
PATIENT REGISTRATION 
Welcome to TOTAL ARCH DENTAL IMPLANT CENTER 

 
What brings you to TOTAL ARCH? ____________________________________________ 
Previous Dentist: _________________________________________________________________ 

How did you hear about us?  Google Facebook Website Radio 

 Dr. Referral:_____________________ Friend Referral:__________________ 

  
Patient Information 

First Name: ________________________  Middle Initial: _____    Last Name: __________________________ 

Preferred Name (Nickname): _______________  Preferred Pharmacy & Phone #: ___________________________ 

Mailing Address:________________________________________________          ___________________________ 

City:______________________ State: _______ Zip:_______________ 

Cellular Phone: ___________________ Home Phone: __________________ Work Phone: ________________ 

Email: ___________________________________ I would like to receive correspondence via email:      Yes/No 

Sex:   O Female       O Male  Marital Status:    O Married   O Single 

Birth Date:_____________________ Age:__________   Social Security: __________-__________-___________ 

 

My mouth is:  very comfortable   moderately comfortable  uncomfortable 

My smile:  is excellent  needs changes       has no concerns 

MY DENTAL HEALTH IS:  Excellent Good      Fair Poor 

I want to keep my teeth but only within a certain budget of time and money I am indifferent 

I will do whatever I must to keep my teeth 

 

Total Arch Dental Implant Center is not under contract (in network) with any dental insurance plans, 

however out of courtesy, we will help in submitting all claims to your individual dental insurance.   

 

Primary Insurance Information 

Name of Insured: _____________________  Relationship to Insured:  SELF/SPOUSE/CHILD 

Insured Date of Birth: ____________________  Insurance Co:  _________________________ 

Insured Soc.Sec: ______________________  Insurance Co Address: ____________________ 

Employer: _______________________  City, State, Zip:        ______________________ 

       Phone #:     _____________________________ 

Member ID:  _________________________  Group#: _______________________________ 

 

 

Secondary Insurance Information (If Applicable) 

Name of Insured: _____________________  Relationship to Insured:  SELF/SPOUSE/CHILD 

Insured Soc.Sec: ______________________  Insured Date of Birth: ____________________ 

Employer: _______________________  Insurance Co:  _________________________ 

Member ID:_____________________________  Address: _______________________________ 

 



Total Arch Dental Implant Center – Medical History 
 
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health 

problems that you may have or, medication that you may be taking could have an important interrelationship with the 
dentistry you will receive.  Thank you for answering the following questions. 

 
Comments:  

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing 
incorrect information can be dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any 

changes in medical status. 
 

Signature of Patient, Parent or Guardian:   X ___________________________________________ 



ACKNOWLEDGEMENT OF RECEIPT OF 

HIPAA NOTICE OF PRIVACY PRACTICES 

("Acknowledgement") 

 
I acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy Practices.    
 
Patient Name (Please Print)   

 
 
       
Patient Signature  Date 

 
OR 
 
______________________________ 
Signature of Personal Representative 
 
Authority of Personal Representative to Sign for Patient (check one):  
 
□  Parent  □  Guardian □  Power of Attorney  □  Other:       
 

Please Note: It is your right to refuse to sign this Acknowledgement. 
 

                                                                                                                                                              
Dental Office Use Only 

 
I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice of Privacy 
Practices, but it could not be obtained because: 
 
          An emergency prevented us from obtaining acknowledgement. 
 
          A communication barrier prevented us from obtaining acknowledgement. 
 
          The individual was unwilling to sign. 
 
          Other:_____________________________________________________________ 
  
             
Staff Member Signature  Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



GENERAL CONSENT FOR TREATMENT 
 

 

                                               ____________________      ___________________ 

Patient's Name                   Today's Date 

 

 

We are asking you to read and sign the following. It means that you understand the 

recommended treatment plan or alternative treatment plans that have been presented to you.  

 

An understanding of the risks and benefits of the treatment plan will help you to make a decision as to 

treatment you wish to pursue.  When informed of the risks and benefits of treatment, we feel you will 

be happier with the final outcome. 

 

This document's purpose is to supplement the treatment plan explanation provided to you by the doctor 

to assure your understanding of the alternative treatment plans and to document your consent to the 

recommended treatment plan. 

 
I have received the TOTAL ARCH DENTAL IMPLANT CENTER Notice of Privacy Practices. 
______ 
                   (initial) 
 

CONSENT: 

 

I,________________________, have been informed by the doctor of the need to undergo dental or oral 

medicine treatment as presented to me, and the relevant information regarding my treatment has been 

read by me and explained to me. I have been fully informed about the diagnosis, details and estimated 

costs of recommended treatment and alternatives. I agree to accept this recommended treatment as 

present diagnoses dictate at this time. 

 

I understand that as treatment proceeds there may be a need to change the treatment plan. If this occurs, 

I expect to be informed before any change is instituted. 

 

I have discussed all of the above with my doctor and all of my questions have been answered. I have 

been informed that success of treatment depends upon my cooperation in keeping scheduled 

appointments, following home care instructions, including oral hygiene and dietary instructions, taking 

prescribed medications, and reporting to my doctor any changes in health status. I acknowledge that the 

doctor has not made any warranties or guarantees concerning treatment or its long-term success. 

 

 
 
ASSIGNMENT OF ACCEPTED INSURANCE BENEFITS: 

 

I, ___________________, acknowledge that Total Arch Dental Implant Center is not under contract (in 

network) with any dental insurance plans.  

 

I understand I am responsible for the cost of the procedure in full on the day of the procedure.  TOTAL 

ARCH DENTAL IMPLANT CENTER do accept cash, check, credit card, and care credit.  



Out of courtesy, TOTAL ARCH DENTAL IMPLANT CETNER will help in submitting any claims to 

my individual dental insurance.  I give TOTAL ARCH DENTAL IMPLANT CENTER permission to 

help file insurance claims on my behalf so that I, the patient, may receive maximum benefit from my 

dental insurance plan.  

 

VALUABLES:  

 

I, ___________________, take full responsibility for all personnel items and valuables during the time 

I am at TOTAL ARCH DENTAL IMPLANT CENTER, such as jewelry, money, wallets, cell phones, 

electronic devices, dentures, etc. TOTAL ARCH DENTAL IMPLANT CENTER accepts no 

responsibility or liability for the loss or damage of these items. To the fullest extent permitted by law, I 

agree to release and hold harmless the practice for liability for loss of or damage to my personal items 

or valuables. 

 

I understand that no guarantee can be promised and I give my free and voluntary consent for 

treatment. My signature below signifies that all questions have been answered to my satisfaction 

regarding this consent and I fully understand the risks involved in the proposed surgery and 

anesthesia. I certify that I speak, read and write English. 

 

 ________________ ________________________ _____________________ 

Patient's Name                Patient Signature    Today's Date 

 (Guardian if patient is a minor) 

 

 

  Dr. Michael Weisner    __________________________           _____________________ 

Doctor's Name             Doctor's Signature   Today's Date 

 

 

 

_______________ ________________________ _____________________ 

Witness' Name      Witness' Signature   Today's Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



ASSIGNMENT OF ACCEPTED INSURANCE BENEFITS 
     Financial Consent Agreement 
 
TOTAL ARCH DENTAL IMPLANT CENTER is not under contract (in network) with any dental insurance 

plans. 
 

I understand I am responsible for the cost of the procedure in full on the day of treatment, 
 

______________________________________________________ 
(signature) 

Date: __________________ 

 
Out of courtesy, TOTAL ARCH DENTAL IMPLANT CENTER will help in submitting any claims to my individual 
dental 
Benefit plan. I give TOTAL ARCH DENTAL IMPLANT CENTER permission to help file insurance claims on my 
behalf so that l, the patient, may receive maximum benefit from my dental insurance plan. 
 
Our patients understand that in order to deliver optimum dentistry, we must maintain our office on 
sound principles. Therefore, we inform our patients of our financial policies at the very beginning of our 
relationship to avoid any misunderstandings in the future. 
 

We believe that: 
 

1. You should decide the quality of the dental treatment you prefer not an insurance company. 
2. Oral health care and the choice of dental materials used should be determined by you and your dentist 

rather than a dental insurance carrier. 
3. Our fees are the same for all patients, however, your dental insurance policy may reimburse you based 

on their own fee schedule which may or may not coincide with our fees. You should be aware that 
insurance companies vary greatly in the type of coverage available. Some companies reimburse claims 
promptly while others may delay payment for several months. 

 
For your convenience, we accept a variety of payment methods that include check, cash, and all major 
credit cards. Full payment is REQUIRED at the time your services are performed. 

Financing: 
 
As a courtesy to our patients we offer Care Credit and for extended financing. They have "no interest options" 
available and are quite easy to deal with. You may apply at home or here in the office. Please ask someone 
within the office with help in signing up for Care Credit. 
 

Cancellation Policy: 
 
We kindly ask for a 48 hour notice for cancellation of appointments otherwise a charge may be 
incurred at our discretion. 

 
 
 
 
 
 
 
 
 
 
 



Consent for Dental Photography 
 
 
 
 

Patient Name:______________________________  Birth Date:____________________ 
 
 

I authorize Total Arch Dental Implant Center to take photographs, and/or videos of my face, jaws, 
and teeth before, during, and after treatment. 
 
I consent to allow the photographs to be used for the following: 

• Dental Records 
• Dental Research 
• Dental Education including lectures, seminars, and demonstrations 
• Marketing material, including web sites and printed materials for patient education 

 
I further understand that if the photographs and/or videos are used, my name, the photo of my 
face, or other identifying information will be kept confidential. 
 
 
 
________________________________________   ________________ 
  (Patient Signature)       Date 

 


