Patient Information
Patient Name: _______________________________________________________Birth Date: ______________​​​​​​​​​​​​​​
                                 Last,                First                   MI                                           (Preferred Name)

Gender: M[image: image1.wmf] F[image: image2.wmf]        Marital Status: M[image: image3.wmf] S[image: image4.wmf]   Social Security #:_______________________________________
Address:
  


                            Street                                                                                                                                     Apartment #

                          City                                                                              State                                          Zip Code

Email Address: __________________________________________ Referred By:__________________________
Parent/Guardian (if patient is a minor):____________________________________Birth Date: _______________
I consent to receive text messages and/or voice mail messages on the following phone numbers:

Phone (Home): ___________________ (Work): __________________ (Cell):  

Health Information
Date of Last Dental Visit:   
  Reason for this visit:  


Do any of the following pertain to your health?  Please circle those that apply:

Acid Reflux 

Anemia


Arthritis


Asthma


Bisphosphonates

Blood Disease

Cancer


Chemotherapy

Crohns


COPD

Depression/Anxiety
Diabetes

Drug Addiction

Epilepsy

Excessive Bleeding

Fainting


Glaucoma

Hay Fever

Head Injuries

Heart Disease

Heart Murmur

Heart Surgery

Heart Valve Replaced
Hepatitis

High Blood Pressure

High Cholesterol
HIV/AIDS

Jaundice

Joint Replacement
Kidney Disease

Liver Disease

Med-Blood Thinner
Mental Disorders
Nervous Disorders
Pacemaker

Pre-Med

Radiation Treatment
Respiratory Problems
Rheumatic Fever
Rheumatism

Sinus Problems

Stomach Problems
Stroke


Thyroid Problems
Tuberculosis

Tumors/Growths
Ulcers


Venereal Disease
Vertigo


Allergy: Epi

Allergy: Penicillin
Allergy: Erythromycin
Allergy: Red Dye
Allergy: Codeine
Allergy: Latex

Allergy: Sulfa

Allergy: Aspirin

Allergy: Mint

Allergy: Darvon

Allergy: Pine/Tree Nuts

Allergy: Nitrous Oxide
Allergy: Valium

Allergy: Dairy

Allergy: Percodan
Allergy: Local Anesthetic
Allergy: Other_______________________________________________________________________________

(     Do you have any additional medical conditions, recent hospitalizations, surgeries, or major illnesses?    [image: image5.wmf]Yes   [image: image6.wmf]No

      If yes, please explain: ______________________________________________________________________

·     Please list all medications you are currently taking:________________________________________________

      _________________________________________________________________________________________

·     Tobacco Use/History of Use: ________________________________

· Alcohol Use/History of Use: _________________________________
(    Name of Primary Care Physician/Location: _________________________________Phone: 


(    Emergency Contact Name /Phone #:__________________________________________________________
( Have you ever had any complications following dental treatment?    [image: image7.wmf] Yes  [image: image8.wmf] No

     If yes, please explain: 


( Are you now under the care of a physician for existing illness?    [image: image9.wmf] Yes  [image: image10.wmf] No

     If yes, please explain: 


WOMEN ONLY – Please circle if any of the following apply:

Currently Pregnant

Nursing


Taking Birth Control Pills
Patient Name: ___________________________________________________________________       Date:______________________________

Dental History
How long has it been since your last visit to a dentist? ______________________________________________

Are you having any dental problems now? _______________________________________________________

Have you had any bad dental experiences in the past? _____________________________________________

Are you apprehensive to dental treatment? _______________________________________________________

Have you had any periodontal treatment in the past? _______________________________________________

Are teeth sensitive to cold, hot, sweets or pressure? ________________________________________________

Do you clench or grind your teeth? ______________________________________________________________

Have you worn braces in the past? ______________________________________________________________

Would you like your smile to look better or different? ________________________________________________

Do you have partials or dentures?  Are you happy with their fit? ________________________________________

Do you regularly floss? ________________________________________________________________________
Insurance Information
Primary
Insurance Provider: ___________________________________________

Name of Insured: _______________________________________________ Social Security #______________

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________ ID #: _____________________ Group #: 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 

Secondary
Insurance Provider: ___________________________________________

Name of Insured: _______________________________________________ Social Security #______________

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________ ID #: _____________________ Group #: 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the Doctor to make a thorough diagnosis of the patients’ needs.  I also authorize the Doctor to perform any and all forms of treatment, medication and therapy that may be indicated.  I also understand the use of anesthetic agents embodies a certain risk.  I understand that responsibility for payment for dental services provided in this office for myself or my dependents is mine; due and payable at the time of services are rendered unless financial arrangements have been made.  I also assign all insurance benefits to the Doctor.
_________________________________________________________________  Date: _____________________________________
   Signature of patient, parent or guardian 

_________________________________________________________________  Date:______________________________________
   Signature of Dentist[image: image11.wmf]
