Error! Cannot open data source.
Patient Information
Patient Name:  IF  <> “” “(«PrefName»)” “”

  Date: 

 Mr., Mrs., Ms, Dr.             Last,                          First                  MI                                                 (Preferred Name)

Gender:   [image: image1.wmf] Male    [image: image2.wmf] Female                                                    Family Status:  [image: image3.wmf] Married    [image: image4.wmf] Single    [image: image5.wmf] Child

Birth Date:   
   Social Security #: 

Address:


                            Street                                 Apartment #                                                                               City                 State                       Zip Code

Phone (Home):   
  (Work):   
 Ext:  
  Cell/Pager: 
 
Do you prefer to receive appointment confirmations by: [image: image6.wmf] phone  [image: image7.wmf] email 
 

Employer: 
Occupation: 

Spouse’s Name: 
   Spouse’s Cell Phone: 

Spouse’s Employer: __________________ Spouse’s Occupation: _______________ Spouse’s Work Phone 

If patient is a minor, give parent’s or guardian’s name 


Person Responsible for Payment
(If same as the patient leave blank)
Name 

[image: image8.wmf] Male   [image: image9.wmf] Female                       [image: image10.wmf] Married   [image: image11.wmf] Single   
[image: image12] Child      Relationship to patient 

Birth Date: ________________________________  Social Security #: 

Mailing Address: 

                                              Street                                                                                                                                         Apartment #

                           City                                                                                                                                     State                                                 Zip Code

Phone (Home): ________________ (Work): ________________ Ext: ______  Cell/Pager: 

Employer Name:   
  Occupation: 

Address:


                                 Street                                                                                             City,                       State            Zip Code                            Phone

Insurance Information

I authorize the release of any dental insurance information necessary to process claims on my behalf.  I agree to be responsible for payment for services 

provided during any ineligible period.

Patient/Policy Holder Signature _________________________________________    Date 

Primary
Policy Holder:
  Is policy holder a patient?  [image: image13.wmf] Yes   [image: image14.wmf] No   
                                                     Last                                                            First                                        MI

Policy Holder's Birth Date: 
_________________  ID #: _____________________  Group #: 

Policy Holder's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Policy Holder's Employer Name:

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to policy holder:  [image: image15.wmf] Self   [image: image16.wmf] Spouse   [image: image17.wmf] Child   [image: image18.wmf] Other 

Insurance Plan Name and Address:
  ____________                                      Phone # 

Secondary

Policy Holder:
   Is policy holder a patient?  [image: image19.wmf] Yes   [image: image20.wmf] No

                                                           Last                                                            First                                        MI

Policy Holder's Birth Date: _________________  ID #: _____________________  Group #: 

Policy Holder's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Policy Holder's Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to policy holder:  [image: image21.wmf] Self   [image: image22.wmf] Spouse   [image: image23.wmf] Child   [image: image24.wmf] Other 

Insurance Plan Name and Address:
  _______________________________Phone # 

Referral Information

Whom may we thank for referring you to our practice?    [image: image25.wmf] Another patient, friend    [image: image26.wmf] Another patient, relative

      [image: image27.wmf] Dental Office    [image: image28.wmf] Yellow Pages    [image: image29.wmf] Newspaper    [image: image30.wmf] School    [image: image31.wmf] Work    [image: image32.wmf] Other 

Name of person or office referring you to our practice:

Health Information
Date of Last Dental Visit:   
  Reason for today’s visit:  

Have you ever had or do you use any of the following?  Please check those that apply:

	[image: image33.wmf] AIDS/HIV

	[image: image34.wmf] Allergy-Aspirin

	[image: image35.wmf] Allergy-Codeine

	[image: image36.wmf] Allergy-Latex

	[image: image37.wmf] Allergy-Penicillin

	[image: image38.wmf] Allergy-Sulfa

	[image: image39.wmf] Allergies _____________

	[image: image40.wmf] Arthritis

	[image: image41.wmf] Artificial Joints-Yr. ______

	[image: image42.wmf] Asthma

	[image: image43.wmf] Bacterial Endocarditis

	[image: image44.wmf] Blood Disease

	[image: image45.wmf] Cancer _______________

	[image: image46.wmf] Chemically Dependent

[image: image47.wmf] Cold Sores/Fever Blisters

	[image: image48.wmf] Colitis/Intestinal Disorder

	[image: image49.wmf] Coumadin/Blood Thinner

	[image: image50.wmf] Daily Aspirin

	[image: image51.wmf] Diabetes

	[image: image52.wmf] Epilepsy

	[image: image53.wmf] Excessive Bleeding

	[image: image54.wmf] Frequent Headaches

	[image: image55.wmf] Glaucoma

	[image: image56.wmf] Head Injuries

	[image: image57.wmf] Heart Disease

	[image: image58.wmf] Heart Murmur

	[image: image59.wmf] Hepatitis   [image: image60.wmf] A   [image: image61.wmf] B   [image: image62.wmf] C

	[image: image63.wmf] High Blood Pressure

	[image: image64.wmf] Kidney Disease

	[image: image65.wmf] Liver Disease

	[image: image66.wmf] Mental Disorders

	[image: image67.wmf] Mitral Valve Prolapse

	[image: image68.wmf] Pacemaker

	[image: image69.wmf] Psychiatric Care

	[image: image70.wmf] Radiation Treatment

	[image: image71.wmf] Radiation - Head & Neck

	[image: image72.wmf] Respiratory Problems

	[image: image73.wmf] Rheumatic Fever

	[image: image74.wmf] Rheumatism

	[image: image75.wmf] Sinus Problems

	[image: image76.wmf] Smokeless Tobacco

	[image: image77.wmf] Smoker

	[image: image78.wmf] Stomach Problems
[image: image79.wmf] Stroke



	[image: image80.wmf] Tuberculosis
[image: image81.wmf] Ulcers
[image: image82.wmf] Unintentional Weight Loss

	[image: image83.wmf] Venereal Disease

	[image: image84.wmf] _____________________

	Are you taking or have you ever taken the following medications?

	[image: image85.wmf] Aredia


[image: image86.wmf] Zometa

[image: image87.wmf] Osteoporosis Medications

	[image: image88.wmf] _____________________

	[image: image89.wmf] _____________________


( Women, are you pregnant?  [image: image90.wmf] No  [image: image91.wmf] Yes    Due Date: ____________  Do you take oral contraceptives?  [image: image92.wmf] Yes  [image: image93.wmf] No     

( Have you ever had any complications following dental treatment?    [image: image94.wmf] Yes  [image: image95.wmf] No

     If yes, please explain: 

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image96.wmf] Yes  [image: image97.wmf] No

     If yes, please explain: 

( Are you now under the care of a physician?    [image: image98.wmf] Yes  [image: image99.wmf] No

     If yes, please explain: 

( Name of Physician: _______________________________________________  Phone: 

   Are you taking any drugs or medications now? _____  If yes, name of drug(s)? 

   For what purpose? 

( Do you have any health problems that need further clarification?    [image: image100.wmf] Yes  [image: image101.wmf] No

     If yes, please explain: 

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.

_________________________________________________________________  Date: 

   Signature of patient, parent or guardian

Emergency Information
Name of emergency contact NOT living with you 

Phone # 

New Patient Questions
Are you having any discomfort? 

How long has it been since you were last seen by a dentist and for what purpose? 

Are you missing any teeth? __________________    Have you ever been treated for gum disease?  

How often do you use dental floss? ____________    How often do you brush your teeth?  

Do you like the way your teeth look and feel?  _____  Is there anything you would change about your teeth? 

On a scale of 1-10, how would you rate your own dental health?  

How do you feel about dentistry and your past experiences with dental offices?  

Initials ________  Date ____________     Initials ________  Date ____________     Initials ________  Date 

Initials ________  Date ____________     Initials ________  Date ____________     Initials ________  Date 
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