
Name __________________________________________________  M / F Social Security ______ - _____ - ________

Address _______________________________________ City __________________State__________ Zip ____________

Email Address _________________________ Would you like to receive your statements & receipts via email?  q Yes  q No
If Yes, please note that you will NOT receive paper statements in the mail.

Home Phone _____________________ Work Phone ____________________  Cell Phone/Pager ____________________

Spouse/Parent _____________________ Emergency Contact ________________________ Phone ___________________

Employer (PT) _____________________________________________________________ Phone ___________________

Were you referred to our offi  ce? If so, by whom: ___________________________________________________________

RESPONSIBLE PARTY: If diff erent than insured party for MINOR ONLY

Name Of Person Responsible For Th is Account __________________________ Relationship To Patient ________________

Address _______________________________________ City __________________State__________ Zip ____________

Driver’s Lic. # ____________________Birthdate __________S.S. # ___________________ Phone ___________________

INSURANCE INFORMATION:

Name Of Insured Party If Diff erent Th an Patient _________________________ Relationship To Patient ________________

Birthdate Of Insured Party _______________________S.S. # ___________________ Work Phone ___________________

Primary Policy Holder’s Employer ______________________________________________ Phone ___________________

Dental Insurance Company ___________________________________________________ Phone ___________________

Dental Insurance Address _________________________ City __________________State _________ Zip _____________

Today’s Date ________________________

Birthdate _____________ Age _________PATIENT INFORMATION (CONFIDENTIAL)

WELCOME!

Name Of Insured Party ____________________________________________ Relationship To Patient ________________

Birthdate Of Insured Party _______________________S.S. # ___________________ Work Phone ___________________

Name Of Employer _________________________________________________________ Phone ___________________

Dental Insurance Company ___________________________________________________ Phone ___________________

Dental Insurance Address _________________________ City __________________State _________ Zip _____________

DO YOU HAVE ADDITIONAL DENTAL INSURANCE? IF “YES”, PLEASE COMPLETE THE FOLLOWING:

PLEASE COMPLETE BACK SECTION



AUTHORlZATION AND RELEASE
I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately 
answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information 
including the diagnosis and the records of any treatment of examination rendered to my child or me during the period of such dental care to 
third party payers and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group 
insurance benefits otherwise payable to me. I UNDERSTAND THAT MY DENTAL INSURANCE CARRIER MAY PAY LESS THAN 
ESTIMATED AND I WILL BE RESPONSIBLE FOR ANY UNPAID BALANCE AND COSTS INCURRED IN THE COLLECTION 
OF MY ACCOUNT. I AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY 
DEPENDENTS.

Signature of patient (or parent if minor)

___________________________________________________________________	 Date__________________________

1.	 Are you under medical treatment now?.....................
2.	 Have you ever been hospitalized for any surgical
	 operation or serious illness within the last 5 years?....
3.	 Are you taking any medication(s) including
	 non-prescription medicine?.......................................
	 _________________________________________
	 _________________________________________
	 _________________________________________
	 _________________________________________
	 _________________________________________
4.	 Have you ever taken bisphosphonates for osteoporosis
	 such as Fosamax, Boniva, Aredia or Zometa?............
5.	 Do you regularly drink soda?....................................
	 If Yes, how much per day? _____________________
6.	 Do you use tobacco?.................................................
7.	 Do you use controlled substances?............................
8.	 Do you wear contact lenses?......................................

9.	 Are you allergic to or have you had any reactions
	 to the following?
	 Local Anesthetics (e.g. Novocaine)............................
	 Penicillin or any other antibiotics..............................
	 Sulfa drugs................................................................
	 Barbiturate................................................................
	 Sedative....................................................................
	 Iodine.......................................................................
	 Aspirin......................................................................
	 Any Metals...............................................................
	 Latex rubber.............................................................
	 Other (please list)___________________________
	 _________________________________________
10. WOMEN ONLY:
	 a. Are you pregnant or think you may be pregnant?
	 b. Are you nursing?...................................................
	 c. Are you taking oral contraceptives?........................

11.	Do you have or have you had any of the following?

PATIENT’S MEDICAL HISTORY
Physician_____________________________________Office Phone__________________ Date of Last Exam___________

1.	 Do your gums bleed while brushing or flossing?...............
2.	 Are your teeth sensitive to hot or cold liquids/foods?........
3.	 Are your teeth sensitive to sweet or sour liquids/foods?
4.	 Do you feel pain to any of your teeth?..............................
5.	 Do you have any sores or lumps in or near your mouth?
6.	 Have you had any head, neck or jaw injuries?..................
7.	 Have you ever experienced any of the following
	 problems in your jaw?
		  Clicking..................................................................
		  Pain (joint, ear, side of face)....................................
		  Difficulty in opening or closing...............................
		  Difficulty in chewing..............................................

18.	Do you have frequent headaches?	
19. Do you clench or grind your teeth?
10. Do you bite your lips or cheeks frequently?
11. Have you ever had any difficult extractions in the past?
12. Have you ever had any prolonged bleeding
	 following extractions?
13. Have you had any orthodontics treatment?
14. Do you wear dentures or partials?
		  If yes, date of placement __________________
15. Have you ever received oral hygiene instructions
	 regarding the care of your teeth and gums?

	 Yes	 No
	 q	 q
	
	 q	 q

	 q	 q

	 q	 q
	 q	 q

	 q	 q
	 q	 q
	 q	 q

	 Yes	 No
	

	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q
	 q	 q

	 q	 q	
	 q	 q
	 q	 q

High Blood Pressure............
Heart Attack.......................
Rheumatic Fever.................
Swollen Ankles....................
Fainting/Seizures.................
Asthma................................
Low Blood Pressure.............
Epilepsy/Convulsions..........
Leukemia............................
Diabetes..............................
If Yes, what is your normal
blood sugar?_____________
Kidney Diseases...................
AIDS or HIV Infection.......

	Yes	No
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q

	q	 q
	q	 q

Thyroid Problem.................
Heart Disease......................
Cardiac Pacemaker..............
Heart Murmur....................
Angina................................
Frequently Tired..................
Anemia................................
Emphysema.........................
Cancer................................
Arthritis..............................
Joint Replacement/Implant	
what/where_____________
Sexually Transmitted Disease
Stomach Troubles/Ulcers.....

	Yes	No
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q

	q	 q
	q	 q

Chest Pains.........................
Easily Winded.....................
Stroke..................................
Hay Fever/Allergies.............
Tuberculosis........................
Radiation Therapy...............
Glaucoma............................
Recent Weight Loss.............
Liver Disease.......................
Hepatitis/Jaundice...............
Respiratory Problems..........
Mitral Valve Prolapse...........
Other_________________
_____________________

	Yes	No
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q

Updates

PATIENT’S DENTAL HISTORY
Name Of Previous Dentist_______________________Office Phone__________________ Date of Last Exam___________

	Yes	No
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	q	 q
	
	
	q	 q
	q	 q
	q	 q
	q	 q

	Yes	No
	q	 q
	q	 q
	q	 q
	q	 q

	q	 q
	q	 q
	q	 q
	
	
	q	 q


