
DENTAL REGISTRATION FORM 

 

 

NAME: First: __________________________________ Middle: _____ Last: ____________________________________________ 

Mailing Address: ___________________________________________________________________________________________ 

Street Address (If Different from Mailing): _______________________________________________________________________ 

Phones: Home: _________________________ Cell: _________________________ Work: _________________________________ 

Which phone do you prefer we use to contact you? Home: ____ Cell ____ Work _____.   

Do you prefer to be called in the AM ____ Afternoon ____ Evening____? 

What is your Email address: ___________________________________________________________________________________ 

    (By providing you will be sent an email to join our patient portal.) 

Date of Birth: _______________ Sex: __________ Social Security Number ____________________________________ 

Responsible Party (If not you): _________________________Their Birthday: ____________ Relationship: ____________________ 

Responsible Parties Address & Phone: ___________________________________________________________________________ 

Emergency Contact: ____________________________________________Phone: _______________________________________ 

 Relationship to emergency contact: Spouse ___ Son/Daughter ___ Parent ___ Friend ___ Other ___ Please Specify _________________ 

Marital Status: Married ___ Single ___ Divorced ___ Widow/Widower ___ Separated ___ Significant Other ___ 

If married, name of spouse: ______________________ Closest Relative: ____________________ Phone (      ) _________________ 

If not ENGLISH, what is your preferred language: ___________________________________________________________________ 

Race: _________________________ Ethnicity: ____________________________________________________________________ 

Employer Address: ___________________________________________________________________________________________ 

What pharmacy do you use? ___________________________________________________________________________________ 

PLEASE ANSWER ALL THE FOLLOWING QUESTIONS. THEY ARE KEPT CONFIDENTAL AND USED FOR MANDATORY GRANT REPORTING: 

Do you have city water at your home: yes ___ no ___  Do you live in public housing: yes ___ no ___ 

Are you a: Veteran ________ Seasonal Worker ________ Migrant Worker ________ Homeless ________ 

How many people are in your home, including you? __________ 

What is your TOTAL household income, either: Annual __________ Monthly __________ Bi-weekly _________ Weekly ___________ 

  (Include child support, disability, social security, welfare, pension, etc. for each member) 

_____ Initial here if you are above 201 percent of the posted sliding scale, not eligible for sliding fee discounts & DO NOT want to disclose your income. 

 

Chief Dental Complaint _________________________________________________________________________ 
                                           _________________________________________________________________________ 

  

 

1. Do you/your child have any pain in your jaws or face? …………………………………………………………………………. 
2. Do you/your child have a toothache? …………………………………………………………………………………………………… 
3. Are you receiving any topical fluoride application? ………………………………………………………………………………. 
4. Have you had any serious trouble with any previous dental treatment? ………………………………………………. 
5. Have you ever been told to take premedication prior to a dental visit? ……………………………………………….. 
6. Do you have dry mouth? ………………………………………………………………………………………………………………………. 
7. Do you have halitosis (bad breath)? ……………………………………………………………………………………………………… 
8. Do you use any prescription dental products? ……………………………………………………………………………………… 
9. Are you using any whitening products? ……………………………………………………………………………………………….. 
10. Do you use a sonic or power toothbrush? ……………………………………………………………………………………………. 
11. Do you have sensitive teeth? ……………………………………………………………………………………………………………….. 
12. Do you wear any dental appliances? .......................................................................................................... 

If so, what appliance and where? ________________________________________________________ 
13. How often do you brush? ______________________________________________________________ 
14. How often do you floss? _______________________________________________________________ 
15. When was your last dental visit? ________________________________________________________ 
16. What was your last dental visit for? ______________________________________________________ 
17. When was the last time you had your teeth cleaned? ________________________________________ 
18. When was the last time you had dental x-rays? _____________________________________________ 
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1. Name of physician? ___________________________________________________________________ 

2. Have you been hospitalized in the past 5 years? …………………………………………………………………………………… 

3. Are you taking any medications? ………………………………………………………………………………………………………….. 

If so, please list medicines ______________________________________________________________ 

4. Do you have any of the following: 

a. Cardiovascular disease (heart trouble, heart attack, angina, high blood pressure, stroke, stints, or 

cardiac pacemaker)? ……………………………………………………………………………………………………………………… 

b. Are you taking any blood thinners including aspirin? …………………………………………………………………….. 

c. Do you take nitroglycerin? …………………………………………………………………………………………………………….. 

If so, do you carry it with you? ………………………………………………………………………………………………………. 

d. Heart murmur, rheumatic heart disease, damaged or artificial heart valves? ……………………………….. 

e. Seasonal allergies       Sinus Trouble     Asthma     (Circle Those that Apply) 

f. Fainting spells or seizures? …………………………………………………………………………………………………………….. 

g. Epilepsy? ……………………………………………………………………………………………………………………………………….. 

h. Diabetes? ………………………………………………………………………………………………………………………………………. 

i. Hepatitis? What type? __________________ ……………………………………………………………………………….. 

j. AIDS or HIV infection? …………………………………………………………………………………………………………………… 

k. Thyroid problems? ………………………………………………………………………………………………………………………… 

l. Respiratory problems? ………………………………………………………………………………………………………………….. 

m. Arthritis? What type? ___________________ ………………………………………………………………………………. 

Are you taking bisphosphonates such as: Fosamax, Boniva, Actonel, or Reclast or other? …………….. 

n. Stomach problems? ………………………………………………………………………………………………………………………. 

o. Kidney problems? …………………………………………………………………………………………………………………………. 

p. Tuberculosis? …………………………………………………………………………………………………………………………………. 

q. Problems with mental health: (If yes circle one below) ………………………………………………………………….. 

Anxiety     Depression     ADHD or ADD     Schizophrenia     Autism     Other ____________________ 

r. Cancer? ………………………………………………………………………………………………………………………………………….. 

Are you taking Chemotherapy? ……………………………………………………………………………………………………… 

Are you taking radiation? ………………………………………………………………………………………………………………. 

s. Do you have problems with your immune system? ……………………………………………………………………….. 

Lupus? …………………………………………………………………………………………………………………………………………… 

t. Have you had any artificial hip or knee replacements? ………………………………………………………………….. 

u. Have you ever had endocarditis? …………………………………………………………………………………………………… 

v. Abnormal bleeding? ………………………………………………………………………………………………………………………. 

Anemia? …………………………………………………………………………………………………………………………………………. 

5. Are you allergic to or have you had a reaction to: 

a. Local anesthetics? …………………………………………………………………………………………………………………………. 

b. Penicillin or other antibiotics? ……………………………………………………………………………………………………….. 

c. Sulfa drugs? …………………………………………………………………………………………………………………………………… 

d. Codeine or other narcotics? ………………………………………………………………………………………………………….. 

e. Latex? ……………………………………………………………………………………………………………………………………………. 

f. Other? ___________________________ ………………………………………………………………………………………. 

6. Have you had any condition or problem not listed above that you think I should know about? ……………. 

7. Taking birth control pills? ……………………………………………………………………………………………………………………… 

8. Are you pregnant? ………………………………………………………………………………………………………………………………… 

9. Are you nursing? …………………………………………………………………………………………………………………………………… 

10. Do you have a history of alcohol or substance abuse? ………………………………………………………………………….. 

If yes, please list _____________________________________________________________________ 

11. If you use nicotine, what form do you use? ________________________________________________ 
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Welcome to  

Clover Fork Clinic 
 

Clover Fork Clinic is a patient-centered, family-focused, federally 
qualified health center look-alike dedicated to the health and 

wellness of the patients and communities we serve. 
 

OUR LOCATIONS 
**Walk-ins Accepted** 

 

Clover Fork Clinic of Evarts, KY 
101 Chad Street – P.O. Box 39 

Evarts, KY  40828 
Phone: (606) 837-2108 

Fax: (606) 837-2111 
Hours 

M-F: 8:00 am – 4:30 pm Front Desk Closes 

 

Clover Fork Clinic of Harlan, KY 
209 East Mound Street 

Harlan, KY  40831 
Phone: (606) 573-1975 

Fax: (606) 837-2111 
Hours 

Monday: 8:30 am – 7:00 pm 
Tuesday – Friday 8:30 am – 5:00 pm 

Pharmacy - Evarts 
M, W, T, F: 9:00 am – 5:30 pm 

Tues. 10:00 am – 5:30 pm 
Dental - Evarts 

M-F: 8:00 am – 4:30 pm 
 

Be Prepared for your Visit 

✓Current Insurance Card ✓Photo ID ✓Bring ALL of the medications you are currently taking 

✓*Payment – We accept cash, check, and credit/debit* ✓Up-to-date blood pressure or glucose readings 

✓Verify your name, address, phone number(s), Insurance carrier(s) and preferred pharmacy 

✓Any changes such as marital status, employer, or authorized and/or emergency contacts 
 

 

**See our Financial Policy on the back side of this letter.  It also contains our sliding fee discounts.** 
 

 

AFTER HOURS: Clover Fork Clinic’s afterhours nurse line provides access to the clinics Registered Nurse 24 

hours, 7 days a week.  The nurse can be contacted after hours at (606) 505-5179.   
 

WEB ACCESS: The Clover Fork Clinic will make web access available to all patients.  Our electronic 

communication portal allows patients to access and manage their medical record, request appointments, 

address billing issues, order refills, and communicate securely with their provider.  Please see our receptionist 

to sign up. 
 

Please see reception if you need a wheelchair or other assistance with a disability. 
 

Qualified sign language interpreters are available upon request. 
 

 

 

The Clover Fork Outpatient Medical Project, Inc. complies with applicable Federal Civil Rights Laws and does not discriminate on the 

basis of race, color, national origin, age, disability, or sex.  The Clover Fork Outpatient Medical Project, Inc. does not exclude people 

or treat them differently because of race, color, national origin, age, disability, or sex. 



 
 
 
 
 
 
 

 
 
 

Financial Policy 
 
We are committed to providing you with the best possible medical care.  If you have special 
needs; we are here to work with you.  The following information is provided to avoid any 
misunderstanding or disagreement concerning your payment for professions services. 
 

1. Our office accepts most insurance plans (Medicare, Medicaid. And commercial 
insurance).  It is your responsibility to: 

a. Bring your insurance card at every visit. 
b. Be prepared to pay your copayment or minimal fee.  Payment can be made by 

cash, check, or credit card. 
c. You will be billed for medical care not covered under your insurance company. 

2. If you have insurance in which we do not participate, our office is happy to file the claim 
upon request; however, you are expected to pay the minimal payment. 

3. If you are unable to pay for necessary medical care, you may be eligible for financial 
assistance and receive a discount based on your household income and family size.  It is 
the patient’s responsibility to bring all required documentation before we can process a 
sliding fee application.  Proper proof of income is the most current tax return, the two 
most recent pay stubs, most recent statement from social services, or a letter from the 
caregiver with explicit amounts of money that are given on a monthly basis.  Sliding 
scale discounts will be based on the most recent Federal Poverty Index (FPI) guidelines.  
Patients lacking proper proof of income at the time of their visit must provide this 
documentation within two weeks.  The parent, guardian of a minor is responsible for 
the minimal payment, if any, at the time of service. 

4. If you have questions about your insurance or would like to set up a payment plan, we 
are happy to help. 

 

 







 

 
GENERAL CONSENT TO TREAT: 
 

_________ 
Initial Here 
 
 
 
 
 

 
 
_________ 
Initial Here 

I voluntarily authorize and consent to the medical care, treatment, and diagnostic tests 
that Clover Fork Clinic (CFC) believes are necessary.  I understand that by signing this form, 
I am giving permission to the doctors, nurses, physician assistants, and other health care 
providers in this medical office to provide treatment as long as I am a patient in this office, 
or until I withdraw my consent.  I am aware that the practice of medicine is not an exact 
science and that no guarantee can be made concerning the results of treatment.  I may 
receive all medical care provided according to generally and currently accepted standards 
of medical care. 
 

I have the right to revoke or change this consent to treat in writing. 
 

 

CONSENT TO RELEASE AND OBTAIN INFORMATION: 
 

_________ 
Initial Here 

In agreement with federal and state law, I agree to allow CFC to deliver the necessary care 
in order to provide continuity of care and treatment.  CFC and/or the patient’s provider 
may obtain from any source and examine and use, or discuss and disclose, my medical 
record and information to treating hospital personnel and agents, other health care 
providers, medical records auditors, professional committees, care evaluators and 
governmental agencies.  We may make your protected information available electronically 
through an information exchange service to other health care providers that request your 
information.  Participation in information exchange services also lets us see their 
information about you.  This information can include, but is not limited to: medical history, 
examinations, diagnoses, treatments, any psychiatric, drug and alcohol abuse or genetic 
testing information, or HIV or AIDS information.  This consent to release and obtain 
information is valid until revoked.  I understand that I may revoke the consent in writing at 
any time except with regard to disclosures that have already been made in reliance on 
such consent. 

 

IN ABSENCE OF THE PATIENT: the following people are authorized to have access to his/her medical 
information.  (You may name a spouse, children, or other relatives, friends, adult care providers or 
others).  
 

Name: _____________________________________________ Relationships: ______________________ 
 
Name: _____________________________________________ Relationships: ______________________ 
 

If no other person, besides the patient is authorized please circle: NONE 



 

ELECTRONIC PRESCRIPTIONS (E-PRESCRIBING): 
 
_________ 
Initial Here 

I voluntarily authorize CFC to allow E-Prescribing for any and all prescription, which allows 
healthcare providers to electronically transmit prescriptions to the Pharmacy of my choice; 
review pharmacy benefit information and medication dispense history as long as I am a 
patient in this office, or until I withdraw my consent. 

 
PERSONAL INFORMATION: 
 
_________ 
Initial Here 

I certify the information supplied for my registration to be current, complete, and accurate 
to the best of my knowledge.  I understand by not supplying CFC with all possible insurance 
coverage could result in a delay of treatment, referrals, diagnostic testing, and create an 
account balance that I would be solely responsible for.  I also authorize the release of any 
medical or other information necessary to process my insurance claim.  I authorize 
payment of medical/dental benefits to Clover Fork Clinic. 

 
WRITTEN ACKNOWLEDGEMENT OF RECEIPT OF CLOVER FORK CLINIC’S NOTICE OF PRIVACY 
PRACTICES: 
 
_________ 
Initial Here 
 
 
 
_________ 
Initial Here 

I acknowledge receiving CFC’s Notice of Privacy Practices (NPP).  The Notice explains how 
CFC may use and disclose your protected health information for treatment, Payment and 
health care operations purpose.  “Protected health information” means your personal 
health information found in your medical and billing records. 
 
I have read this form or this form has been read to me in a language that I understand and 
I have had an opportunity to ask questions about it. 

 
 
YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT CFC’S PRIVACY OFFICER.  CONTACT 
INFORMATION IS LOCATED IN THE NOTICE. 
 
PLEASE PRINT YOUR NAME: ______________________________________________________________ 
 
SIGNATURE OF PATIENT: ________________________________________ DATE: ___________________ 
 
WITNESSED BY CFC STAFF: _______________________________________ DATE: __________________ 



 

 
 
WHAT IS AIDS? 
AIDS is the Acquired Immune Deficiency Syndrome – a serious illness that makes the body unable to fight infection.  A 
person with AIDS is susceptible to certain infections and cancers. When a person with AIDS cannot fight off infections, 
this person becomes ill. These infections can eventually kill a person with AIDS.   
 
WHAT CAUSES AIDS? 
The human immunodeficiency virus (HIV) causes AIDS. Early diagnosis of HIV infection is important! If you have been 
told that you have HIV, you should get prompt medical treatment. In many cases, early treatment can enhance a person’s 
ability to remain healthy as long as possible. Your doctor will help you determine the best treatment for you. Free or 
reduced cost anonymous and confidential testing with counseling is available at most local health departments in 
Kentucky. After being infected with HIV, it takes between two weeks to six months before the test can detect antibodies 
to the virus. 
 
HOW IS THE HIV VIRUS SPREAD? 

 Sexual contact (oral, anal, or vaginal intercourse) with an infected person when blood, pre-ejaculation fluid, semen 
or cervical/vaginal secretions are exchanged. 

 Sharing syringes, needles, cotton, cookers and other drug injecting equipment with someone who is infected. 
 Receiving contaminated blood or blood products (very unlikely now because blood used in transfusions has been 

tested for HIV antibodies since March 1985). 
 An infected mother passing HIV to her unborn child before or during childbirth, and through breast feeding. 
 Receipt of transplant, tissue/organs, or artificial insemination from an infected donor. 
 Needle stick or other sharps injury in a health care setting involving an infected person. Infections can sometimes be 

prevented by taking post-exposure prophylaxis anti-retroviral drugs. Strict adherence to universal precautions is the 
best way to prevent exposures. 

 
YOU CANNOT GET HIV THROUGH CASUAL CONTACT SUCH AS: 

 Sharing food, utensils, or plates 
 Touching someone who is infected with HIV 
 Hugging or shaking hands 
 Donating blood or plasma (this has NEVER been a risk for contracting HIV) 
 Using public rest rooms 
 Being bitten by mosquitoes or other insects 
 Using tanning beds (always clean before and after use) 

 
HOW CAN I PREVENT HIV/AIDS? 

 Do not share needles or other drug paraphernalia. 
 Do not have sexual intercourse except with a monogamous partner whom you know is not infected and who is not 

sharing needles. If you choose to have sex with anyone else, use latex condoms (rubbers), female condoms or dental 
dams, and water based lubricants every time you have sex. 

 Educate yourself and others about HIV infection and AIDS. 
 
WOMEN AND HIV/AIDS 
For females with HIV/AIDS in Kentucky, heterosexual exposure and injection drug use are the most common modes of 
transmission of HIV. HIV can be spread through body fluids (i.e., blood, semen, vaginal secretions, and breast milk).  
 
All pregnant women should have blood tests to check for HIV infection. 

 Mothers can pass HIV infection to their babies during pregnancy, labor and delivery, and by the child  
 ingesting infected breast milk. 

 Without treatment, about 25% (1 out of 4) of the babies born to HIV infected women will get HIV. 
 Medical treatment for the HIV infected woman during pregnancy, labor, and delivery can reduce the chance of the 

baby getting HIV from its mother to less than 2% (less than 2 out of 100). 
 An HIV infected mother should not breastfeed her newborn baby. 

IS TREATMENT AVAILABLE IF I ALREADY HAVE HIV/AIDS? 



After being infected with HIV, it takes between two weeks to six months before the test can detect the HIV virus. 
Early diagnosis of HIV infection is important! Free anonymous and confidential testing and counseling is 
available at every Health Department in Kentucky. Testing requires drawing a small tube of blood from a vein in 
your arm. If you have HIV, you should get prompt medical treatment. In many cases, early treatment can enhance a 
person's ability to remain healthy as long as possible. Your doctor will help you determine the best treatment. 
 
GETTING TESTED FOR HIV: 
If you have never been tested for HIV, you should be tested at least once. Centers for Disease Control 
and Prevention (CDC) recommends being tested at least once a year if you do things that can transmit 
HIV. These include: 

 Injecting drugs or steroids with used injection equipment 
 Having sex with someone who has HIV or any sexually transmitted disease (STD) 
 Having more than one sex partner since your last HIV test 
 Having a sex partner who has had other sex partners since your last HIV test 
 Having sex for money or drugs (prostitution- male or female) 
 Having unprotected sex or sex with someone who has had unprotected sex 
 Having sex with injecting drug user(s) 
 Having had a blood transfusion between 1978 and 1985 
 Pregnant women or women desiring to become pregnant  

WHAT IS UNSAFE SEX? 
 Vaginal, anal, or oral sex without using a condom or dental dam 

 Sharing sex toys 
 Contact with HIV infected blood, semen, or vaginal fluid 

 
WHAT IS “SAFER” SEX? 

 Abstinence (not having sex of any kind) 
 Sex only with a person who does not have HIV, does not practice unsafe sex, or inject drugs 
 Using either a male or female condom or dental dam (for oral sex) 

 
How to use a latex condom: 
1. Use a new latex condom every time you have sex. 
2. The condom should be rolled onto the erect (hard) penis, pinching ½ inch at the tip of the condom to hold the 

ejaculation (semen) fluid. Air bubbles should be smoothed out. 
3. Use plenty of WATER-BASED lubricants such as K-Y Jelly, including a drop or two inside the condom, before 

and during intercourse. DO NOT USE oil-based lubricants such as petroleum jelly, mineral oil, vegetable oil, 
Crisco, or cold cream. 

4. After ejaculating, withdraw the penis holding the condom at the base so it will not slip off. 
5. Throw away the used condom into a garbage can and wash hands. 
IF YOU NEED MORE INFORMATION CALL: 
Kentucky HIV/AIDS Program 502-564-6539  
The National AIDS Hotline 1-800-342-AIDS 

Your local health department's HIV/AIDS Coordinator       
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