WELCOME
              TO OUR PRACTICE.
Please take a few minutes to answer the following questions, so we can better assist you with your dental needs.
 PATIENT INFORMATION                                                        Date_______________________
Name___________________________________________________ Home# ______________________
                     Last                       First                        M
Address___________________________________________________Cell#_______________________
City__________________ State______ Zip_________ Email___________________________________
Soc.Sec.# ___________________________ Birthdate________________ Sex    M          F
Marital Status        M____ S_____ W_____ D ____               DL#________________________________
Employer_______________________________________ Work#________________________________
Business Address_________________________________________Occupation____________________
Who can we thank for referring you? _____________________________________________________
In case of emergency, who can we notify?_______________________Phone______________________
PRIMARY DENTAL INSURANCE

Person Responsible for Account___________________________________________________________
                                                                          Last                                First                          M
Relationship to Patient_________________DOB_________SS#_________________________________
Address (if different)___________________________________________Phone____________________
City______________________________State________________Zip_______________

Employer____________________________________Occuopation_______________________________
Insurance company _____________________________ Phone__________________________________
Subscribers ID# _______________________________ Group# __________________

OTHER INFORMATION

Have you been in our office before?   Y__ N__  If so  when?_____________________

Other family members who are patients of this office___________________________

Name____________________________ Relationship ___________________________

DENTAL HISTORY

Former Dentist________________________________     Date of last x-rays______________________

City, State ___________________________________     How often do you floss?_________________

Date of last dental visit_________________________      How often do you brush?________________

Reason for todays visit: _________________________________________________________________

Please check all that apply:

Bad breath                 Y______    N______                Cracked tooth/loose fillings    Y______  N_____

Bleeding gums           Y______    N______                 Pain around the ear                Y______ N_____

Blisters on lip/mouth Y______    N______                 Sensitivity hot/cold                 Y______  N_____

Finger nail biting       Y______    N______                 Orthodontic treatment           Y______ N_____

Grinding teeth            Y______    N______                 Periodontal treatment            Y______ N_____

Lip/cheek biting         Y______    N______                 Clicking of the jaw                  Y______ N_____

MEDICAL HISTORY

Physician Name and Phone _____________________________________________________________

Date of last medical exam ______________ Are you currently under physicians care? Y____N___

If yes explain_____________________________ Taking any medication?________________________

____________________________________________________________________________________

Female: Are you pregnant? __________ months_____________

ALLERGIC REACTION

To codeine              Y____ N____                                                        To aspirin     Y____ N____                     

To local anesthetic  Y____ N____                                                       To penicillin Y____ N____

Nitrous oxide (gas)  Y____ N____                                                       Sulfa drugs   Y____ N____

ILLNESS/CONDITION

Heart murmur        Y____ N____                                                       Anemia                      Y____  N___

Abnormal heart      Y____ N____                                                       High blood Pressure Y____  N___

Hepatitis                  Y____ N ____                                                      Abnormal Bleedin     Y ____ N___                                                    

Rheumatic fever     Y____ N____                                                        Diabetes                     Y_____ N___                                                        

Prosthetic device     Y____N_____                                                       HIV positive              Y_____ N___

TREATMENT  

Blood thinners   Y___ N___          Radiation Therapy    Y___ N___         Chemo Therapy  Y___ N____

ASSIGNMENT AND RELEASE

I hereby authorize and request the performance of dental services of myself or for:

_________________________________age____________________________________

I also give my consent to any advisable and necessary dental procedures, medications, or anesthetics to be administered by the attending dentist or by his supervised staff for diagnostic purposes or dental treatment.

I hereby authorize payment directly to the dentist from my insurance, for all services rendered.

I understand and acknowledge that I am financially responsible for the services provided for myself or the above named, regardless of insurance coverage

________________________________________   Date_____________     ______________________

   (signature of responsible party)                                                                        (relationship to patient)

