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 ABOUT YOU

Patient Name 
Last ____________________________________________________  First _______________________________________________  Middle Initial _______
What you prefer to be called ___________________________________________________   Male  Fe male   Othe r __________________________
Birthdate     -    -     Age  ______________________________________   Social Se curity #     -   -     

Mailing Address & Contact Information
Street _________________________________________________________________ City _______________________ State   ZIP     
Home  Phone  ___________________________________________________ Mobile  Phone  _______________________________________________________
Email ___________________________________________________________ Referred by _______________________________________________________
Employe r _________________________________________________________ How long? _______________________________________________________

Employer’s Address
Street _________________________________________________________________ City _______________________ State   ZIP     
Occupation _______________________________________________________________________________________________________________________
Status  Minor  Single   Marrie d  Divorce d  Se parate d  Widowe d
Spouse ’s name  _____________________________________________________________  Do you have  childre n?  No  Ye s How many? _________

 INSURANCE INFO
Primary Dental Insurance 
Company Name  ____________________________________________________________________________________________________________________
Street _________________________________________________________________ City _______________________ State   ZIP     
Phone  ___________________________________________________________________________________________________________________________
Insurance  ID# ________________________________________________Group# (Plan/Local/Policy #) _____________________________________________
Insure d’s Name  ____________________________________________________________________________________________________________________
Relation ____________________________________________________________________________________ Birthdate     -    -     
Insure d’s Employe r _________________________________________________________________________________________________________________

Secondary Dental Insurance 
Company Name  ____________________________________________________________________________________________________________________
Street _________________________________________________________________ City _______________________ State   ZIP     
Phone  ___________________________________________________________________________________________________________________________
Insurance  ID# ________________________________________________Group# (Plan/Local/Policy #) _____________________________________________
Insure d’s Name  ____________________________________________________________________________________________________________________
Relation ____________________________________________________________________________________ Birthdate     -    -     
Insure d’s Employe r
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 ACCOUNT INFO

Person Usually Responsible for the Account 
Full Name ___________________________________________________________ Relation _______________________________________________________

Billing Address
Street _________________________________________________________________ City _______________________ State   ZIP     
Social Se curity #     -   -     Drive r’s Lice nse # ________________________________________________________State   
Work Phone  _______________________________________________________________________________________________________________________
Payme nt Me thod  Cash  Che ck   Cre dit Card                Date     -  
________   I he re by authorize  assignme nt of my insurance  rights and be ne fits dire ctly to the  provide r for se rvice s re nde re d. I fully unde rstand I am sole ly 

re sponsible  for any balance  not paid by my insurance  company (if offe re d at this office ).

 EMERGENCY CONTACT

Emergency Contact Information
Whom should we  contact? ___________________________________________________________________________________________________________
Relation __________________________________________________________________________________________________________________________
Phone s:  Home           Work          Mobile           

Medical Doctor
Who is your Me dical Doctor? _________________________________________________________________________________________________________
Me dical Doctor’s Phone  _____________________________________________________________________________________________________________
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 DENTAL INFORMATION
Re ason for today’s visit:  Exam  Eme rge ncy   Consultation Are you in pain? No  Ye s How long? ______________________________

Please indicate  any of the f ollowing problems:
 Discomfort, clicking or popping of jaw
 Bliste rs/sore s in or around the mouth
 Re d, swolle n or ble e ding gums

 Lost/broke n filling(s)
 Te e th grinding
 Ringing in e ars

 Staine d te e th
 Locking jaw
 Bad bre ath

 Broke n/chippe d tooth
 Se nsitive tooth, te e th, or gums
 Active de cay/cavity(ie s)

 Othe r: ________________________________________________________________________________________________________________________
Do you re quire  pre -me dication?  Ye s  No   I don’t know Have you e ve r be e n tre ate d for gum dise ase ? Ye s   No
Who was your pre vious doctor? _______________________________________________________________________________________________________
Street _________________________________________________________________ City _______________________ State   ZIP     
Your Last De ntal …  Exam    -    -     X-Rays   -    -     Cle aning   -    -     

Have you had problems with previous dental treatment?
If so,  e xplain: ______________________________________________________________________________________________________________________
Time s a day you…  Brush   Floss   Type of tooth brush bristle s: Soft   Me dium  Hard

Your Smile
Rate  your smile  from 1 (poor) to 10 (e xce lle nt): _____   Would you like  white r te e th?  Ye s  No Have hard orthodontic tre atme nt?  Ye s  No
Things you would change  about your smile : _____________________________________________________________________________________________
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 MEDICAL HISTORY & INFORMATION
Which me dications are  you taking?  Ne rve pills  Pain kille rs (including aspirin)  Muscle re laxe r  Stimulants 
 Blood thinne rs  Tranquilize rs  Insulin  Me ds for Oste oporosis  Vitamins/Supple me nts___________________________________________  
 Othe r(s), ple ase list: _____________________________________________________________________________________________________________
Have  you e ve r take n… Bisphosphonate s (e x,  Are dia/Fosamax)? Ye s  No Phe n-fe n/Re dux? Ye s  No
Do you have  or have  you had any of the  following dise ase s,  me dical conditions,  or proce dure s?
Y N Heart murmur
Y N Lung disease
Y N Liver problems
Y N Blood disease
Y N Kidney problems
Y N Scarlet fever
Y N Tuberculosis TV
Y N HIV+/AIDS/ARC
Y N Rheumatic fever
Y N Sinus problems

Y N Heart attack/stroke
Y N Thyroid problems
Y N Seizures/epilepsy
Y N Venereal disease
Y N Cosmetic surgery
Y N Dizziness/fainting
Y N Cold/fever blisters
Y N Blood Transfusion
Y N Alcohol/drug abuse
Y N Eating disorder

Y N Heart surgery/pacemaker
Y N Congenital heart defect
Y N Artificial heart valves
Y N Mitral valve prolapse
Y N G.I. problems/ulcers
Y N Emphysema/asthma
Y N Diabetes/Hypoglycemia
Y N Psychiatric problems
Y N Back/neck problems
Y N Respiratory problems

Y N Heart disease/angina
Y N Cancer/tumor(s)/growth(s)
Y N Chemotherapy/radiation
Y N X-ray or cobalt treatment
Y N Frequent thirst/urination
Y N Bleeding problems/anemia
Y N High/low blood pressure
Y N Artificial bones/joints/implants
Y N Severe/frequent headaches
Y N Jaw problems TMJ/TMD

Y N Shingles
Y N Hepatitis
Y N Glaucoma
Y N Arthritis/gout
Y N Leukemia
Y N Chest pains
Y N Bruise easily
Y N Allergies
Y N Nervousness
Y N Sleep apnea

Ple ase  list any othe r surge rie s or me dical conditions you have  or e ve r had: ____________________________________________________________________  
_________________________________________________________________________________________________________________________________
Are  you alle rgic to any of the  following:  Late x  Pe nicillin/Amoxicillin  Te tracycline  Aspirin  Code ine  De ntal ane sthe tics 
 Foods: _______________________________________________________  Othe rs: _______________________________________________________
Do you use  tobacco?  No  Ye s. How use d? _______________________How much? _______________________ How long? ______________________
Rate  your ge ne ral he alth from 1 (poor) to 10 (e xce lle nt): __________________________________________   Do you we ar contact le nse s?  Ye s  No
For Wome n: Are  you taking birth control pills?  Ye s  No Are you taking hormonal re place me nt?  Ye s  No
Are  you pre gnant?  No  Ye s. How long? ____________________    Are  you nursing?  Ye s  No How many childre n have you had? _________

• We invite you to discuss with us any questions regarding our services. The best dental health services are 
based on a friendly, mutual understanding between provider and patient. 

• Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements 
have been made with the business manager. If account is not paid within 90 days of the date of service 
and no financial arrangements have been made, you will be responsible for legal fees, collection agency 
fees, interest chargest and any other expenses incurred in collecting your account. 

• I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also 
authorize the provider to release any information required to process insurance claims.

• I understand the above information and guarantee this form was completed correctly to the best of my 
knowledge and understand it is my responsibility to inform this office of any changes to the information I 
have provided.

___   I acknowledg e that I have received a copy of  the Summary of  Privacy Notice.

Signature   _____________________________________________________________   Date     -    -      
 Adult patie nt  Pare nt/Guardian  Spouse 
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