
 
 
 
Dear new patient, 
 
We are so happy that you have chosen our office!  We look forward to meeting you at your 
first visit.   Enclosed, you will find new patient paperwork.   We appreciate it if you would take 
the time to complete this before your first visit. 
 
To tell you a little about us; we are a Family and Cosmetic Dental Practice in Rochester 
Hills.   We love treating adults and children of all ages.  Dr. Hubbard has been in practice for 
over 26 years and has advanced training in Orthodontics, Endodontics (root canals), and 
Comprehensive Cosmetic Dentistry.  Dr. Hubbard and the entire team are dedicated to 
providing you with the most advanced techniques and materials available in modern dentistry.  
We use Nitrous Oxide, TV’s in the ceilings, Headphones, Conscious Sedation, Dental 
Lasers, Intra Oral Cameras, Intra Oral Photography, Digital X-Rays, and Computer – 
Aided Patient Education.  We follow strict sterilization and disinfection techniques.  All of 
our instruments and hand pieces are sterilized in an autoclave that is monitored by the 
University Of Detroit School Of Dentistry.  Our staff is committed to continuing 
education programs that benefit our patients. 
 
We pride ourselves in personalized, high quality care.  We stress what is best for the patient 
at all times.  We offer convenient hours, see emergencies immediately and we accept most 
insurance plans; always stressing value along with price.    We also cater to anyone who may 
have anxiety or fear associated with visiting the dentist.  We hope that you enjoy your first 
visit to our office and we welcome you as part of our patient family.   
 
Warm regards, 
  
 
 
Dr. Robert Hubbard and All Staff 



PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

IF THIS
APPOINTMENT
IS FOR YOU
START HERE

RELATIONSHIP TO PATIENTDATE OF BIRTH

APPOINTMENT IS
FOR YOUR CHILD

RELATIONSHIP TO PATIENTSTART HERE DATE OF BIRTH

MALE FEMALEBIRTHDATE AGE

GRADESCHOOL

SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO
.

SOCIAL SECURITY NO.RELATIONSHIP TO PATIENT

a Pride Publishing Ltd. 1.800.925.2600FORM 001-0902 Please turn over and sign

IF THIS

2DENTAL INSURANCE

PRIMARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE 1
M.I.FIRSTLAST NAME

PREFERS TO BE CALLED BY

ADDRESS

ZIPSTATECITY

HOME PHONE NO. FAX

CELL EMAIL

BIRTHDATE AGE MALE FEMALE

MARRIED SINGLE DIVORCED WIDOWED

SOCIAL SECURITY NO.

DATE

M.I.FIRSTLAST NAME

ADDRESS

ZIPCITY STATE

HOME PHONE NO.

INSURED'S I.D. NO.

INSURED'S SOCIAL SECURITY NO.

SECONDARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

INSURED'S I.D. NO.

INSURED'S SOCIAL SECURITY NO.

ACCOUNT INFORMATION 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME

ADDRESS

ZIPCITY STATE

PHONE NO

YOU
NAME

OCCUPATION

EMPLOYER'S NAME

CITYADDRESS

FAX NOPHONE NO.

YOUR SPOUSE
NAME

OCCUPATION

EMPLOYER'S NAME

CITYADDRESS

PHONE NO. FAX NO.

GETTING TO KNOW YOU 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?
NAME: RELATIONSHIP:

YOU WERE REFERRED TO US BY

YOUR FORMER ADDRESS

STATE ZIPCITY

PERSON TO CONTACT FOR EMERGENCY

PHONE NUMBER

ADDRESS

CITY STATE ZIP

CLOSEST RELATIVE NOT LIVING WITH YOU

PHONE NUMBER

ADDRESS

CITY ZIPSTATE



DENTAL HISTORYPatient Name

Patient Account No. Medical Alert

Welcome! So that we may provide you with the best possible care
please complete both sides of this medical/dental history form.

All information is completely confidential.

What is the reason for your visit today?

Last Full Mouth X-raysDate of Last Dental Visit Last Dental Cleaning
What was done at your last dental visit?

Previous Dentist's Name
State ZipAddress

Telephone

How often do you have dental examinations?
How often do you floss?How often do you brush your teeth?

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now?
If yes, please describe:

Have you ever had:Are any of your teeth sensitive to:
Orthodontic treatment?Hot or cold?

Oral surgery?Sweets?
Periodontal treatment?Biting or Chewing?

Your teeth ground or the bite adjusted?Have you noticed any mouth odors or bad tastes?
A bite plate or mouth guard?Do you frequently get cold sores, blisters or

A serious injury to the mouth or head?any other oral lesions?
If so, please describe, including cause

Do your gums bleed or hurt?
Have your parents experienced gum disease

Have you experienced:
Clicking or popping of the jaw?

or tooth loss?
Have you noticed any loose teeth or change

Pain? (joint, ear, side of face)in your bite?
Difficulty in opening or closing the mouth?Does food tend to become caught in between

Difficulty in chewing on either side of the mouth?your teeth?
Headaches, neckaches or shoulder aches?

Sore muscles (neck, shoulders)?
If yes, where?

Do you:
Are you satisfied with your teeth's appearance?

Would you like to keep all of your teeth all of your life?
Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails) Do you feel nervous about having dental treatment?

If so, what is your biggest concern?Mouth breathe while &wake or asleep?
Have tired jaws, especially in the morning?

Smoke/chew tobacco? Have you ever had an upsetting dental experience?
If yes, please describe

Is there anything else about having dental treatment that you would like us to know?
If yes, please describe
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MEDICAL HISTORYPatient Name

Patient Account No. Medical Alert

1. Have you been under the care of a medical doctor during the past two years?
If yes, for what?
Physician's Name Phone
Address City ZipState

2. Have you taken any medication or drugs during the past two years?
Are you taking any medication, drugs or pills now?3.
If yes, please list name and dosage

4. Are you aware of having an allergic (or adverse reaction) to any medication or substance?
If yes, please list:
Have you been a patient in the hospital during the past five years?5.

6. Indicate which of the following you have had, or have at present. Check if using your keyboard, or circle if using a pen,  "yes" or "no" to each item.

UlcersHeart (Surgery, Disease, Attack) Hepatitis A (infectious) B (serum)
DiabetesChest Pain Venereal Disease
Thyroid ProblemsCongenital Heart Disease A.I.D.S.
GlaucomaHeart Murmur H.I.V. Positive
Contact lensesHigh Blood Pressure Cold Sores/Fever Blisters
EmphysemaMitral Valve Prolapse Blood Transfusion

Artificial Heart Valve Chronic Cough Hemophilia
TuberculosisHeart Pacemaker Sickle Cell Disease
Asthma Bruise EasilyRheumatic Fever
Hay Fever Liver DiseaseArthritis/Rheumatism
Latex SensitivityCortisone Medicine Yellow Jaundice
Allergies or HivesSwollen Ankles Neurological Disorders
Sinus Trouble Epilepsy or SeizuresStroke
Radiation TherapyDiet (Special/ Restricted) Fainting or Dizzy Spells
Chemotherapy.Artificial Joints (hip, knee, etc.) Nervous/Anxious
TumorsKidney Trouble Psychiatric/Psychological Care

Do you use more than two pillows to sleep?7.

8. Have you lost or gained more than 1 0 pounds in the past year?
Do you have or have you had any disease, condition, or problem not listed?9.
If yes, please list:

Months10. Women. Are you: Pregnant? Nursing? Taking birth control pills?

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of
any change in my health or medication.

DatePatient /Guardian Signature

History Review

k . - ;~ '~

Dentist Signature Date
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u Dental P.C. 
Robert Hubbard D.D.S. 
2565 S. Rochester Rd. 

Ste 101 
Rochester Hills MI 48307 

248-853-9400 
Fax 248-853-8455 

 
Patient Acknowledgment and Consent form 

 
Effective April 14, 2003, the new federal law known as the Health insurance Portability and Accountability 
Act of 1996(“Hippa”) requires that this office comply with certain rules regarding the maintenance of the 
privacy of your information that we collected and will collect in the future. 
 
To comply with one of HIPPA’s requirements, we are giving you a copy of our Notice of Privacy Practices.  
This Notice of Privacy Practices contains the information that HIPPA requires us to disclose regarding our 
privacy practices.  
 
Existing Michigan Law requires ( in addition to our attempt to obtain your written acknowledgment 
discussed above) us to first obtain your written consent prior to disclosing any of your information except for 
our disclosures in connection with: a defense to claim challenging our professional competence: a review 
entity’s function: a claim for payment of fees: a third party payer’s examination of our records: a court order 
as part of a criminal investigation: an identification of a dead body: a licensure investigation: or a child 
abuse/neglect investigation. 
 
From time to time it may be necessary for us to make disclosures of your information in connection with 
your treatment. For example, we may make referral to or consult with another dentist of other health care 
professional, provide a specimen to a laboratory for testing or otherwise make disclosures of your 
information in connection with providing or coordination your treatment.  
 

Patient Acknowledgment 
  
Please sign this form below under the heading “Patient Acknowledgment” to acknowledge that you have 
today received a copy of our notice of privacy practices. 
 
I acknowledge that I have today received a copy of the Notice of Privacy Practices. 
 
-------------------------------------        -------------------------------------------     --------------------------- 
Patient signature   Patient name (Please print)        Date 

 
For Office Use only 

 
Patient refused to sign 
 

o The following circumstances prohibited the patient from signing the Acknowledgment: 
 
_________________________________________________________________________ 
 

o An emergency situation prevented the patient from signing the Acknowledgment: 
 
_________________________________________________________________________ 

  
 

Patient Consent: 
Please sign this form below under the heading “ Patient Consent” to consent to our disclosures of 
your information that we deem necessary in order to provide you with proper treatment. 
  
I consent to your disclosures of my information which you deem are necessary in connection with 
my treatment. I understand that such disclosures may not be of the type listed above.  
 
 
___________________________  _______________________  ______________ 
Patient Signature             Patient Name(Please Print)         Date 
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