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'We are pleased to welcome you to our practice. Please take a few minutes to fill out
this fo_rm_as gompletely as yorg can. If you have questions we'll be glad to help you.

we look forward to working with you in maintaining your dehtal health-. 
'

Patient information

Name Soc. Sec. #
Last Nalile First Name

Address

City Zio Home Phone

Cell Phone Email

Sex trM trF Age Biflhdate tr Single tr Married tr Widowed tr Separated tr Divorced

Patient Employed by Occupation

Business Address

Business Email

Business Phone

Whom may we thank for referring you?

Noti$ in case of emergency

Cell Phone

Home Phone

Business Phone

Email

Primary insurance

Person Responsible for Account

Relation to Patient

last Name First Name

Soc. Sec. #Birthdate

Address (if different from patient) Home Phone

City State Zio

Cell Phone Email

Person Responsible Employed by

Business Address

Occupation

Business Phone

Business Email

Insurance Company

Insurance Email

Phone

Contract #

Name of other dependents under this plan

Group # Subscriber #
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Is patient covered by additional insurance? O Yes

Subscriber Name

Address (if different from patient)

City

ldditional insurance

trNo

Relation to Patient Birthdate

Sec. #

State Zio Home Phone

Email

Business PhoneSubscriber Employed bv

Name of other dependents under dris plan

Phone

Gioup # Subscriber #

Please complete both sides.



Dental History

What rvould l'ou

l'ormer Dentist

like us to do todav? fuc,vou in dental discomfort todav?

Address

Dentist's Email Phone

Date of last dental care

Check ( / ) les or no if l'ou have had problems with anY of the follou'ing:

Date of last x-rays

OY trNBadbreath

lY tr\Bleedinggums

J Y tr \ Food collection bchveen teeth

tr Y tr N Grinding or clcnching teeth

N Periodontal trcatment

N Sensitiviry to cold

N Sensitilih to hot

f Y 3 N Sensitivih' to sweets

O Y tr N Sensitivin' rvhen biting

tr Y tr )i Sores or grol.ths in mouthtr Y I| N Clicking or popping jarv fl Y tr N L00sc teeth or broken fillings

OYtr
DYtr
trYtr

llorv often do.vou brush? Floss?

Ilorv do .vou feel about the appearance of vour teeth?

Have vou ever experienced an adverse reaction during or in coniunction with a medical or dental procedure? U Y D N

Other information about Your dental health or previous treatment

Phvsician's name

t'ledical History

Have 1'ou had an,v serious illnesses or opcrations? Ll Y D \
Phone

Date of last lisil

If ves, describe

Are vou currentll'under physician care? 3 Y Q N

Have vou ever had a blood transfusion? tr Y tl N

Have vou ever taken Fen-Phen/Redux? tr Y tr N

lf ves, describe

If ves, give approximate dates

Ilave vou ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. D Y tr N

Women: Arel'oupregnant? trY Ll-\ Nursing? DY trN 'lhkingbirthcontrolpills? trY JN
Check ( / ) -res or no rvhether you have had an.v of the folloling:

L] Y trN AIDS/HIVPositive

DY L1N Anaphl'laxis

DY l\ Anemia

tr Y DN Arthritis, Rheumatism

tr Y U N Artificialheartvalves

lY trN Artificialjoints

IIY BN Asthma

E Y f, \ Atopic (allerg prone)

trY D\ Backproblems

f, \' D N Blood disease

fY flN Cancer

f, Y f ,\ Chemic'al dependency

DY f \ Chemotherap.v

DY f, N Circulatoryproblems

D Y DN Cortisonctreahnents

trY JN
trY DN
]Y ON
DY L]N
tr Y !l)r
D\'trN
UY trN
]Y trN
DY trN
trY tr\
Describe

trY trtr- Ilemophilia,/
Abnormal blecding

JY trN Ilerpes

OY trN Hepatitis

D Y trN Ilighbloodpressure

trY fN Jatl'pain
trY DN Kidnc,vdiseaseor

malfunction

trY DN Liverdisease

D Y UN Materialallergies
(latex, rvool, metal,
chernicals)

tr Y trN Mitral\"lveprolapse

QY DN Nenousproblems

3Y DN Pacemaker/
Heafi surgery

trY f,N Psvchiatriccare

O Y trN Rapidu'ei$tgainorloss

trY D\ Radiationlrcatment

C Y BN Respiratorvdisease

tr Y QN Rheumatic/Scarletfever

Cough, persistent

Cough up blood

Diabetes

Epilepsv

l'ainting

Food allergies

Glaucoma

Headaches

Heart mumur

Heart problcms

IY DN
trY trN
trY trr.'-

DY QN
UY f,N
f,Y DN
BY L.]N

trY trN

oY f r{

f,Y trN
DY DN
trY trN
DY ON

Shingles

Shorlness of breath

Skin rash

Spina Bifida

Stroke

Surgical irnplant

Swelling of feet
or ankles

Thvroid disease or
m'.rlfunction

Tobacco habit

Tonsillitis

T[berculosis

Lrlccr/Colitis

Venereal disease

Is patient currendv taking any medications? If yes, list all: Does patient have drug allergies? If 1es, list all:
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Authorization

I have reyiewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this information will be used bv the dentist

to help determine appropriate and hc'althful dental treatment. If there is anv change in mv medical status, I will inform the dentist.

I authorize the insurance companv indicated on this form to pav to the dentist all insurance benefits otherwise payable to me for services rendered.

I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information neccssary to secure the pa,vment of benefits. I unclerstand that I am financially responsible for all charges

whcther or not oaid bv insurarce.

Payment is due in full at time of treatmcnt, unless prior arrangements have been approved.
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