR
EMPHYSEMA ARTIFICIAL JOINTS
CHEST PAINS HAY FEVER/ALLERGIES
RADIATION OR CHEMOTHERAPY MITRAL VALVE PROLAPSE
HEART ATTACK LEUKEMIA
AIDS/HIV/STD’S HEART DISEASE
ANGINA CANCER
HEPATITIS/JAUNDICE STROKE
GLAUCOMA RESPIRATORY PROBLEMS
ASTHMA/EASILY WINDED EPILEPSY
DIABETES PACEMAKER
ANEMIA ARTHRITIS
ULCERS/STOMACH PROBLEMS TUBERCULOSIS
LIVER DISEASE FAINTING/FREQUENTLY TIRED
SWOLLEN ANKLES/WEIGHT LOSS OTHER

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.  I 
UNDERSTAND THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH, I HAVE 
INFORMED DR. PULSIPHER OF ALL MEDICAL INFORMATION.  I AUTHORIZE THE DR. TO RELEASE ANY                  
INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY TREATMENT RENDERED TO ME OR 
MY CHILD TO THIRD PARTY PAYORS OR HEALTH PRACTITIONERS.
SIGNATURE DATE

ARE YOU UNDER MEDICAL TREATMENT NOW?      YES      NO
IF YES EXPLAIN
ARE YOU TAKING ANY MEDICINES?      YES      NO
IF YES LIST

HAVE YOU EVER TAKEN PHEN-FEN/REDUX (DIET PILLS)      YES      NO
WOMEN ONLY
ARE YOU PREGNANT?      YES      NO ARE YOU ON BIRTH CONTROL?      YES      NO
ARE YOU NURSING?      YES      NO



Dr. Craig D. Pulsipher, DDS PA

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
* You May Refuse to Sign This Acknowledgement*

I have received a copy of this office’s Notice of Privacy Practices.

Signature: Date:

OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not
be obtained because:

n

         

Individual refused to sign

n

  

Communications barriers prohibited obtaining acknowledgement

n

  

An emergency situation prevented us from obtaining acknowledgement

n

  

Other (Please Specify)

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out
treatment, payment activities, and healthcare.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make
of your protected health information, and of other important matters about your health information.  A copy of our Notice accompanies this
Consent.  We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy practices, we
will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health
information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

208-734-7450 • Fax 208-734-7484 • 142 River Vista Place • Twin Falls, ID 83301

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the
Contact Person listed above.  Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent
before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices.  I understand that,
by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

Revocation of Consent
I revoke my consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare oper-
ations.
I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written
Notice of Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent.

Signature: Date:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.

Dr. Craig D. Pulsipher, DDS PA

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
* You May Refuse to Sign This Acknowledgement*

I have received a copy of this office’s Notice of Privacy Practices.

Signature: Date:

OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not
be obtained because:

n

              

Individual refused to sign

n

  

Communications barriers prohibited obtaining acknowledgement

n

  

An emergency situation prevented us from obtaining acknowledgement

n

  

Other (Please Specify)

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out
treatment, payment activities, and healthcare.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make
of your protected health information, and of other important matters about your health information.  A copy of our Notice accompanies this
Consent.  We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy practices, we
will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health
information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

208-734-7450 • Fax 208-734-7484 • 142 River Vista Place • Twin Falls, ID 83301

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the
Contact Person listed above.  Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent
before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices.  I understand that,
by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

Revocation of Consent
I revoke my consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare oper-
ations.
I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written
Notice of Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent.

Signature: Date:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.

         








