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WELCOME

Thank you for selecting our dental healthcare team! To help us meet all your
Dental healthcare needs, please fill out this form completely.

Patient Information (Confidential) Today’s Date____________________
Name __________________________________________Birth date________________ Age_______ Gender: M ❑ F ❑

(Last Name) (First Name)

Address______________________________City___________________ Zip____________ SSN#__________________
Email __________________________________ Home ph. ____________________Cell ph._______________________
Check Appropriate Box ❑Minor ❑Single ❑Married ❑Divorced ❑Widowed ❑Separated
If Student, Name of School/College ________________________________Grade level___________________________
Patient’s/Guardian’s Employer______________________________________Work Ph.:___________________________
Spouse of Patient/Guardian’s Name _____________________________________________________________________
Person to Contact in case of emergency ________________________Ph._______________________________________
Whom may we thank for referring you? __________________________________________________________________
Iwill bepaying for today’s serviceby: ❑Cash ❑Check ❑CreditCard ❑Medicaid ❑ Iwould like todiscusspaymentoptions.

Responsible Party
Name of the person responsible for this Account _____________________Relationship to Patient_________________
Address (if different from above)________________________________________________________________________
Email __________________________________ Home Ph. ____________________Cell Ph._______________________
Driver’s License # ____________________________________ Birth date_______________________________________
Employer ________________________________ Work Ph. _____________________ SSN#_______________________
Is this person currently a patient in our office: ❑Yes ❑No

Dental Insurance Information
Name of the Insured______________________________________________________Relationship to Patient________
Birth date ___________________________________SSN# _____________ Date Employed_______________________
Name of the Employer _______________________________ Work Ph._______________________________________
Address of Employer _________________________________________________________________________________
Insurance Company _________________________________________ Insurance Company Ph. ___________________

Group# ______________________________ Policy# ______________________________

Additional Dental Insurance: ❑Yes ❑No If yes, please complete the following:
Name of the Insured_______________________ Relationship to Patient_______________________________________
Birth date ___________________________________SSN# _____________ Date Employed_______________________
Name of the Employer ________________________________ Work Ph._______________________________________
Address of Employer _________________________________________________________________________________
Insurance Company ______________________ Insurance Company Ph._______________________________________

Group# ______________________________ Policy# ______________________________

Acknowledgement of Receipt of Notice of Privacy Practices
You may refuse to sign this acknowledgement
I. _______________________ have read a copy of this office’s Notice of Privacy Practices
And this acknowledgement will be kept of record for the following mentioned patient.
__________________________________________ ______________________________
(Signature of patient or guardian) (Date)



PatientMedicalHistoryPhysicianName_____________________________
OfficePh._______________________________________________DateofLastExam___________________________________
1.Areyouundermedicaltreatmentnow?❑❑

2.Haveyoueverbeenhospitalizedforanysurgicaloperationorseriousillnesswithinthelast5yrs.?❑❑

3.Areyoutakinganymedication(s)includingon-prescriptionmedicine?❑❑

Ifyes,pleaseexplain.
4.HaveyourevertakenFen-Phen/Redux?❑❑

5.Doyouusetobacco?❑❑

6.Doyouusecontrolledsubstances?❑❑

7.Doyouhaveorhadanyofthefollowing?❑❑

HighBloodPressure❑❑

HeartAttack❑❑

RheumaticFever❑❑

SwollenAnkles❑❑

Fainting/Seizures❑❑

Asthma❑❑

LowBloodPressure❑❑

Epilepsy/Convulsions❑❑

Leukemia❑❑

Diabetes❑❑

KidneyDiseases❑❑

AIDSorHIVinfection❑❑

ThyroidProblem❑❑

HearDisease❑❑

CardiacPacemaker❑❑

HeartMurmur❑❑

Angina❑❑

FrequentlyTired❑❑

Anemia❑❑

Emphysema❑❑

Cancer❑❑

Arthritis❑❑

JointReplacementorImplant❑❑

Hepatitis/Jaundice❑❑

SexuallyTransmittedDisease❑❑

StomachTroubles/Ulcers❑❑

ChestPains❑❑

EasilyWinded❑❑

Stroke❑❑

HayFever/Allergies❑❑

Tuberculosis❑❑

RadiationTherapy❑❑

Glaucoma❑❑

RecentWeightLoss❑❑

LiverDisease❑❑

HeartTrouble❑❑

RespiratoryProblems❑❑

MitralValveProlapse❑❑

PsychiatricProblems❑❑

Other(ifyes,pleasedescribe)________________________________________________________________________________________________
8.Doyouhaveanyallergiesorallergicreactions?__________________________________________________❑❑

9.Doyouhavepersistentcoughnotassociatedwithaknownillness?___________________________________❑❑

10.Womenonly:
Areyoupregnantorthinkyoumaybepregnant?___________________________________________❑❑

Areyounursing?____________________________________________________________________❑❑

Areyoutakingoralcontraceptives?______________________________________________________❑❑

11.Doyouneedtobepre-medicatedbeforedentalproceduresduetomedicalconditions(i.e.heartmurmurs)?
IfYes,PleaseDescribe:______________________________________________________________________❑❑

PatientDentalHistory
OfficePh.YESNO
1.Doyourgumsbleedwhilebrushingorflossing?❑❑

2.Areyourteethsensitivetohotorcoldliquids/foods?❑❑

3.Areyourteethsensitivetosweetorsourliquids/foods?❑❑

4.Doyoufeelpaintoanyofyourteeth?❑❑

5.Doyouhaveanysoresorlumpsinornearyourmouth?❑❑

6.Haveyouhadanyhead,neckorjawinjuries?❑❑

7.Haveyoueverexperiencedanyofthefollowinginyourjaw.❑❑

Clicking❑❑

Pain(join,ear,sideofface)❑❑

Difficultyinopeningorclosing❑❑

Difficultyinchewing❑❑

GeneralDentistName______________________________________________
DateofLastExam_________________________________________________
8.Doyouhavefrequentheadache?❑❑

9.Doyouclenchorgrindyourteeth?❑❑

10.Doyoubiteyourlipsorcheeks?❑❑

11.Haveyouhadanydifficultextractionsbefore?❑❑

12.Haveyouhadanyprolongedbleedingfollowingextractions?❑❑

13.Haveyouhadanyorthodontictreatment?❑❑

AuthorizationandRelease
IcertifythatIhavereadandunderstandtheaboveinformationtothebestofmyknowledge.Theabovequestionshavebeenaccuratelyanswered.Iun-
derstandthatprovidingincorrectinformationcanbedangeroustomyhealth.Iauthorizethedentisttoreleaseanyinformationincludingthediagnosis
andtherecordsofanytreatmentorexaminationrenderedtomeormychildduringtheperiodofsuchdentalcaretothirdpartypayersand/orhealth
practitioners.Iauthorizeandrequestmyinsurancetopaydirectlytothedentistordentalgroupinsurancebenefitsotherwisepayabletome.Iunder-
standthatmydentalinsurancecarriermaypaylessthantheactualservicesrenderedonmybehalformydependents.

Signatureofpatient(parentorguardianifminor)_____________________________________DATE:______________________________

DateAgeNote/RecommendationNextVisit

YesNo
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2.Haveyoueverbeenhospitalizedforanysurgicaloperationorseriousillnesswithinthelast5yrs.?❑❑

3.Areyoutakinganymedication(s)includingon-prescriptionmedicine?❑❑

Ifyes,pleaseexplain.
4.HaveyourevertakenFen-Phen/Redux?❑❑

5.Doyouusetobacco?❑❑

6.Doyouusecontrolledsubstances?❑❑

7.Doyouhaveorhadanyofthefollowing?❑❑

HighBloodPressure❑❑

HeartAttack❑❑

RheumaticFever❑❑

SwollenAnkles❑❑

Fainting/Seizures❑❑

Asthma❑❑

LowBloodPressure❑❑

Epilepsy/Convulsions❑❑

Leukemia❑❑

Diabetes❑❑

KidneyDiseases❑❑

AIDSorHIVinfection❑❑

ThyroidProblem❑❑

HearDisease❑❑

CardiacPacemaker❑❑

HeartMurmur❑❑

Angina❑❑

FrequentlyTired❑❑

Anemia❑❑

Emphysema❑❑

Cancer❑❑

Arthritis❑❑

JointReplacementorImplant❑❑

Hepatitis/Jaundice❑❑

SexuallyTransmittedDisease❑❑

StomachTroubles/Ulcers❑❑

ChestPains❑❑

EasilyWinded❑❑

Stroke❑❑

HayFever/Allergies❑❑

Tuberculosis❑❑

RadiationTherapy❑❑

Glaucoma❑❑

RecentWeightLoss❑❑

LiverDisease❑❑

HeartTrouble❑❑

RespiratoryProblems❑❑

MitralValveProlapse❑❑

PsychiatricProblems❑❑

Other(ifyes,pleasedescribe)________________________________________________________________________________________________
8.Doyouhaveanyallergiesorallergicreactions?__________________________________________________❑❑

9.Doyouhavepersistentcoughnotassociatedwithaknownillness?___________________________________❑❑

10.Womenonly:
Areyoupregnantorthinkyoumaybepregnant?___________________________________________❑❑

Areyounursing?____________________________________________________________________❑❑

Areyoutakingoralcontraceptives?______________________________________________________❑❑

11.Doyouneedtobepre-medicatedbeforedentalproceduresduetomedicalconditions(i.e.heartmurmurs)?
IfYes,PleaseDescribe:______________________________________________________________________❑❑

PatientDentalHistory
OfficePh.YESNO
1.Doyourgumsbleedwhilebrushingorflossing?❑❑

2.Areyourteethsensitivetohotorcoldliquids/foods?❑❑

3.Areyourteethsensitivetosweetorsourliquids/foods?❑❑

4.Doyoufeelpaintoanyofyourteeth?❑❑

5.Doyouhaveanysoresorlumpsinornearyourmouth?❑❑

6.Haveyouhadanyhead,neckorjawinjuries?❑❑

7.Haveyoueverexperiencedanyofthefollowinginyourjaw.❑❑

Clicking❑❑

Pain(join,ear,sideofface)❑❑

Difficultyinopeningorclosing❑❑

Difficultyinchewing❑❑

GeneralDentistName______________________________________________
DateofLastExam_________________________________________________
8.Doyouhavefrequentheadache?❑❑

9.Doyouclenchorgrindyourteeth?❑❑

10.Doyoubiteyourlipsorcheeks?❑❑

11.Haveyouhadanydifficultextractionsbefore?❑❑

12.Haveyouhadanyprolongedbleedingfollowingextractions?❑❑

13.Haveyouhadanyorthodontictreatment?❑❑

AuthorizationandRelease
IcertifythatIhavereadandunderstandtheaboveinformationtothebestofmyknowledge.Theabovequestionshavebeenaccuratelyanswered.Iun-
derstandthatprovidingincorrectinformationcanbedangeroustomyhealth.Iauthorizethedentisttoreleaseanyinformationincludingthediagnosis
andtherecordsofanytreatmentorexaminationrenderedtomeormychildduringtheperiodofsuchdentalcaretothirdpartypayersand/orhealth
practitioners.Iauthorizeandrequestmyinsurancetopaydirectlytothedentistordentalgroupinsurancebenefitsotherwisepayabletome.Iunder-
standthatmydentalinsurancecarriermaypaylessthantheactualservicesrenderedonmybehalformydependents.

Signatureofpatient(parentorguardianifminor)_____________________________________DATE:______________________________
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