
Patient Name (Last, First, Middle)

Social Security # Driver’s License #

Street Address

City State Zip Code

Cell Phone # Alternate Phone #

Email Address

Name of Employer Occupation

Name of School / College Grade

Preferred Method of Communication:
You will be contacted via phone, text message and email in regard to upcoming appointments, treatment documents, and/or payment unless preferred 
method of communication specified.

How did you hear about us? Current Patient

Email Text Cell # Alternate #

Your Insurance Mail / Brochure Online Other

Gender:

Date of Birth (MM/DD/YYYY)

Spouse’s Name

Children’s Names & Ages

Emergency Contact Name

Emergency Contact Cell Phone #

Preferred Pharmacy / Phone #

Female Male

Marital Status: Single Married Divorced

Separated Widowed

INSURANCE INFORMATION 

Policy Holder’s Name (Last, First, Middle) Relationship to Patient

Policy Holder’s Social Security # Policy Holder’s Date of Birth

Policy Holder’s Employer Employer’s Phone #

Dental Insurance Company

Insurance Company Phone #

Group Insurance # / Group ID #

PATIENT DENTAL HISTORY

Reason for Today’s Visit

Name of Previous DDS City of Previous DDS

Date of Last Dental Visit What was done?

Gums bleed while brushing or flossing

Hurts to chew or open wide to take a bite
Teeth sensitive to hot or cold liquids/foods

Feel pain to any of your teeth
Sores or lumps in/near your mouth Pain in face / cheeks / jaw / throat / temples

Teeth sensitive to sweet or sour liquids/foods Experience clicking in your jaw

Aware of clenching or grinding your teeth

Date of Last Dental Cleaning

How many times per week do you floss?

How many times per week do you brush?

Have you had any of the following (check all that apply):

NEW PATIENT FORM



AUTHORIZATION AND RELEASE

Signature of Patient (or Parent / Guardian, if Minor) Date

Signature of Doctor Date

changes to my insurance. 

I certify that I, and/or my dependent(s), have insurance coverage with                                                  and assign directly                                                  to all 

paid by insurance. I authorize the use of my signature on all insurance submissions. 

Dr. Rubab Mirrza may use my health care information and may disclose such information to the named Insurance company(ies) and their agents for 

I wish.

PATIENT MEDICAL HISTORY

If you are currently under the care of a physician, please provider their name. Physician’s Phone #

Have there been any changes in your general health within the past year? If yes, please explain. Date of Last Physical

Have you ever been hospitalized or had a major operation? If yes, please explain.

Do you use tobacco (in any form)? If yes, please explain.

Do you use controlled substances? If yes, please explain.

Are you allergic to any substances and / or medications? If yes, please explain.

Please list any medication you are taking, including non-prescription medications, and the reason for use:

WOMEN ONLY (check all that apply):

Do you have / have you ever had any of the following (check all that apply):

If you checked any of the above, please explain.

Heart Disease

Orthopedic Prosthesis

R

�yroid Disorder

heumatism

Cancer

Abnormal Blood Pressure
Mitral Valve Prolapse

Ulcers / GI Disorders
Tuberculosis

Diabetes

Jaundice

Epilepsy / Seizures

Anemia
Allergies

Congenital Heart Disease

Sinus Trouble

Arthritis / Gout
Hepatitis (A/B/C)

X-Ray Treatments for Cancer

Asthma

Glaucoma

HIV / AIDS

Abnormal Bleeding

Stroke
Fainting Spells

Biomedical Implants

Pregnant or think your may be pregnant? Are you nursing? Are you on birth control pills?



 
 
Notice of Privacy Practices  
 
You have the right to inspect and copy your Personal Health Information (PHI). Under federal law however, 
you may not inspect or copy the following records: 
 

• Psychotherapy notes 
• Information compiled in reasonable anticipation of, or use in: 

o A civil, criminal or administrative action or proceeding. 
• Personal Health Information that is subject to law that prohibits patient access 

 
You have the right to request a restriction of your PHI. This means you may ask us not to use or disclose any 
part of your PHI for the purposes of treatment, payment or healthcare operations. You may also request that 
any part of your PHI not be disclosed to family members or friends who may be involved in your care or for 
notification purposes as described in the Notice of Privacy Practices. Your request must state the specific 
restriction requested and to whom you want the restriction to apply.  
 
Dr. Rubab Mirza is not required to agree to a restriction that you may request. If the Dr. Rubab Mirza believes 
it is in your best interest to permit use and disclosure of your protected health information, your protected 
health information will not be restricted. You then have the right to use another Healthcare Professional. 
  
You have the right to request to receive confidential communications form us by alternative means or at an 
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you 
have agreed to accept this notice alternatively i.e. electronically. 
 
You have the right to have Dr. Rubab Mirza amend your PHI. If we deny your request for amendment, you have 
the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and 
will provide you a copy of any such rebuttal. 
  
You have the right to receive an accounting of certain disclosures we have made, if any, of your PHI.  
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then 
have the right to object or withdraw as provided in this notice.  
 
Complaints  
 
You may complain to the Secretary of Health and Human Services if you believe we have violated your privacy 
rights. You may file a complaint with us by notifying our office manager of your complaint. We will not 
retaliate against you for filing a complaint.  
 
We are required by law to maintain the privacy of, and provide individuals with this notice of our legal duties 
and privacy practices with respect to your PHI. If you have any objections to this form please ask to speak 
with our office manager. 



 

 
Financial Policy  
 
Payment is expected at the time of your appointment for services. If you have dental insurance, we will 
provide an estimate of your co-payment and collect your portion at the time of your appointment. We accept 
cash and all major credit cards. We do not accept personal checks. We also offer Care Credit, which offers 
interest-free payment programs upon approval.  
 
Your reserved time in our office is important. Treatment appointments will require a deposit when 
scheduling to secure this appointment time. This deposit will be applied to your estimated co-payment for 
services. However, if the appointment is broken without 2-business days notice, then the deposit is retained 
as a non-refundable missed appointment fee.  
 
When reserving IV-Sedation appointments, the complete sedation fee is required at time of scheduling the 
appointment.  
 
It is important to remember that your insurance coverage is a contract between you, your employer and your 
insurance company. Benefits and coverage vary significantly from plan to plan depending on what was agreed 
upon with your employer and the insurer.  
 
Please keep in mind that the insurance is not designated to provide 100% benefit but rather to assist in the 
cost of dental care. Dental benefits should not be confused with dental care you need. You and Dr. Rubab 
Mirza determine your dental care collectively.  
 
As a courtesy to our patients, we are happy to submit your dental claims for services rendered in our office. In 
order for us to do this, you must provide us with accurate and most up-to-date insurance information. We will 
verify your coverage and plan before your scheduled appointment, and using this information we will 
estimate the insurance portion and your co-payment. Please understand this is only an estimate and may not 
be what the insurance will pay. We will do our best to help you receive maximum benefits. Patients are 
responsible for and remaining balances for services received. 
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