
 

 

Welcome to Vibrant Dentistry of Tucson 

At Vibrant Dentistry, we believe in Care Without Compromise. That means your health, 

comfort, and long-term well-being come first. We’re committed to clinical excellence, 

open communication, and respectful relationships built on trust. 

Our Treatment Philosophy 

• • We treat the person, not just the tooth. 

• • We prioritize prevention, education, and conservative care. 

• • We give options for treatment—every decision is made with you, not for you.  We 

wouldn’t recommend any treatment we feel is not best for you. 

• • We only recommend what we would for our own family. 

How We Communicate 

• • Reach us by phone, text, or email—whichever you prefer. 

• • You’ll get appointment reminders and follow-ups in your preferred format. 

• • All treatment plans are reviewed with you before any care begins. 

Respect Is a Two-Way Street 

• • We treat every patient with kindness, professionalism, and honesty. 

• • We ask for respectful communication with our team. 

• • We know sometimes life gets busy.  Please give timely notice for any appointment 

changes.  24 Hours’ notice in the event of a last-minute schedule change is requested. 

• • We value transparency and trust in all interactions.  All treatment plans are 

reviewed for completeness and priority with you prior to starting treatment. 

Thank you for choosing us. We’re honored to be your dental home.​

​

Dr. Sarah Latif and the Vibrant Dentistry Team 

 



 

 

Vibrant Dentistry - New Patient Packet 

Patient Registration Information 
 

Name: ___________________________________Preferred Name:  _ Date of Birth: _______________   

Gender: _____________           Address: ___________________________________________ 

City: _______________ State: ______ Zip: __________ Phone (Home/Cell): _____________________ 

Email: ______________________________________ 

Emergency Contact: ___________________________ Relationship: ____________  Phone: _________________ 

Insurance Information: 
Primary Insurance Company: __________________________ Phone Number: __________________________ 

Policyholder Name: __________________________________    Policyholder DOB: ________________________ 

Relationship to Patient: _______________________________ 

Member ID/Policy Number: __________________________ 

Group Number: __________________________ 

Employer Name: __________________________ 

​
Secondary Insurance (if applicable): 

Secondary Insurance Company: ______________________________ Phone 
Number:__________________________   Policyholder Name: __________________________ 

Policyholder DOB: ____________________________  Relationship to Patient: __________________________ 

Member ID/Policy Number: __________________________  Group Number: __________________________ 

Employer Name: __________________________ 

​
Please provide a copy of your dental insurance card and driver’s license. 

 

 

 

 



 

Medical History 
Please check Yes or No for each condition and explain if "Yes": 

[ ] Yes [ ] No Heart Disease ___________________       [ ] Yes [ ] No Heart Attack ___________________ 

[ ] Yes [ ] No Chest Pain/Angina _________________ [ ] Yes [ ] No Pacemaker ___________________ 

[ ] Yes [ ] No High Blood Pressure_______________  [ ] Yes [ ] No Stroke _________________________ 

[ ] Yes [ ] No Artificial Heart Valve ______________  [ ] Yes [ ] No Rheumatic Fever_______________ 

[ ] Yes [ ] No Heart Murmur ___________________     [ ] Yes [ ] No Mitral Valve Prolapse ____________ 

[ ] Yes [ ] No Diabetes _______________________          [ ] Yes [ ] No Thyroid Disease___________________      
[ ] Yes [ ] No Kidney Disease ___________________   [ ] Yes [ ] No Liver Disease _____________________      
[ ] Yes [ ] No Hepatitis A ___________________           [ ] Yes [ ] No Hepatitis B _______________________     

[ ] Yes [ ] No Hepatitis C ______________________       [ ] Yes [ ] No HIV/AIDS _________________________      

[ ] Yes [ ] No Cancer ______________________              [ ] Yes [ ] No Chemotherapy ____________________      
[ ] Yes [ ] No Radiation Therapy _________________[ ] Yes [ ] No Osteoporosis _____________________       
[ ] Yes [ ] No Bisphosphonate Therapy _________ [ ]Yes  [ ] No Artificial Joint _____________________      
[ ] Yes [ ] No Asthma ___________________                  [ ] Yes [ ] No COPD/Emphysema _______________ 

[ ] Yes [ ] No Sleep Apnea ___________________         [ ] Yes [ ] No Tuberculosis ______________________        
[ ] Yes  [ ] No Seizures/Epilepsy ________________  [ ] Yes [ ] No Anxiety ____________________________                 
[ ] Yes  [ ] No Depression ___________________          [ ] Yes [ ] No Psychiatric Treatment ____________   
[ ] Yes  [ ] No Bleeding Disorder________________   [ ] Yes [ ] No Anemia ____________________________                 
[ ] Yes  [ ] No Hemophilia ___________________         [ ] Yes [ ] No Autoimmune Disease ____________  
[ ] Yes [ ] No Stomach/GI Disorder _____________ [ ] Yes [ ] No Ulcers ______________________________                  
[ ] Yes  [ ] No Alcohol Use ___________________        [ ] Yes [ ] No Tobacco Use _______________________     
[ ] Yes [ ] No Drug Use ___________________              

[ ] Yes [ ] No Pregnancy (Due Date: ______________) ________________________________      

[ ] Yes [ ] No Latex Allergy ___________________ 

[ ] Yes [ ] No Penicillin Allergy ___________________      [ ] Yes [ ] No Sulfa Allergy ___________________ 

[ ] Yes [ ] No Other Drug Allergies ___________________ 

 

​
Other medical conditions: ________________________________________________________________ 

Surgeries (with dates): ___________________________________________________________________ 

Current medications: _____________________________________________________________________ 

​
Patient Signature: __________________________________________    Date: _____________________ 



 

HIPAA Privacy Acknowledgment 
You will be provided with a copy of Vibrant Dentistry’s Notice of Privacy Practices.​
By signing below, you acknowledge that you have received and reviewed the Notice.​
You understand that your personal health information will be used for treatment, payment, 
and healthcare operations. 

​
Patient Signature: ________________________    Date: ______________ 

Consent for Treatment 
I authorize Dr. Sarah Latif and her team to perform necessary dental services and treatment.​
I understand I will be informed of all procedures beforehand.  All costs, benefits of 
treatment and alternatives to best therapies will be discussed beforehand prior to any 
treatment.  I understand I cannot consent to a treatment that is not in my best interests, or 
outside of the standard of care.  

​
Patient Signature: ________________________    Date: ______________ 

Consent for X-Rays 
I authorize Vibrant Dentistry to take dental x-rays as needed for diagnostic purposes. 

​
Patient Signature: ________________________    Date: ______________ 

Financial Policy and Agreement 
Payment is due at the time services are rendered. Patients with dental insurance are 
responsible for any charges not covered by insurance. We accept cash, credit cards, and offer 
financing options.   

​
Patient Signature: ________________________    Date: ______________ 

Missed Appointment / Cancellation Policy 
We require 24 hours' notice for appointment cancellations. Missed appointments without 
notice may incur a $50 fee.  

​
Patient Signature: ________________________    Date: ______________ 
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