
 PATIENT INFORMATION (Please Print)       

NAME  ❑ Dr. ❑ Mr. ❑ Mrs. ❑ Ms. ___________________________________________________________________
      Last    First   Middle

❑ Child   ❑ Single  ❑ Married     Age ________ Date of Birth  ______________
Home Address ________________________________ City _________________ State _____ Zip  ________________
Mailing Address if Different   _________________________________________________________________________
Home  ☎ __________________   Business ☎ __________________ Social Security# __________________________
Employer __________________________________________ Occupation  ___________________________________
Guardian / Spouse’s Name __________________  Person Responsible for  ___________________________________
Dental Insurance   ❑ Yes   ❑  No  If Yes Group Carrier _______________________________  Group#  ____________
Name of Primary Insured ________________________ Employer of Primary Insured  ___________________________
SS# & DOB of Primary Insured  _____________________________________________________________________
Has any member of your family been treated in our office?   ❑ Yes     ❑ No    Name  ___________________________
Whom may we thank for referring you to our office?   _____________________________________________________
Call in case of emergency ___________________________ Relationship _________________ Phone  _____________

 MEDICAL HEALTH
Please check those conditions that now or have ever pertained to you:
 YES  NO
  ❑   ❑ Are you currently under the cAre of A physiciAn?
  ❑   ❑ heArt murmur or congenitAl heArt defect
  ❑   ❑ heArt surgery or heArt diseAse
  ❑   ❑ mitrAl vAlve prolApse
  ❑   ❑ heArt pAcemAker
  ❑   ❑ AbnormAl blood pressure high / low
  ❑   ❑ bleeding problems
  ❑   ❑ diAbetes
  ❑   ❑ kidney diseAse
  ❑   ❑ JAundice or liver diseAse
  ❑   ❑ cAncer
  ❑   ❑ hepAtitis
  ❑   ❑ hAve you ever tested h.i.v. positive?
  ❑   ❑ Joint replAcement
  ❑   ❑ convulsions or epilepsy
  ❑   ❑ dizziness or fAinting spells
  ❑   ❑ stroke
  ❑   ❑ lung problems or tuberculosis
  ❑   ❑ thyroid diseAse
  ❑   ❑ drug Addiction
  ❑   ❑ Alcohol Addiction
  ❑   ❑ do you smoke?

YES  NO
  ❑   ❑ glAucomA
  ❑   ❑ ulcers
  ❑   ❑ Arthritis
  ❑   ❑ blood diseAse ie AnemiA
  ❑   ❑ sinus trouble
  ❑   ❑ Are you pregnAnt?
  ❑   ❑ hAve you ever tAken Any drugs for 
 osteoporosis such As fosomAx, bonivA
 or i.v. zometiA or ArediA?
   Are you Allergic or sensitive to:
  ❑   ❑ penicillin
  ❑   ❑ Aspirin
  ❑   ❑ codeine
  ❑   ❑ demerol
  ❑   ❑ lAtex rubber
  ❑   ❑ locAl AnAesthetics like novAcAine

        Allergies not listed
  ❑   ❑ ___________________________
  ❑   ❑ ___________________________

List all prescription medications, OTC medications, remedies, and dietary supplements you are  
currently taking:
Medication                                                                            Purpose

Over



Name and address of Physician  ____________________________________________________________

Physician’s Phone ____________________________ Last complete physical  ________________________

1.  What are some questions about dentistry and oral health that you have not had answered?

2. Are you satisfied with the present state of health of your mouth, and what would you change?

3. Are you satisfied with the appearance of your teeth and what would you like to change?

4. What might you change regarding your experience with past dental treatments?

OTHER MEDICAL PROBLEMS NOT PREVIOUSLY LISTED?

  ❑   ❑ hAve you worn brAces on your teeth? (orthodontics)
  ❑   ❑ do you hAve discolored teeth thAt bother you?
  ❑   ❑ would you like your smile to look better or different?
  ❑   ❑ do you regulArly use dentAl floss?
  ❑   ❑ do you weAr dentures?  (pArtiAls or full)
  ❑   ❑ hAve you hAd Any periodontAl (gum) treAtments?
  ❑   ❑ Are you AwAre of grinding or clenching your teeth?
how long since you hAve seen A dentist? ____________

yes no

Please give 24 hr notice to cancel an appointment to avoid a $25.00 fee to cover lost time.

You are ultimately responsible to pay for services rendered.  We will assist you in filing a claim for dental 
insurance reimbursement, however, disputes regarding payment are between you and your insurance company.

I accept these conditions.

Signature                                                                               Date


