
New Patient Registration 

 

Welcome to our office! 

For your convenience, we have provided you with the forms 

you will need for your initial visit.  Please print these forms and 

fill them out.  You may either bring these forms with you or 

mail them to: 

Drs. Murrell and Silvers 
1286 Timberlane Road 
Tallahassee, FL 32312 
 

If you prefer, you may scan the forms and e-mail them to us at 
murrellinfo@comcast.net.  (This is our favorite!) 
 

Receiving these forms prior to you visit allows us to have your 
chart all prepared and will save you time in the office. 

 
If you have insurance, please bring a copy of your insurance 
card.  We have provided additional information regarding 
insurance with these new patient forms. 
 
Please feel free to call with any questions.  Our office phone 
number is 893-0711.  Amanda, Holly or Sabrina will be happy to 
answer your call. 
 
A  map to our office is available on this website. 

mailto:murrellinfo@comcast.net


 

Patient Information 

 

  
Patient Name: __________________________Social Security #:________________Date of Birth: ___________ 

 

Address: _________________________________City:___________________State:_________Zip:__________ 

 

Place of Employment: _______________________________________Occupation:____________________ 

 

Home Phone: _____________________Work Phone: ____________________Cell:_____________________ 

 

E-mail address: ____________________________________________________________ 

 

Person Responsible for Payment: ______________________________________ 

 

Whom May We Thank for this Referral? ________________________________________ 

 

 
 

Insurance Information 

 

 

Name of Dental Insurance Company:______________________________Phone:_____________________ 

 

Claims Mailing Address: ___________________________________________________________________ 

 

Name of Card Holder: ______________________________________ Social Security #:_________________  

  

Date of Birth: ____________________Group#:_____________________ID#:_________________________ 

 

Your Relationship to Card Holder:     Self Spouse        Child         (please circle) 

      

 
 

Insurance 

I authorize the release of any information relating to this claim and authorize payment to Drs. Murrell and Silvers 

of insurance benefits otherwise payable to me.  I understand that I am responsible for any charges that occur even 

in the event insurance does not cover the treatment.  

 

Signature: ________________________________________________   Date: ______________________ 

 

Cancellation Policy 

I understand that I must give at least 24 hours notice prior to the cancellation of an appointment or a broken 

appointment charge (minimum $25) may be assessed.  Actual charges will vary due to the amount of time 

reserved for my appointment.  Emergency or special situations will be considered.  I will be responsible for 

keeping my appointment even if the office is unable to contact me.  

 

Signature: ________________________________________________   Date: ______________________ 

 

HIPAA 

I acknowledge receipt of “Notice of Privacy Practices”. 

 
Signature: ________________________________________________   Date: ______________________ 



PATIENT MEDICAL HISTORY
Patient's Name:

For Office Use Only
ID:

Address: Today's Date: Date of Last Visit: Date of Med. History:

City State Zip: Email:

Home Phone: Work Phone: Birth Date: Social Security No.: Marital Status:

Primary Dental Guarantor: Home Phone: Work Phone:

Secondary Dental Guarantor: Home Phone: Work Phone:

Physician Name: Physician Phone:

Pharmacy: Pharmacy Phone:

For Office Use Only
Medical Alerts:

Sex: If female please answer the following: Please answer the following:
Y N

Are you taking Birth Control Pills?

Are you pregnant? If Yes, # of weeks

Are you nursing?

Y N
Do you smoke or use tobacco?

For Office Use Only
BP: Heart Rate:

Height:

Weight:

Y N Allergies

Other

Y N Conditions Y N Conditions Y N Conditions

Heart Murmur Hepatitis (Type Unknown) Thyroid Problems
Mitral Valve Prolapse Abnormal Bleeding Tumor Or Cancer
Artificial Heart Valve Alcohol Abuse Venereal Disease
Artificial Joints Allergies Frequent Bad Breath
Angina Pectoris Anemia Other Illness
Heart Attack Arthritis Under Medical Treatment
Heart Surgery Asthma
Congestive Heart Disease Convulsions Or Epilepsy
Congenital Heart Defect Diabetes
Osteoporosis Drug Abuse Aspirin
Pace Maker Fever Blisters Codeine
High Blood Pressure Frequent Headaches Dental Anesthetics
Low Blood Pressure Glaucoma Erythromycin
Rheumatic Fever Hemophilia Jewelry
Difficulty Breathing Kidney Problems Latex
Emphysema Liver Disease Metals
AIDS Or HIV Related Disease Pain In Jaw Joints Penicillin
Tuberculosis Psychiatric Problems Tetracycline
Other Lung Disease Radiation Therapy
Hepatitis A Sickle Cell Disease
Hepatitis B Sinus Problems
Hepatitis C Stroke



Medications:

Y N

Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:

(If Under 18, Parent or Guardian Signature Required)



Dental History

Date of Last Dental Visit? ________________________________   Last Dental Cleaning?________________________

How often do you usually have dental exams and cleanings? ________________________________________

Have you ever been told that you have periodontal (gum) disease? ............................................................................o Yes o No

If yes, when? __________________________________ By Whom? ___________________________________

If yes, have you had any special treatment for this?.......................................................................................o Yes o No

If you have had special treatment, what kind?
o Root planing (deep cleaning)
o Surgery
o More frequent cleanings

Do your parents have periodontal disease?..................................................................................................................o Yes o No

Are any of your teeth sensitive to: Yes   No

Hot or cold ......................................................................o o
Sweets? ...........................................................................o o
Biting or chewing?..........................................................o o

Do you:   Yes   No
Clench or grind your teeth? ...................................................o o
Have frequent headaches? .....................................................o o
Experience TMJ pain?...........................................................o o
Experience clicking of popping of TMJ?..............................o o
Have difficulty opening your mouth?....................................o o
Wear a nightguard? ...............................................................o o
Have any sores in your mouth that won’t heal? ....................o o

If yes, during the: o Day o Night o Both
If yes, during the: o Day o Night o Both
If yes, what side: o Right o Left o Both
If yes, what side: o Right o Left o Both

If no, have you ever worn one? o Yes o No

Have you ever had: Yes   No
Orthodontic treatment (braces)? o o

            Your wisdom teeth removed? o o
            Other oral surgery? o o
            Your teeth ground or adjusted? o o
            A serious injury to your mouth? o o

    If yes, describe: ___________________________________________________________

Are you satisfied with the appearance of your teeth and smile? o Yes o No

If no, what are you dissatisfied with?
o Color o Crooked teeth
o Shape o Chipped teeth
o Size o Discolored fillings
o Worn or shortened teeth o Spaces between your teeth
o Missing teeth o Teeth darkened by old silver fillings

o Other     Describe: ________________________________________________________________________



DENTAL INSURANCE

Because there are so many different dental insurance plans available, we have established
certain guidelines to help us with our bookkeeping and to help you get the most out of your
insurance.

If you provide us with the appropriate information, we will be happy to file your primary
insurance for you. At the time of your appointment, we will estimate your anticipated insurance
benefits and ask payment only for the portion your insurance will not pay. It is important to
understand that this is only an estimate. Should the insurance company pay more or less than
what we have calculated, we will either bill you or reimburse you for the difference. If you need
a more accurate estimate, we can submit a pre-treatment estimate to your insurance company.
This is usually not necessary, though, and can result in an unnecessary delay in your treatment.

We will file your primary insurance only. You will need to be responsible for any
secondary insurance you may have.

If we do not have all the information we need in order to submit your insurance, we will
ask that you pay us directly for the entire amount and will give you a form that you can submit
so that the insurance company can reimburse you directly.

Dental insurance is a contract between you and your insurance company. We are very
happy to help by submitting your insurance and following up, within reasonable limits, on
payment. If there is some conflict, however, and your insurance company does not pay what is
anticipated, you are still responsible for the charges, and it will be up to you to deal with the
insurance company. Payment is usually received within 30 days of submission. If, for some
reason, we do not receive payment after 90 days, we will transfer the charges back to you so that
you will be responsible for payment. If payment is finally received from your insurance
company, we will immediately assign the check to you.

If you are a new patient, please bring:

1. Your insurance card

2. If available, an insurance form with the top portion filled out completely.

Please include all appropriate signatures. You need to provide this
form only once for the entire family.

3. A current address to mail the claim form to and a phone number for
verification.

4. Any additional information you may have relating to coverage and
payment percentages.

The more information you provide us, the more accurately we can estimate your benefits.

Do not return this form. This is for your information only.


