
Huitt & Borders Family Dentistry 
222 North Lafayette Street 

Suite 13 
Shelby, North Carolina 28150 

704-487-8931 
 
 
We would like to welcome you to our practice and thank you for choosing us! 
 
Our goal is to give our patients the best dental care possible.  Therefore, we sincerely hope that your first 
visit will be pleasant and that you will find our staff to be courteous and efficient. 
 
Please be reminded that if no current (less than one year old) x-rays are available from your previous 
dentist, new x-rays will be taken at this first appointment to insure a complete evaluation. If you would like 
for us to request any records from your previous dentist we will be glad to do so.  
 
We will also be offering you a quick, painless procedure that enhances our ability to screen for oral 
cancer and other lesions for all patients that are 18 years old and older.  There will be an additional fee of 
$25.00 for this enhanced exam.  Your hygienist will explain to you the benefits of this procedure and 
answer any questions you may have.  
 
Enclosed you will find the following forms that must be completed prior to your appointment. Please 
include a list of all medications that you are currently taking:  
Patient Registration, Medical History, HIPPA Disclosure 
 
Be sure to bring these completed forms along with all insurance cards and information. If we do not have 
a copy of your current insurance information at the time of your appointment you will be responsible for 
your entire balance and our office will provide you with documentation for you to file your claim. 
 
All deductibles and co-pays are due at the time of your appointment.  Our office only participates with 
Delta Dental and Ameritas, Blue Cross & Blue Shield of NC insurance's and does not participate with any 
discount programs. 
 
We are glad to file insurance for you as a courtesy; however, the patient/responsible party is ultimately 
responsible for all fees. 
 
As a new patient, an extended amount of time has been reserved for your first visit.  Therefore, it is very 
important that you make every effort to be at our office at the appointed time.  We know that occasionally 
there will arise a scheduling conflict, but in trying to keep this to a minimum we mail a reminder card one 
month prior to your appointment and call to confirm the day before your appointment. 
 
If such a conflict should arise, we ask that you contact our office as early as possible so that someone 
else can be scheduled.  If this appointment has been confirmed, and you fail to keep your scheduled 
appointment without notifying our office in advance, there will be a charge of $35.00. 
 
Sincerely, 
 
Douglas C. Huitt & Matthew W. Borders 
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PATIENT REGISTRATION

10/19/201DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Emergency Contact #

Physician Name & #

Referred by

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Premed Needed?

Blood Thinner?

Employer?
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