
DENTAL ASSOCIATES OF CAPE COD                                             
PATIENT REGISTRATION 

REGISTRO DE PACIENTE 
 

Today’s Date:__________________                   E-Mail:_________________                 Page 1 
Data de hoje: _______________________ 
Patients Name______________________________Home Phone_____________Cell Phone________________ 
Nome:   last                 first                m.i.      Telefone de casa: ______________ Telefone celular:_______________  
                      Ultimo                 primeiro      inicial do nome do meio 
Patients Address___________________________________________________________________________ 
Endereco do paciente   # (no        street                                                    city                               state                      zip code 
So. Sec. #.__________________Driver License #_________________________Birthdate_________________ 
 
Sex ____Male _____Female   Marital Status_______________ Length at present address__________________ 
 
Patients employer__________________________Position_____________Length at present employer________ 
 
Employers address_____________________________Work phone____________Ext________Dept_________ 
 
Nearest relative not residing with you___________________Phone_________Relationship to patient________ 
 
         If Student:  ____Full time ____Part time    Name of Institute________________City_______State______ 
 
In case of emergency please contact:  Name______________Address____________________Phone_________ 
 
Who will pay this account?  (Whose name will appear on billing statement). ___Self___Spouse___Parent/Guardian 
If you checked “self” Please skip next section. 
 

PERSON RESPONSIBLE FOR THIS ACCOUNT OTHER THAN ABOVE NAMED PATIENT 
 

Responsible Party’s Name_______________________________________Soc. Sec. #____________________ 
                                           Last                                 first                               m.i. 
Address________________________________________________________________Phone______________ 
             #            street                                          city                       state         zip code 
Employer______________________Address________________________________Work Phone___________ 
                                                                             #           street                      state       
         Your relationship to the above responsible party:______________________________________ 
   
^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^ 

FOR PATIENTS COVERED BY DENTAL INSURANCE 
 

Subscriber’s Name_____________________________________________Soc. Sec. #_________________ID#__________________ 
                                  Last                               first                                       m.i. 
Employer____________________________Address___________________________________________Phone________________ 
 
Insurance Company Name______________________________________________________Phone__________________________ 
 
Address_______________________________________________________________________Group #_______________________ 
 
Patient relationship to subscriber ______Self ______Spouse ______Dependent 
 

ALL INSURANCE PATIENTS – PLEASE SIGN BOTH SIGNATURE LINES BELOW 
I authorize release of any information relating to this claim.   I hereby authorize payment directly to the below named dentist of 
I understand that I am responsible for all costs of dental treatment.   the group insurance benefits otherwise payable to me. 
 
*____________________________________________________   *____________________________________________________________ 

Signed (Patient or parent if minor)                          Date                                   Signed (Patient or parent if minor)                                          Date 
 
 
 
 



PATIENT HEALTH HISTORY     
HISTORICO DE SAUDE DO PACIENTE 

Name:_____________________________________                                      Date:_______________ 
How were you referred to our office?___________________________  May we thank this person?________ 
Como voce ficou sabendo sobre nosso escritorio? __________________                          Podemos agradecer essa pessoa? __________ 
 
In the following questions, circle or check YES or NO whichever applies.  Your answers are for our records and  
will be considered confidential. 
Nas questoes abaixo, circule ou marque SIM ou NAO. Suas respostas sao para o nosso arquivo e sao consideradas confidenciais. 
1.  Are you in good health ?------------------------------------------------------------------------------   YES NO 
1. Voce esta em boa saude?____________________________________________________________________     Sim        Nao 
2.  Are you now under the care of a physician ?-----------------------------------------------------   YES NO  
2. Voce esta atualmente sobre os cuidados de um medico? ___________________________________________     Sim        Nao  
3.  The name of my physician_________________________Phone________________________ 
      Address_____________________________________________________________________ 

3. O nome do meu medico e _____________________________________ Telefone ___________________________ 
    Endereco: ____________________________________________________________________________________ 

4A.    Have you had any joints replaced ?‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐YES     NO 
  A.      Voce ja teve alguma substituicao de articulacao? ---------------------------------------------------------------------- SIM        NO 
If so, what_________When?_______4B. Do you need to pre-medicate prior to dental procedures        YES    NO 
Se sim, qual _________ Quando? ________4B Voce precisa ser pre-medicado antes de ser atendido?                     SIM       NO   
5.  Do you have or have you had any of the following diseases or problems? :       

 YES NO  YES NO 
Heart Attack / Stroke                            
Ataque do coracao / Derrame            

  Psychiatric Problems   
Problemas psiquiatricos 

  

Cancer / Chemotherapy                     
Cancer /  Quimioterapia  

  Epilepsy / Seizures / Fainting spell 
Epilepsia 

  

Heart Murmur 
Sopro no coracao                                         

  Diabetes / Tuberculosis (TB) 
Diabetes / Tuberculose 

  

Previous Endocarditis 
Previa Endocardite 

  Drug / Alcohol Abuse 
Abuso de alcool ou drogas 

  

Rheumatic Fever 
Febre reumatica                                      

  Venereal Disease 
Doencas venereas 

  

HIV + / AIDS                                           
  Hemophilia / Abnormal Bleeding 

Hemofilia / Sangramento anormal 
  

Heart Surgery / Pacemaker 
Cirurgia do coracao / Marcapasso  

  Ulcers / Colitis 
Ulceras / Colite 

  

Shingles 
Chagas                        

  Congenital Heart Defect 
Defeitos do coracao congenitos 

  

Mitral Valve Prolapse 
Prolapso de valvula mitral                          

  Anemia / Radiation Treatment 
Anemia / Tratamento de radiacao 

  

 Kidney Problems 
Problema no rim  

  Asthma / Arthritis 
Asma / Artrite 

  

Artificial Bones / Joints 
Osso artificial ou implante 

  Difficulty Breathing 
Dificuldade para respirar 

  

Artificial Valves 
Valvula artificial do coracao                          

  Hospitalized for Any Reason 
Foi hospitalizado(a) por alguma 

razao 

  

Sinus Problems 
Problema de sinusite  

  Hepatitis 
Hepatite 

  

High Blood Pressure 
Pressao alta  

  Blood Transfusion 
Recebeu transfusao de sangue 

  

 Low Blood Pressure 
Pressao baixa  

  Emphysema / Glaucoma 
Efisema / Glaucoma 

  

 Severe / Frequent Headaches 
Dores de cabeca frequentes ou severas  

  Other:   



6. Are you taking any of the following? : 
6.     Voce esta tomando algum dos medicamentos seguintes? : 

 YES NO  YES NO 
Antibiotics or sulfa drugs 

Antibioticos ou sulfa 
  Aspirin 

Aspirina 
  

Anticoagulants (blood thinners)    Name: 
Anticoagulantes (para afinar o sangue) Nome:   

  Insulin, Tolbutamide (Orinase) 
Insulina 

  

Medicine for high blood pressure 
Medicamento para pressao alta  

  Digitalis or drugs for heart trouble 

Digitalicos ou medicamentos para o 
coracao 

  

Cortisone (steroids) 
Cortisona (esteroide) 

  Nitroglycerin 
Nitroglicerina 

  

Tranquilizers 

Tranquilizantes 

  Oral Contraceptive (hormonal therapy) 
Anticoncepcional (Terapia para hormonios) 

  

Antihistamines 
Anti-histaminicos 

  Other (list) 
Outros (liste) 

  

                                                                                                                                                       
7. Are you allergic or have you reacted adversely to? : 
7.     Voce e alergico ou tem alguma reacao adversa a : 

 
YES  NO 

 
YES  NO 

Penicillin 

Penicilina 

  
Dental Anesthetics 

Anestesia dentaria 

  

Aspirin 

Aspirina 

  
Codeine 

Codeina 

  

Erythromycin 

Eritromicina 

  
Latex 

  

Tetracycline 

Tetraciclina 

  
Other (list) 
Outros (liste) 

  

8. Do you have any disease, condition or problem not listed above that you think I should 
8. Voce tem alguma doenca, condicao ou problema de saude que nao esta listado e voce considera importante que   
      know about? If so, please explain._____________________________________________    YES    NO 

              nos saibamos? Se sim, por favor explique _______________________________________________________   
 
Women 
Mulheres: 
 
  9.  Are you pregnant?-----------------------------------------------------------------------------------          YES   NO 
 9.  Voce esta gravida?-----------------------------------------------------------------------------------                                        SIM        NAO   
10.  Are you nursing?------------------------------------------------------------------------------------          YES   NO 
10. Voce esta amamentando?---------------------------------------------------------------------------                                         SIM       NAO 
 
 

OFFICE POLICIES 
Regulamento do escritorio        

 
                               

 
WELCOME to our office.  We are happy to have you as a patient.  In an attempt to maintain our fees at a reasonable level, we ask you to help 
us by observing the following:  
BEM VINDO ao nosso escritorio. Nos estamos felizes de ter voce como um paciente. Numa tentativa de manter nossas taxas num nivel 
consideravel, nos pedimos que voce nos ajude observando os seguintes:  
  



BROKEN APPOINTMENTS - If you cannot keep your appointment, 48-hour notice must be given to avoid a missed appointment charge of 
$35.00 per ½ hour appointment.  This fee is not covered by ANY insurance; therefore, you will be directly responsible. 
NAO COMPARECIMENTO AOS APONTAMENTOS: se voce nao pode manter seu apontamento, voce deve nos dar um aviso de 48 horas 
para evitar a cobranca de uma taxa de nao comparecimento de $35.00 por cada 30 min de apontamento marcado. Essa taxa nao e coberta por 
NENHUM seguro; entao voce sera diretamente responsavel por ela.    
 
ACCOUNTS ARE DUE AND PAYABLE ON RECEIPT OF SERVICES - Payment in full for all services is expected the day that they are 
rendered, unless previous arrangements have been made.  Master Card, Visa and 
American Express, Discover are welcome. 
CONTAS DEVERAO SER PAGAS NO DIA EM QUE O SERVICO FOR PRESTADO: o pagamento total do servico prestado e esperado no 
dia em que ele for efetuado, a nao ser que outras formas de pagamento sejam acertadas com o gerente ANTES do servico ser prestado. Master 
Card, Visa, American Express e Discover sao aceitos. 
   
 
DENTAL INSURANCE - Patients who have dental insurance are expected to pay their deductible and any co-        payments in full at the time 
of service.  Please realize that professional services are rendered to a person, not to an     insurance company.  Our office will attempt to get an 
overview of your dental coverage from your insurance     company.  This information will be used to calculate your expected co-payments.  
Please be aware that YOUR insurance company makes the final decision on what is paid on claims submitted to them by our office.  Most 
insurance companies have a yearly maximum amount that they will pay for each individual family member.  Once this maximum is reached any 
additional charges will be the responsibility of the patient.  Your insurance company should be able to provide you with accurate information 
regarding available benefits for the year.  You are ultimately responsible for all fees. 
SEGURO DENTARIO – Pacientes que tem seguro dentario tem a responsabilidade de pagar sua franquia e/ou qualquer parcela do pagamento 
que nao for coberto pelo seguro logo apos o servico ser prestado. Por favor, entenda que os servicos sao prestados a um individuo e nao a uma 
compania de seguro. Nosso consultorio tentara conseguir informacoes basicas do seu seguro. Essa informacao sera usada para calcular o valor 
esperado da sua porcao do pagamento. Por favor, entenda que a SUA companhia de seguro toma a decisao final sobre o valor a ser pago 
referente ao requerimento enviado por nosso consultorio. A maioria das companhias de seguro dentario tem um valor maximo anual a ser pago 
por cada membro da familia individualmente. Uma vez que esse valor maximo e atingido qualquer valores adicionais serao de responsabilidade 
do paciente. Sua companhia de seguro podera lhe dar informacoes especificas sobre os beneficios disponiveis  para o ano. Voce e 
financeiramente responsavel por todos os servicos. 
 
The undersigned hereby authorizes doctor/staff to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate. I certify that I have read and understand 
the above.  I acknowledge that my questions, if any, about the inquires set forth above have been answered to my satisfaction.  I will not hold my dentist, or any other member of 
his/her staff, responsible for any errors or omissions that I may have made in the completion of this form. 

Assinando abaixo voce autoriza o doutor/funcionarios a tirarem raio-x, estudar moldes, fotos, ou outros que poderao auxiliar num diagnostico 
apropriado. Eu certifico ter lido e entendido o que esta acima. Eu reconheco que minhas perguntas, se alguma, sobre as questoes acima foram 
respondidas de maneira satisfatoria. Eu nao farei o meu dentista, ou qualquer outro/a funcionario, responsavel por qualquer erro ou omissao que 
eu possa ter cometido ao completar esse formulario.  

                                            

                                                                                      * __________________________________________  ____________ 
                                                                                          Signature of Patient                                                      Date 
                                                                                         Assinatura do Paciente                                                  Data  

                                                                                      *__________________________________________  ____________ 
                                                                                                                  Signature of Dentist                                                    Date 
                                                                                          Assinatura do Dentista                                                 Data   
  
^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^ 
Please read the following carefully and sign below. 
Por favor leia as seguintes informacoes cuidadosamente e assine abaixo. 
      
     I understand that a service charge of 1 ½% per month on the unpaid balance (18% Annual Percentage Rate) will be charged on all 
overdue balances, unless previous payment arrangements have been made. 
     Eu entendo que uma taxa de servico de 1 ½% por mes sera adicionado ao valor do saldo nao pago (18% Taxa Anual) e sera cobrada em 
todos os saldos atrasados, a nao ser que formas de pagamento tenham sido discutidas e autorizadas.   
 
     I also understand that I am financially responsible for all balances incurred in this office, by my dependents or myself.  I understand 
that if collection procedures are necessary to collect any outstanding balance, that I will be financially responsible for the entire cost of 
all collection procedures. 
     Eu tambem entendo que eu sou financeiramente responsavel por todos os servicos prestados neste consultorio, aos  meus dependentes e a 
mim mesmo. Eu entendo que se processos de cobranca forem necessarios para receber saldos atrasados, eu serei financeiramente 
responsavel por todo o custo do processo.    

                                                                                        *   ________________________________________  ____________ 
                                                                                              Signature of Responsible Party                               Date 
                                                                                             Assinatura do Responsavel                                       Data 


